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Abstract
In this study, we aimed to investigate the validity and reliability of the Turkish version of the Mee Bunney Psychological Pain
Assessment Scale (MBPPAS), which questions the frequency, intensity and acute period of psychological pain. We also aimed to
investigate whether psychological pain allows measuring acute suicidal behavior; and whether there were different levels of
psychological pain in suicide-related disorders. The study included 73 patients with major depressive disorder, 50 patients with
bipolar disorder and 77 healthy controls. MBPPAS, Beck Depression Inventory, Beck Scale for Suicidal Ideation, Beck
Hopelessness Scale, Physical Pain Scale, and Psychache Scale were filled by the participants. In the internal consistency, the
Cronbach’s alpha coefficient was found to be 0.95 and the item-total score correlation coefficients were between 0.51 and 0.89.
Explanatory factor analysis showed that the scale was loaded under the single factor, which had an eigenvalue of 7.02, explaining
70.23% of the total variance. Factor loads of the items were found between 0.57 and 0.92. Discriminant function analysis showed
that the scale classified the patient group and the healthy group, also the patients with and without suicide attempt, and each group
was classified as successfully when the three groups were considered together. Besides the fact that the Turkish version of the
scale is valid and reliable, it has been shown that it can be useful (partially) in the studies conducted with patients in the acute
phase and in distinguishing disorders from each other in suicide-related entities such as mood disorders.
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Introduction

Every year nearly 800.000 people commit suicide worldwide
(World Health Organization 2018). Nevertheless, it is argued

that the Diagnostic and Statistical Manual ofMental Disorders
5th Edition (DSM-5; American Psychiatric Association
2013), the gold standard classification system of mental dis-
orders, is insufficient to identify those who have suicidal
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ideation and/or attempts (Aleman and Denys 2014). There is
no diagnostic psychiatric subheading specific to suicide in
DSM-5 yet (Oquendo and Baca-Garcia 2014). Although
DSM-5 included Suicidal Behavioral Disorder (SBD), the
SBD was taken as a “Conditions for Further Study” only in
the annex (American Psychiatric Association 2013). The SBD
is limited because it considers suicidal behavior as a result
without classifying the phenomenology of the suicide event
as an acute crisis. The SBD identifies the current suicidal
behavior as the event that occurred in the last 24 months.
History of past suicidal attempt gives an idea about suicide
risk management but do not provide sufficient clinical infor-
mation about the acute risk of an individual. Self-harm
thoughts and behaviors in the past have been found to be
insufficient to predict future suicidal thoughts and behaviors
(Ribeiro et al. 2016). The researchers emphasized that long-
term follow-up weakens predictive validity and should focus
on the acute short-term prediction of suicide risk (Ribeiro et al.
2016).

Although many biological, psychological and environ-
mental risk factors like aggression, impulsivity, solitariness,
unemployment, previous suicide attempts, and communica-
tion problems have been proposed to predict suicide
(Dennehy et al. 2011; Gvion et al. 2014), psychological pain
is thought toplayacentral role in suicidal behavior (Meeet al.
2011). Psychological pain is defined as the “introspective ex-
perience of negative emotions such as fear, despair, grief,
shame, guilt, blocked love, loneliness and loss” (Shneidman
1993, 1996, 1998; Bunney et al. 2002; Pompili et al. 2008;
Verrocchio et al. 2016). It is thought that psychological pain
ismuchmore than the sumof negative feelings,whichmakes
psychological pain a unique unacceptable experience
(Orbach et al. 2003). Shneidman (1993) suggested that psy-
chological pain was the most important predictor of suicidal
behavior; however, he also claimed that psychological vari-
ables associated with suicidal behavior were only associated
withpsychologicalpain.Theresultsofarecentstudyconduct-
ed using a 4-years follow-up design that investigated
Shneidman’s model provided partial support for this model
and showed that other psychological factors were important
for suicide only when they were related with psychological
pain (Montemarano et al. 2018). According to the Cubic
Model, suicidal behavior occurs as a result of the interaction
of three psychological factors: psychological pain, uneasi-
ness and stress (Shneidman 1987; Jobes and Drozd 2004).
Anothermodel has suggested thatwhenaperson experiences
unbearable psychological pain, he/she can perceive his/her
body as an easier target to attack (Orbach et al. 2001).
According to the stress-diathesis model, distal risk factors
including developmental, familial, biological and genetic
factors create a predisposition to suicide (Mann 2003).
When combined with proximal risk factors including life
events, acute alcohol or substance related disorders, acute

episodes of mental disorders they increase the risk of suicide
(Roy et al. 2009). Psychological pain in this process seems to
be an emotional andmotivational featurewith special impor-
tance (Troister and Holden 2010). The interpersonal suicide
theory proposes that apparent social withdrawal represents a
violentformofthedesireforsuicide,whichischaracterizedby
the disappearance of a sense of perceived ‘belonging’ and
‘being burden on others’ (Van Orden et al. 2010). The three-
step theory suggests that suicide ideation in the first step is
causedbyacombinationof pain (usually psychological pain)
and hopelessness. In the second step, it is stated that commit-
ment is an important preventive factor against increased sui-
cidal ideation in thoseexperiencingpainandhopelessness. In
the third step, it is stated that the acquired suicide ability is
effective in converting suicidal ideation into suicide attempt
(Klonsky andMay 2015).

Some scales related to psychological pain have been devel-
oped, such as the Psychological Pain Assessment Scale
(PPAS; Shneidman 1993), the Orbach and Mikulincer
Mental Pain Scale (OMMP; Orbach et al. 2003), and the
Psychache Scale (PAS; Holden et al. 2001). Each of these
scales has been developed from a conceptual point of view
that psychological pain is an important aspect of suicide. The
application of PPAS and OMMP requires more time than oth-
er scales. PAS (Holden et al. 2001) is structured on the basis of
chronic, free-floating, non-state-specific psychological pain
resulting from failure to meet vital psychological needs
(Mee et al. 2011). The Mee-Bunney Psychological Pain
Assessment Scale (MBPPAS) has been designed to meet the
need for an easy to understand and short scale to assess both
the frequency and intensity of psychological pain. MBPPAS is
a 5-point Likert-type, 10-item self-report scale that measures
the intensity of psychological pain (ranging from ‘none’ to
‘unbearable’) and its frequency (ranging from ‘never’ to ‘al-
ways’). This scale enables the clinician to evaluate the psy-
chological pain in populations with and without psychiatric
disorders quickly and reliably. Although PAS and MBPPAS
are short and easy to implement, MBPPAS differs by the as-
sessment of the frequency and intensity of psychological pain,
both now and during the past 3 months (Mee et al. 2011).
Psychological pain can provide a valid dimension to predict
suicide in the acute / crisis period of the SBD.

The theoretical structure of psychological pain in disorders
such as mood disorders also implies that there may be phe-
nomenological or etiological core construct. Psychological
pain, as a trait structure, can take place at distinct levels in
related disorders and may be the reason for suicidal behaviors
at different rates in various clinical samples (Pompili 2018). In
this study, we aimed to show the reliability and validity of the
Turkish version of MBPPAS which can be used in clinical
practice and research and which has the advantages of core
construct (trait) to question the disorder and suicide state for
past and present in a fast and reliable way.
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Method

Sample Population

The minimum required sample size in the study for medium
effect size (Cohen’s d = .50), power of .80, and p = .05 was
128. Power analysis was made by “pwr” package in R version
3.5.2 (https://cran.r-project.org/web/packages/pwr/pwr.pdf)
(Champely et al. 2018). A total of 77 patients with major
depressive disorder (MDD) and 57 patients with bipolar dis-
order (BD) admitted to the Department of Psychiatry at
Çukurova University Faculty of Medicine, and 93 age- and
sex-matched healthy controls from surrounding community
were evaluated for recruitment. A broad psychiatric interview
based on DSM-5 criteria was applied to the participants by the
same psychiatrist (American Psychiatric Association 2013).
Healthy controls were defined by the absence of any psychi-
atric disorder. Two of 77 patients with MDD had a comorbid
anxiety disorder, one had obsessive-compulsive disorder
(OCD) and one patient did not accept the application of the
scales; these patients were not included in the study. Seven of
the BD patients were also excluded from the study since they
did not fill the scales. As a result of the psychiatric evaluation,
of 93 control cases who declared no previous psychiatric dis-
order, one was not included in the study because of anxiety
disorder, one had OCD, and 14 were excluded because they
did not fill the scales. The study was conducted with 73 MDD
patients, 50 BD patients, and 77 healthy controls. 72.6% of the
depression group, 56.0% of the bipolar group and 61.0% of
the control group were women.

Written informed consent was obtained from all partici-
pants at the recruitment. Non-Interventional Clinical
Researches Ethics Committee of our center has approved the
study.

Assessment of Subjects

The Beck Depression Inventory, Beck Hopelessness Scale,
Beck Scale for Suicidal Ideation, Physical Pain Scale and
the PAS were administered to the participants together with
MBPPAS. The items that the participants did not understand
were explained by the interviewer and there was no time con-
straint to fill the scales.

The Mee-Bunney Psychological Pain Assessment Scale
(MBPPAS): It is a 5-item Likert-type self-report scale that
consists of ten items. These 10 items were prepared based
on the completed suicide notes and the psychological pain
descriptions of depressive patients. It questions the frequency
and severity of psychological pain during the last 3 months
and in the present, how much psychological pain is bearable,
the severity of the worst physical pain, and what the individual
can do to avoid psychological pain (including death). Higher
scores reflect higher psychological pain. The Cronbach

coefficient is 0.83 for depressive patients and 0.94 for healthy
controls (Mee et al. 2011).

Translation Process

The correspondence with the author Christopher Reist was
made via e-mail and the scale was translated into Turkish by
3 psychiatrists and a text agreed on was created. It was then
translated back into English and compared to its original form
by linguists. It was used for the study after the approval for
suitability.

The Beck Depression Inventory (BDI): This is a 4-point
Likert-type self-report consisting of 21 items related to depres-
sive symptoms. The severity of depression increases as the
score increases (Beck and Steer 1984). The validity and reli-
ability study of the Turkish version was conducted, and the
Cronbach alpha coefficient of Turkish form is 0.80 (Hisli
1988).

The Beck Hopelessness Scale (BHS): It was developed by
Beck et al. (1974). It is a self-report scale which requests
answers in 20 questions as ‘yes’ or ‘no’. The total arithmetic
score is evaluated as hopelessness score. The validity and
reliability study of the Turkish version was conducted, and
the Cronbach alpha coefficient of the Turkish form is 0.86
(Seber et al. 1993).

The Beck Scale for Suicide Ideation (BSSI): In this scale,
which consists of 5 sub-sections, the total score is obtained by
the arithmetic sum of the points obtained from all items. The
lowest score is 0 and the highest score is 38 and the high score
means that the suicidal ideation is significant and serious. The
Cronbach alpha coefficient of scale is 0.89 (Beck et al. 1979).
The validity and reliability study of the Turkish version was
conducted, and the Cronbach alpha coefficient for the Turkish
version is 0.84 (Ozcelik et al. 2015).

Physical Pain Scale (PPS): In this study, we applied the
physical pain scale used by Olié et al. (2010) in their article.
They administered three scales to measure 1) current suicidal
ideation, 2) psychological pain and 3) physical pain. Each of
the scales had a range of 0 (no pain) to 10 (maximal pain) to
assess both current and past (during last 15 days) status.

The Psychache Scale (PAS): It was developed by Holden
et al. (2001) on Shneidman’s definition of psychological
pain. It is a 5-point Likert-type scale consisting of 13 ques-
tions. Answers to questions ranged from ‘never’ to ‘always’
or from ‘strongly disagree’ to ‘strongly agree’. Nine of 13
items are related to frequency and four are related to the
intensity of psychological pain. PAS has been shown to
successfully distinguish patients from healthy subjects as
well as, patients with suicide attempt from those without.
High scores indicate high levels of psychological pain. The
validity and reliability study of the Turkish version was
conducted, and the Cronbach alpha coefficient of the
Turkish form is 0.98 (Demirkol et al. 2018).
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Statistical Analysis

In order to test the difference between the study groups in
terms of sociodemographic and clinical characteristics,
analysis of variance (ANOVA) was used for numerical
variables and the chi-square test for categorical variables.
In the reliability analysis, item-total score correlation co-
efficients were analyzed and Cronbach’s alpha internal
consistency analysis was performed. Exploratory factor
analysis was applied for construct validity. Exploratory
factor analysis was performed according to the principal
components method and the factors with eigenvalue 1 and
factor items with a factor loading of 0.4 and above were
chosen according to Kaiser (1960) criteria. Correlations
between all the research scales were examined in terms
of convergent validity. Multi-group confirmatory factor
analysis was performed in order to demonstrate that
MBPPAS can make a meaningful comparison between
the patient and the control groups. The validity of cross-
group score comparisons is vital to many practices in
applied psychological research. In practice, cross-group
factorial invariance is widely tested by multi-group con-
firmatory factor analysis (Wu et al. 2007). Discriminant
function analysis was performed to show the effectiveness
of the scale score in discriminating the study groups.

According to the findings from previous studies, the va-
lidity of a scale should be tested with classification-
sequencing validity, correlation analysis between criteria
as well as the factor analysis (Acar 2014); thus the
classification-sequencing validity of the scale was tested
with Erkus’ double consistency (DC) index (Erkus 2003).
According to double consistency index, the scale items are
divided into odd numbers and even numbers, and the total
scores of each individual are calculated for each half. After
the total scores are sorted from the highest to the lowest one,
the consistency between the sections of upper and lower
27% is examined in two separate halves. In order for the
scale to be considered as consistent, an individual in the
upper group of one half should be located in the upper group
of the other half, and similarly, people in the lower group of
one half should be sorted in the lower group of the other
half. In two halves of the scale, the frequency difference in
the upper and lower 27% groups gives the index value,
which ranges from 0.00 to 1.00. If the index value is close
to 1.00, the scale is considered to be consistent.

Results and Discussion

Sociodemographic Characteristics

The mean age of the depression group was 36.02 ±
11.32 years, the bipolar group was 36.86 ± 9.80 and the

control group was 35.74 ± 6.58 years. No difference was
found between the groups in ANOVA. 72.6% of the depres-
sion group, 56.0% of the bipolar group and 61.0% of the
control group were women. Chi-square analysis didn’t find a
difference for the sex ratios in the groups. 39.7% of the MDB
group, 36% of the BD group had previously attempted suicide
which was defined as any attempt tended to end someone’s
own life. None of the subjects in the control group had previ-
ous suicide attempts. The distributions of participants regard-
ing gender, marital status, place of residence, medical disease,
educational status, and age are shown in Table 1. And descrip-
tive statistics of MBPPAS and PAS scores for the MDD, con-
trol, and BD groups are shown in Table 2.

Reliability Findings

Cronbach alpha coefficient and item-total score correlations
were analyzed for reliability analysis. In the internal consis-
tency analysis, the Cronbach alpha coefficient of the
MBPPAS was 0.95, and the item-total score correlation coef-
ficients were between 0.51–0.89 (Table 3). In the original
study, the Cronbach alpha coefficient was found to be 0.83
in depressive individuals and 0.94 in the control group and
item-total score correlation coefficients were found to be
greater than 0.75 for each of the 10 items of the scale (Mee
et al. 2011). These results showed that the data we obtained
were similar to study in which the scale was developed, and
the internal consistency of the Turkish version of MBPPAS
was good.

Findings Regarding the Classification and Sequencing
Validity

After the 10-item scale was divided into two halves as items
withoddandevennumbers, the total scores of the individuals
wereobtained for eachhalf.Forbothhalves, individualswere
sorted according to their total score. Tests were performed
with the individuals in the lower and upper groups of both
halves. The scores of the individualswere not taken into con-
sideration in the subsequent procedures. According to the
double consistency calculation formula, the number of indi-
viduals in both the 27% lower anduppergroupswas 200.The
numberofcommonindividuals in thelowergroupsofboththe
odd and even number halves was 98; while the number of
common individuals in the upper groups of both halves was
102.When the frequencies are used according to the formula,
DC is calculated as following: DC = 1-[((200–98) + (200–
102))/400] = 0.50. When it was evaluated according to the
index ranging from 0.00 to 1.00, we state that the value of
0.50 found in this study indicated moderate classification
and ranking validity.
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Validity Findings

Exploratory factor analysis (EFA) was performed for the con-
struct validity of the scale. According to the principal compo-
nents method, exploratory factor analysis was found to be
loaded under a single factor of MBPPAS with an Eigenvalue
of 7.02, explaining a total of 70.23% of the variance. The
factor loadings of MBPPAS were found to be between 0.57–
0.92 (Table 3). The exploratory factor results indicate that the
Turkish version of the scale is well valid.

The results of convergent validity are shown in Table 4. In
the original study ofMBPPAS, one of the limitations stated by
authors was the absence of patients with the diagnosis of bi-
polar disorder and other psychiatric disorders (Mee et al.

2011). Thus, we conducted this study with both major depres-
sive disorder, bipolar disorder patients and also healthy con-
trols. Similar to PAS, psychological pain in MBPPAS has
been shown to be a predictor of suicide together with high
scores of depression and hopelessness (Mee et al. 2011; Li
et al. 2014). As expected, we found that the consistency cor-
relation of MBPPAS with BHS and BDI in our study was
parallel with previous studies. When the relationship between
physical and psychological pain has been examined in previ-
ous studies, both conditions have been shown to have similar
activation patterns in the brain (Mee et al. 2006; Kross et al.
2011). In a small sample study examining the relationship
between psychological pain, physical pain and suicidal behav-
ior in depressive patients, it was shown that the intensity of
physical pain was not significantly different between patients
who did and did not attempt suicide (Olié et al. 2010). On the
contrary, there was also evidence that suicidal tendencies
would increase when physical pain intensity increased in de-
pressive patients (Fishbain et al. 1997; Mee et al. 2011). The
correlation between MBPPAS and PPS was moderate to
strong (correlation in the MDD + BD group was 0.617, in
the MDD group was 0.484, and in the BD group was 0.663)
in our study (Table 4).

In order to examine measurement invariance, multi-group
confirmatory factor analysis was performed (Table 5). First,
the factor structure of MBPPAS was examined for the patient
(MDD+BD) group and the control group separately. To dem-
onstrate that measurements with MBPPAS have the same
meaning for both the patient and the control groups, multi-
group confirmatory factor analysis was performed. According

Table 1 Several
sociodemographic characteristics
of the groups

Control MDD BD p

N % N % N %

Gender Female 47 61.0 53 72.6 28 56.0 .134a

Male 30 39.0 20 27.4 22 44.0

Education Illiterate 0 0.0 1 1.4 0 0.0 .318a

Literate 1 1.3 0 0.0 0 0.0

Primary school 19 24.6 24 32.9 8 16.0

High school 27 35.0 25 34.2 17 34.0

University 30 38.9 23 31.5 25 50.0

Marital Status Single 45 58.4 34 46.6 21 42.0 .148a

Married 32 41.6 39 53.4 29 59.0

Place of residence Urban 56 72.7 49 67.1 37 74.0 .650a

Rural 21 27.3 24 32.9 13 26.0

Medical disease Yes 12 15.6 18 24.7 13 26.0 .269a

No 65 84.4 55 75.3 37 74.0

Age Mean ± SD 35.74 ± 6.58 36.02 ± 11.32 36.86 ± 9.80 .545b

BD Bipolar disorder, MDD Major depressive disorder, SD Standard deviation
a Chi-square test was used. Data were summarized using frequency (%)
bOne-Way ANOVAwas used. Data were summarized using mean ± standard deviation

Table 2 Descriptive statistics of MBPPAS and PAS total scores
according to diagnostic groups

N Minimum Maximum Mean SD

MDD MBPPAS 73 24.00 50.00 35.30 6.25

PAS 73 26.00 65.00 45.90 10.49

Control MBPPAS 77 10.00 30.00 15.31 4.04

PAS 77 13.00 33.00 18.39 4.49

BD MBPPAS 50 22.00 49.00 34.98 7.01

PAS 50 25.00 64.00 45.88 10.44

BD Bipolar Disorder, MBPPAS Mee-Bunney Psychological Pain
Assessment Scale, PAS Psychache Scale, MDD Major Depressive
Disorder, SD Standard deviation
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to the global goodness of fit statistics and measurement invari-
ance, MBPPAS had measurement invariance. As a result,
there were no invariance problems between the patient and
the control groups. MBPPASwas a suitable measurement tool
for application both for patient and healthy control groups.

According to the results of the discriminant analysis
(Table 6), the patients were successfully distinguished from
healthy controls, and 95% of original grouped cases correctly
classified. 114 of the 123 patients in the patient group were
classified correctly. In the control group, 76 of the 77 (98.7%)
were classified correctly. As a result, patients with suicide
attempt history were distinguished from those without suicide
attempt. The recent suicide attempts of the patients included in
the study might have affected the symptom severity, and this
would explain the accuracy rate of the scale. The results of this
study should be supported by further studies involving healthy
first-degree relatives of individuals who are in remission
(especially including BD-2) in order to clarify the issue of
endophenotypes. This study can be considered as a

preliminary study in terms of diagnostic validity that psycho-
logical pain is a marker in distinguishing between mood dis-
orders as a trait structure.

Half of the patients with MDD or BD who completed sui-
cide had previous suicide attempts (Holma et al. 2014).
Patients with BD-2 were more likely to be exposed to depres-
sive episodes than patients with BD-1 and MDD; therefore,
suicide rates were higher (Holma et al. 2014). In addition,
Baldessarini et al. (2012) found in their study on patients with
BD-1 that depressive and mixed episodes increased suicide
riskmore thanmanic attack. Psychological pain can take place
as a key feature (trait structure) in conditions associated with
suicide. Psychological pain dimension can be shown to be
present in different levels in each entity. In this study, the
validity and reliability of MBPPAS, which is a more rapid
and reliable application tool developed for the measurement
and evaluation of the psychological pain dimension, was ex-
amined. Both state and trait structure theory (a priori) were
studied in order to provide a comprehensive area of use.

Table 3 Item-total score
correlations, Cronbach alpha
coefficients, and factor loads

Item r1 Cα r2

1. Circle the number that best describes how often you suffer from severe
psychological pain.

0.847 0.942 0.883

2. Circle the number that best describes the most severe psychological pain you
have suffered in the last 3 months.

0.865 0.941 0.901

3. Circle the number that best describes the mild psychological pain you have
suffered in the last 3 months.

0.788 0.945 0.832

4. Circle the number that best describes the severity of your psychological pain
in most of the days in the last 3 months.

0.867 0.941 0.903

5. Circle the number that best describes the psychological pain you currently
suffer from.

0.882 0.940 0.914

6. How much more psychological pain do you think you can endure before it
becomes unbearable?

0.754 0.946 0.803

7. Have you ever thought of doing something to relieve your psychological pain,
whatever the consequences?

0.514 0.956 0.572

8. How often do you suffer from psychological pain that is worse than the worst
physical / body pain you’ve ever felt?

0.893 0.940 0.919

9. How would you rate your current psychological pain when you compare it to
the worst physical / physical pain you can imagine?

0.787 0.945 0.833

10. Have you ever thought that the only way to relieve your psychological pain is
to die?

0.710 0.948 0.759

r1 Corrected item-total correlations, Cα Cronbach’s alpha (When the item is ignored), r2 Factor load, n = 200

Table 4 The consistency correlations of the Mee Bunney Psychological Pain Scale with other scales (r) in MDD +BD and in MDD and in BD groups
separately

Age BSSI PPS BDI BHS PAS

MDD+BD Mee-Bunney Psychological Pain Scale (n = 123) −.120 .572** .617** .770** .675** .849**

MDD Mee-Bunney Psychological Pain Scale (n = 73) −.059 .382** .484** .652** .548** .791**

BD Mee-Bunney Psychological Pain Scale (n = 50) −.244 .729** .663** .865** .857** .882**

*p < 0.05, **p < 0.01, MDD Major Depressive Disorder, BD Bipolar Disorder, BDI Beck Depression Inventory, BHS Beck Hopelessness Scale, BSSI
Beck Scale for Suicidal Ideation, PPS Physical Pain Scale, PAS Psychache Scale
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Suicide is a common public health problem all over the
world. Cross cultural studies may facilitate understanding sui-
cide in a global context. To the best of our knowledge, this is
the first validation study for MBPPAS in a different language.
While our study included people with bipolar disorder as an
additional level, it has certain limitations. The selection of all
patients participating in the study from a university hospital
may limit the generalizability of the data obtained. The eval-
uation of the concept of psychological pain only by self-report
scales, the lack of biomarkers or neuroimaging studies are
other limitations of the study. Also, the lack of divergent va-
lidity in statistical analysis can be considered as another
limitation.

Considering that approximately 50% of individuals with
MDD are still being treated in primary health care facilities,
the use of a reliable and valid self-report scale that can be filled
in a short time such as MBPPAS will help to identify individ-
uals having high suicidal risk (Narrow et al. 1993; Mee et al.
2011). The Turkish version of the MBPPAS scale can be used
to classify disorders as well as to distinguish acute suicidal
behavior with some limitations, and also reveal the difference
between suicidal disorders in intensity and frequency. Further
studies on a wider range of psychiatric disorder groups such as
mood disorders, personality disorders, and substance abuse,
and/or longitudinal studies will contribute to clarifying this
issue.
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