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Purpose: Suicide is a growing public health issue for all societies; identifying suicide risk is crucial. This study aims to evaluate the 
psychometric properties of the Turkish version of the Orbach and Mikulincer Mental Pain Scale-8 (OMMP-8), which enables the 
assessment of suicidality in a short time.
Patients and Methods: We conducted this study with 148 individuals diagnosed with major depressive disorder and 130 healthy 
controls. We administered the Hamilton Depression Scale (HDRS), Beck Hopelessness Scale (BHS), Beck Scale for Suicidal Ideation 
(BSIS), and Mee Bunney Psychological Pain Assessment Scale (MBPPAS) to all participants.
Results: Cronbach’s alpha values were 0.96, 0.97, and 0.98 for Factors 1, 2, and 3, respectively, and 0.92 for the entire scale. 
Exploratory (EFA) and confirmatory factor analyses (CFA) proved the 3-factor structure of the scale. The OMMP-8 total score and 
HDRS (r = 0.851), BSIS (r = 0.836), BHS (r = 0.825), and MBPPAS (r = 0.881) total scores were statistically significantly correlated, 
indicating convergent and concurrent validity of the scale. The scale successfully discriminated between depression and control groups 
(89.6%) and participants with and without suicide attempts in the depression group (82.4%).
Conclusion: This study demonstrates that the Turkish version of the OMMP-8 scale is valid and reliable for both individuals with 
depression and healthy controls and can be used in studies investigating suicide risk.
Keywords: mental pain, psychological pain, psychache, Orbach Mikulincer Mental Pain Scale-8

Introduction
Scientific advances have improved treatment options for many leading causes of death, but suicide and suicide-related 
mortality rates have remained stable for decades.1 Suicide is often the result of the interaction of biological and social 
risk factors such as sociodemographic characteristics, personality traits, lack of social support, genetic predisposition, 
physical illnesses, and mental disorders.2 The importance of suicide, which is among the most urgent public health 
concerns facing society, is highlighted in the fifth edition of the Diagnostic and Statistical Manual of Mental Disorders 
(DSM-5) by recommending Suicidal Behavior Disorder as “Conditions for Further Study”.3

Suicide has preoccupied researchers for many years, and several theories have been proposed to explain suicidal 
behavior. Durkheim4 suggested that suicide is caused by social factors such as lack of belonging, while Freud5 suggested 
that suicide is caused by anger directed inward at a loved one. In the following years, Neuringer reported that cognitive 
rigidity6 and Beck reported that hopelessness were causal factors for suicide.7 Since the 1990s, researchers have proposed 
theories focusing on the idea that suicide is a way of escaping unbearable circumstances such as negative self-awareness 
and aversive emotions,8,9 Williams suggested that suicide is a remedy to escape feelings of defeat and entrapment.10

Psychological pain is another unbearable condition in which suicide is accepted as a way of escape.1 Although 
attempts at conceptualization go back much further, Shneidman stands as the pioneer who systematically defined 
psychological pain and put forward the psychological pain-suicide hypothesis. With the term psychache, Shneidman 

Neuropsychiatric Disease and Treatment 2024:20 429–438                                                 429
© 2024 Demirkol et al. This work is published and licensed by Dove Medical Press Limited. The full terms of this license are available at https://www.dovepress.com/terms. 
php and incorporate the Creative Commons Attribution – Non Commercial (unported, v3.0) License (http://creativecommons.org/licenses/by-nc/3.0/). By accessing the 

work you hereby accept the Terms. Non-commercial uses of the work are permitted without any further permission from Dove Medical Press Limited, provided the work is properly attributed. For 
permission for commercial use of this work, please see paragraphs 4.2 and 5 of our Terms (https://www.dovepress.com/terms.php).

Neuropsychiatric Disease and Treatment                                              Dovepress
open access to scientific and medical research

Open Access Full Text Article

Received: 12 November 2023
Accepted: 24 February 2024
Published: 1 March 2024

http://orcid.org/0000-0003-3965-7360
http://orcid.org/0000-0002-9750-7531
http://orcid.org/0000-0001-8954-5901
http://orcid.org/0000-0002-9997-351X
http://orcid.org/0000-0001-6746-5839
http://www.dovepress.com/permissions.php
https://www.dovepress.com/terms.php
https://www.dovepress.com/terms.php
http://creativecommons.org/licenses/by-nc/3.0/
https://www.dovepress.com/terms.php
https://www.dovepress.com


defined psychological pain as an undesirable condition encompassing emotions such as shame, guilt, humiliation, grief, 
despair, and anger. Shneidman’s psychache hypothesis posits that suicide is a way of escape from intense, extreme, and 
unbearable psychological pain, and there is no suicide without psychache.11

Following Shneidman’s pioneering work, new definitions of psychological pain have been suggested, incorporating 
terms such as mental, psychic, and emotional pain.12 According to Orbach et al, psychological pain, as an irreversible 
form of distress, is characterized by profound negative emotions and cognitions originating from adverse alterations in 
the self.13 Common definitions of psychological pain often include loss of personal values, thwarted psychological needs, 
and persistence of pain.14,15 Many studies have confirmed the clinical relationship between psychological pain and 
suicide in mental disorders, especially major depression, and have demonstrated that psychological pain serves as 
a mediating factor in the manifestation of suicide risk.16–18

The need to develop psychometric scales has emerged to make psychological pain, which is a subjective experience, 
clinically functional and adequately assessed. One of the scales assessing psychological pain is the Orbach and 
Mikulincer Mental Pain Scale (OMMP), with 44 items and nine factors.13 Orbach et al13 developed the original 
OMMP scale by asking a sample of inpatients and healthy individuals to answer various questions about psychological 
pain. The scale items were administered to two more samples of volunteers, and a final version of 44 items was created. 
The OMMP includes detailed questions about the cognitive and emotional components of psychological pain and 
assesses both the intensity and sub-dimensions of psychological pain.19 Studies conducted in clinical and non-clinical 
samples and different cultures revealed varying results about the psychometric properties and scale structure of the 
OMMP, and the internal consistency of the OMMP subscales did not meet the recommended values. For more consistent 
results, it has been suggested to reduce items and subscales to create a more psychometrically valid scale. Therefore, 
Casanova et al evaluated the psychometric properties of the 44-item OMMP scale in a large sample of individuals from 
different ethnic backgrounds, with different activity levels and reduced the number of items and factors; developed the 
Likert-type OMMP-8 scale with eight items and three factors. Casanova et al reported Cronbach’s alpha coefficients of 
0.835 for the “Experience of Irreversibility” factor, 0.856 for “Emotional Flooding”, and 0.767 for “Narcissistic Wounds” 
during the internal consistency analysis of the OMMP-8 scale.12

The lack of progress in suicide prediction and prevention requires developing tools to assess suicide risk. Although 
mild psychological pain is common in the general population, severe psychological pain is associated with psycho
pathology and suicide risk.20 The OMMP-8 scale, which assesses the intensity of psychological pain quickly, has not yet 
been adopted in Turkish. We aim to demonstrate the validity and reliability of the Turkish version of the OMMP-8 scale 
in a sample of healthy individuals and individuals with major depressive disorder. Thus, we believe that we will provide 
researchers and clinicians with a tool to assess psychological pain in clinical and non-clinical samples and to use it as 
a possible risk indicator for suicide.

Materials and Methods
Permission and Translation
The first author obtained permission from Russell Baker, the corresponding author of the OMMP-8 scale study, via 
e-mail before the study. Two bilingual psychiatrists translated the original version of the OMMP-8 scale into Turkish. 
The Turkish version was translated back into English and compared by linguists who had no previous access to the 
original scale. Both researchers and linguists approved the Turkish version before the study.

Sample and Procedure
The sample consisted of individuals with major depressive disorder and healthy volunteers. We included 166 patients 
diagnosed with major depressive disorder according to the DSM-5, who applied to Çukurova University School of 
Medicine, Department of Psychiatry outpatient clinics. Inclusion criteria were to be between the ages of 18–65, to know 
Turkish and to be literate, and to have no cognitive deficits and psychotic symptoms. In the control group, we included 
144 healthy individuals who were not diagnosed with any psychiatric disorders, were similar to the depression group in 
terms of sociodemographic variables such as age, gender, and educational status, and lived in the same neighborhood. 
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The control group consisted of hospital staff relatives who willingly expressed interest in participating in scientific 
research. No financial incentives were provided to the participants.

After psychiatric interviews according to DSM-5 criteria, we excluded six participants with generalized anxiety 
disorder and seven with obsessive-compulsive disorder from the depression group to eliminate the confounding effects 
of comorbid mental disorders. Five participants were also excluded from the depression group due to not completing 
the scales. We included only patients utilizing either Selective Serotonin Reuptake Inhibitors or Serotonin- 
Norepinephrine Reuptake Inhibitors in monotherapy for the study. The mean Hamilton Depression Rating Scale 
(HDRS) score for the patient group is 24.9, with a standard deviation of 10.1. The severity of depressive disorder 
in the patient group has been categorized as moderate to severe.21 From the control group, we excluded two 
participants who filled out the scales incompletely, four participants with generalized anxiety disorder, and eight 
with panic disorder. We continued the study with 148 participants with major depressive disorder and 130 healthy 
controls. We re-administered the OMMP-8 scale to 52 participants two weeks apart to assess test-retest reliability. The 
Ethics Committee of Çukurova University Faculty of Medicine for Non-Interventional Clinical Research approved the 
study on September 01, 2023 (decision no. 33). All participants completed an informed consent form. The study was 
conducted in accordance with Declaration of Helsinki.

Sample Size
It is recommended to have participants at least 5 to 10 times greater than the number of scale items in validity and 
reliability studies.22 We also conducted a power analysis with G Power v3.1 to calculate the minimum required sample 
size. The study required at least 105 participants in each group with a moderate effect size (Cohen’s d = 0.50), a power of 
0.95, and a margin of error of 0.05 (p = 0.05).23 As a result, we concluded that the sample of 278 participants was 
sufficient.

Measures
Sociodemographic and Clinical Data Form
This form inquires about sociodemographic features such as age, gender, marital status, educational status, and place of 
residence. This form also includes clinical data, such as a history of suicide attempts. Any action to end life at any period 
of life was considered a suicide attempt. The presence of suicide attempts was confirmed through a comprehensive 
review of patient history, interviews with family members, and examination of health system records.

Orbach and Mikulincer Mental Pain Scale-8 (OMMP-8 Scale)
Casanova et al developed the OMMP-8 scale by reducing the number of items and factors of the 44-item OMMP. It is an 
8-item and 3-factor scale assessing the intensity of psychological pain. It includes three factors: Experience of 
irreversibility, Emotional flooding, and Narcissistic wounds. The Cronbach’s alpha coefficients are 0.835, 0.856, and 
0.767, respectively. It is a self-report scale with a 5-point Likert-type (0=strongly disagree, 4=strongly agree). Higher 
scores indicate higher levels of psychological pain.12,19

Mee-Bunney Psychological Pain Assessment Scale (MBPPAS)
This self-report, 10-item scale evaluates the frequency and intensity of current and past three-month psychological pain 
in a 5-point Likert-type. The responses on the scale are evaluated between “strongly disagree” and “strongly agree”. 
Higher scores reflect more frequent and intense psychological pain.16 Demirkol et al demonstrated that Cronbach’s alpha 
value was 0.95 in the Turkish adaptation study.24

Hamilton Depression Rating Scale (HDRS)
The HDRS is a clinician-administered scale consisting of 17 questions that measures the severity of depressive 
symptoms. A cut-off score of 17 was determined to distinguish mild depression from moderate depression and 24 to 
distinguish moderate depression from severe depression.21 Higher scores on the scale indicate an increase in the severity 
of depressive symptoms. Akdemir et al found Cronbach’s alpha coefficient as 0.75 in the Turkish adaptation study.25
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Beck Scale for Suicidal Ideation (BSIS)
The BSIS, which assesses suicidal ideation and designed attempts, consists of 19 items and five sections and is 
administered by a clinician. The scale’s sections are named ‘Wish to be Dead, Passive Suicidal Ideation, Active 
Suicidal Ideation, Specific Plans, and Suicide Attempts’. The scale score is calculated as the arithmetic sum of the 
item scores. High scores reflect the seriousness of suicidal ideation.26 In the Turkish validity and reliability study, 
Cronbach’s alpha was 0.84.27

Beck Hopelessness Scale (BHS)
The BHS, which assesses the level of hopelessness, is a 20-question self-report scale. Participants answer the questions 
as yes or no.28 No definitive cutoff score has been designated for the scale. An increase in the scale score supports that 
the rate of hopelessness is exacerbated. In the Turkish validity and reliability study, Cronbach’s alpha was 0.86.29

Statistical Analysis
Exploratory factor analysis (EFA) was performed to determine the structure of the OMMP-8 scale. The principal axis factoring 
(components) method was chosen for factor extraction, and the varimax method was chosen for rotation. The factors with 
eigenvalues higher than one were extracted. Confirmatory factor analysis (CFA) was performed to verify the structure defined by 
EFA for the OMMP-8 scale. The Mardia test revealed that multivariate normal distribution was not met before CFA. Therefore, 
robust maximum likelihood estimation based on the covariance matrix was used. The Comparative Fit Index (CFI), Normed Fit 
Index (NFI), Goodness of Fit Index (GFI), and Root Mean Square Error of Approximation (RMSEA) were assessed. Cronbach’s 
α, McDonald’s ω coefficients, and corrected item-total score correlations were calculated for the internal consistency and 
reliability of the OMMP-8 scale. The intraclass correlation coefficient was used for test-retest reliability. Correlation analysis 
was performed with the scores of the HDRS, BSIS, BHS, and MBPPAS to determine the convergent validity of the OMMP-8 
scale. Pearson correlation analysis was used because the scale scores were normally distributed. In addition, we performed 
discriminant analysis to determine whether the OMMP-8 scale scores differentiate depression and control groups and the 
participants with and without suicide attempts in the depression group. Statistical analyses were performed with Jamovi 
(Version 2.3.28), JASP (Version 0.17.2.1), and LISREL (version 8.50) programs. The significance level was considered as 
0.05 (p-value).

Results
The mean age of the participants in the depression group was 36.72 ± 11.24 years and 37.09 ± 10.29 years in the control group. 
There were 102 women (68.9%) in the depression group and 82 women (63.1%) in the control group. One hundred five 
participants (70.9%) lived in city centers in the depression group and 102 (78.5%) in the control group. The mean duration of 
education in the depression group was 10.98 ± 3.13 years, and 10.95 ± 3.06 years in the control group. Seventy-nine participants 
(53.4%) in the depression group and 59 (45.4%) in the control group were married (p>0.05, for each). In summary, the participants 
in the depression and the control groups were statistically similar and comparable in terms of sociodemographic variables.

Table 1 presents the items’ mean scores and internal consistency coefficients of the OMMP-8 scale. The corrected 
item-total score correlation values ranged between 0.64 and 0.79. Item-total score correlation values higher than 0.30 
indicated that the items were discriminative and valid.

Kaiser-Meyer-Olkin (KMO=0.825) and Bartlett’s statistic values (3200.136/sd=28/p<0.001) showed that the sample was 
suitable for EFA. Table 2 presents the factors’ eigenvalues and explained variance ratios obtained from EFA. In the OMMP-8 
scale, which had a three-factor structure with eigenvalues greater than 1, 93.18% of the total variance was explained.

Table 3 presents the factor loadings obtained from EFA. Factor 1 included two items (item 1.4), Factor 2 included 
three items (item 2, 5, 7), and Factor 3 included three items (item 3, 6, 8). Since the factor loadings of each item were 
higher than 0.30, it was concluded that the items measured the construct in their respective factors.

A confirmatory factor analysis (CFA) was conducted to determine whether the OMMP-8 scale’s Turkish version has 
a three-factor structure. Model fit was evaluated based on GFI values, factor loading values, and error variances in the 
context of CFA, and a measurement model was prepared (Table 4 and Figure 1). Fit index values, factor loading values 
(Max-Min), and error variance (Max-Min) values were calculated.
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The X2/sd value was less than 3, indicating that the model fit the data well. The CFI value was 1.00, NFI was 1.00, 
and GFI was 0.98. The values above 0.90 revealed that the model fit the data well. The RMSEA index was 0.000 for the 
model, which was less than 0.080, indicating that the model provided an excellent fit to the data. The factor loading 

Table 1 Item Analysis of the OMMP-8 Scale

Mean ± SD Corrected Item-Total  
Correlation

Item 1 1.93 ± 1.34 0.64

Item 2 1.77 ± 1.32 0.73

Item 3 1.64 ± 1.38 0.79
Item 4 1.91 ± 1.35 0.64

Item 5 1.68 ± 1.30 0.76

Item 6 1.60 ± 1.37 0.78
Item 7 1.69 ± 1.31 0.78

Item 8 1.62 ± 1.39 0.78

Abbreviation: SD, standard deviation.

Table 2 Exploratory Factor Analysis of the OMMP-8 Scale

Factor Initial Eigenvalues Extraction Sums of Squared Loadingsa Rotation Sums of Squared Loadingsb

Total % of Variance Cumulative % Total % of Variance Cumulative % Total % of Variance Cumulative %

1 5.185 64.817 64.817 5.118 63.980 63.980 2.824 35.300 35.300

2 1.316 16.452 81.269 1.252 15.648 79.629 2.723 34.032 69.332

3 1.160 14.496 95.766 1.084 13.552 93.180 1.908 23.849 93.180

4 0.112 1.395 97.161

5 0.074 0.930 98.091

Notes: aExtraction Method: Principal Axis Factoring. bRotation Method: Varimax with Kaiser Normalization.

Table 3 Item-Factor Loadings of the OMMP-8 Scale

Experience of 
Irreversibility

Emotional 
Flooding

Narcissistic 
Wounds

Item 1 0.905

Item 4 0.908
Item 2 0.877

Item 5 0.915

Item 7 0.893
Item 3 0.917

Item 6 0.913

Item 8 0.919

Table 4 Confirmatory Factor Analysis of the OMMP-8 Scale

Factor Loadings Error VariancesX2 X2/sd p CFI NFI GFI RMSEA

Max. Min. Max. Min.

OMMP-8 13.57 0.80 0.697 1.00 1.00 0.98 0.000 0.98 0.93 0.14 0.04

Suggested X2/sd≤3 ≥90 ≥90 ≥90 ≤0.080 ≥0.30 ≤0.90

Abbreviations: OMMP-8, Orbach and Mikulincer Mental Pain Scale-8; Max, maximum; Min, Minimum; CFI, comparative fit index; NFI, normed 
fit index; GFI, goodness of fit index; RMSEA, root mean square error of approximation.
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values of all items were higher than 0.30. The overall evaluation of the fit indices revealed that the three-factor model fit 
the data well (Table 4).

Table 5 presents the reliability analyses of the OMMP-8 scale. Cronbach’s alpha and McDonald’s omega values were 
0.96 for Factor 1, 0.97 for Factor 2, and 0.98 for Factor 3. Cronbach’s alpha and McDonald’s omega values were 0.92 for 
the whole scale. These results suggest that the OMMP-8 scale is reliable.

Table 6 presents the convergent and concurrent validity results of the OMMP-8 scale. There were statistically 
significant positive correlations (p<0.05 for each) between OMMP-8 scale scores and HDRS (r = 0.851), BSIS (r = 
0.836), BHS (r = 0.825) and MBPPAS (r = 0.881) scores. These findings suggested that the OMMP-8 scale provided 
convergent and concurrent validity. There was no statistically significant correlation between age and HDRS, BHS, and 
OMMP-8 scale scores and (p>0.05, for each).

The OMMP-8 scale was administered to 52 participants two weeks apart to evaluate the test-retest reliability, and the 
intraclass correlation between the two measurements was calculated. The test-retest reliability was 0.979 for Factor 1, 
0.985 for Factor 2, 0.986 for Factor 3 and 0.981 for the overall OMMP-8 scale (Table 7). These findings suggest that the 
test-retest results of the OMMP-8 scale are reliable.

Figure 1 Confirmatory factor analysis of the OMMP-8 scale.

Table 5 Reliability Analysis of the OMMP-8 Scale

Factors Number of Items Cronbach’s Alfa McDonald’s Omega

Factor 1 2 0.960 0.960

Factor 2 3 0.970 0.970
Factor 3 3 0.980 0.980

Total 8 0.920 0.920
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Whether the OMMP-8 scale correctly classified the participants diagnostically (depression vs control group) was 
examined by discriminant analysis. The mean OMMP-8 score was 20.02 ± 7.09 in the depression group and 6.13 ± 3.75 
in the control group. The chi-square value (χ ((1))^2=246, 842; p<0.001) for the Wilks Lambda was statistically 
significant. These findings indicated that the discriminant capacity of the function was significant, and groups could be 
separated through this function. The eigenvalue of the function was 1.450, and the canonical correlation was 0.769. 
These results revealed that the function was effective in separating the groups. 81.76% (n = 121) of the depression group 
and 98.46% (n = 128) of the control group were correctly classified. The overall correct classification rate of the 
discriminant function was 89.6%. Table 8 shows the results of discriminant analysis and classification percentages.

Whether the OMMP-8 scale correctly classified those with and without suicide attempts in the depression group was 
also examined by discriminant analysis. The mean OMMP-8 score of those with suicide attempts was 25.04 ± 5.05 and 
15.13 ± 5.10 for those without suicide attempts. The chi-square value (χ ((1))^2=98,352; p<0.001) for the Wilks Lambda 
of the function was statistically significant. The eigenvalue of the function was 0.97, and the canonical correlation value 
was 0.70. These findings indicated that the function was effective in separating the groups. Of those with suicide 
attempts, 82.19% (n = 60) and 82.67% (n = 62) of those without suicide attempts were correctly classified. The overall 
correct classification rate of the discriminant function was 82.4%. Table 9 shows the results of discriminant analysis and 
classification percentages.

Table 6 Convergent and Concurrent Validity of the OMMP-8 Scale

OMMP-8 scaleScales

r p

Hamilton Depression Rating Scale 0.851 <0.001
Beck Suicidal Ideation Scale 0.836 <0.001
Beck Hopelessness Scale 0.825 <0.001
Mee-Bunney Psychological Pain Assessment Scale 0.881 <0.001

Notes: The p values in bold are statistically significant (p<0.05). 
Abbreviation: OMMP-8, Orbach and Mikulincer Mental Pain Scale-8.

Table 7 Test-Retest Analyses and Confidence Intervals of the OMMP-8 
Scale

Factors Re-test p 95% Confidence Interval

Lower Bound Upper Bound

Factor 1 0.979 <0.001 0.964 0.988

Factor 2 0.985 <0.001 0.973 0.991
Factor 3 0.986 <0.001 0.975 0.992

Total 0.981 <0.001 0.967 0.989

Notes: The p values in bold are statistically significant (p<0.05).

Table 8 Discriminant Analysis of the OMMP-8 Scale for Differentiating 
Diagnostic Groups

Depression Control TotalGroup

n % n % n %

Depression 121 81.76 27 18.24 148 100.00
Control 2 1.54 128 98.46 130 100.00

Overall correct classification rate = 89.6%
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Discussion
The psychometric examinations of the OMMP scale in various languages and cultures did not confirm the consistency of 
the nine-factor structure,29,30 so Casanova et al tested the eight-item OMMP-8 scale, which had appropriate internal 
consistency values with the three-factor structure. Our study demonstrated that the Turkish version of the OMMP-8 scale 
fits the three-factor model well. The factors to which the items belong (Figure 1) in our study are the same as Casanova 
et al. Therefore, we named the factors in this study as Experience of Irreversibility (factor 1), Emotional Flooding 
(factor 2), and Narcissistic Wounds (factor 3) like Orbach et al and Casanova et al12,13 Casanova et al found Cronbach’s 
alpha coefficient as 0.835 for “Experience of Irreversibility” subdimension, 0.856 for “Emotional Flooding”, and 0.767 
for “Narcissistic Wounds” in the internal consistency analysis of the OMMP-8 scale. However, they reported that follow- 
up studies should support these data.12 We found that the Turkish version of OMMP-8 scale had a Cronbach’s alpha 
coefficient of 0.92 for the total score, 0.96 for the “Experience of Irreversibility” subdimension, 0.97 for the “Emotional 
Flooding”, and 0.98 for the “Narcissistic Wounds”. According to these results, the OMMP-8 scale Turkish version has 
excellent internal consistency and is reliable.31 The most important outcome of this study is that the OMMP-8 Turkish 
version is valid and reliable among patients with depressive disorder and healthy controls.

Psychological pain often accompanies psychiatric disorders. Orbach et al reported that psychological pain, depression, and 
anxiety are closely related; however, these concepts are not exactly the same and have different aspects.19 Mee et al stated that the 
relationship between depression and psychological pain is bidirectional and that the exacerbation of one exacerbates the other.32 

Psychological pain, which is not classified as a diagnostic criterion or disorder in DSM-5, can be a distinguishing feature of 
psychiatric disorders.3,33 For example, psychological pain was associated with the sub-dimensions of the disorders in individuals 
diagnosed with borderline personality disorder and obsessive-compulsive disorder17,34 and was distinctive from healthy 
controls.33 In our study, the fact that the total score of the OMMP-8 scale successfully distinguished between patients with 
depressive disorder and healthy controls revealed that the diagnostic discrimination of the scale was successful. Future studies 
evaluating the total and sub-dimension scores of the OMMP-8 scale among various psychiatric disorders and non-clinical samples 
may explain how the sub-dimensions of psychological pain differ according to psychiatric diagnosis. Previous studies demon
strated that patients with schizophrenia35 and bipolar disorder23 with suicide attempts have higher levels of psychological pain 
than those without suicide attempts. Casanova et al did not evaluate OMMP-8 scale scores in predicting suicide risk and pointed to 
future studies.12 In our study, the total score of the OMMP-8 scale successfully differentiated participants with and without suicide 
attempts in the depression group. The results suggest that the scale successfully predicts suicide risk, and its discrimination 
function is adequate.

Although psychological pain is frequently associated with mental disorders and suicidality, it can also occur in healthy 
individuals without psychiatric diagnoses. Previous studies have shown that psychological pain is closely associated with 
depression, anxiety, hopelessness, suicidal thoughts, and suicide attempts in clinical and nonclinical samples of adults and 
adolescents.14,36 Correlation analyses in our study revealed that OMMP-8 total score was correlated with HDRS, BSIS, BHS, and 
MBPPAS in both depression group and health controls. These results indicate that the convergent and concurrent validity of the 
scale is appropriate. To the best of our knowledge, this is the first study to determine the concurrent validity of OMMP-8 with 
another psychological pain scale (MBPPAS). Test-retest reliability assesses the consistency of test scores over time and is essential 
for monitoring changes in the related variable.37 Our test-retest scores revealed that the OMMP-8 scale is reliable for tracking 
changes in psychological pain.

Table 9 Discriminant Analysis of the OMMP-8 Scale for Differentiating Participants with 
and without Suicide Attempts in the Depression Group

Suicide  
Attempts (+)

Suicide  
Attempts (-)

Total
Suicide attempts

n % n % n %

Suicide attempts (+) 60 82.19 13 17.81 73 100.00

Suicide attempts (-) 13 17.33 62 82.67 75 100.00

Overall correct classification rate = 82.4%
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Casanova et al demonstrated that younger individuals experience higher levels of psychological pain than older 
individuals.12 Similarly, Tossani et al revealed that young people had more severe psychological pain in the validation 
study of the Italian version of the OMMP.38 We did not find a significant relationship between age and the severity of 
psychological pain, hopelessness and depressive symptoms, which may be explained by the hypothesis that there is an 
indirect relationship mediated by coping skills and personality traits rather than a direct relationship between psycho
logical distress and age.39 We did not evaluate coping skills; future studies may help to clarify this issue by investigating 
the relationship between age, psychological pain, and coping skills with various mediation models.

This study has some limitations and strengths. First, we evaluated whether the participants had lifetime suicide attempts, so we 
could not evaluate proximal and distal risk factors for suicide attempts. Future studies may help to better understand this issue by 
evaluating patients with more recent suicide attempts. We did not evaluate the number of suicide attempts in participants with 
suicide attempts, so we could not demonstrate a relationship between recurrent attempts and psychological pain. We recommend 
that future studies evaluate the number and severity of suicide attempts. Our study evaluated patients with depression admitted to 
a university hospital and healthy controls. Evaluating patients with different psychiatric diagnoses would be helpful to reach more 
generalizable results. Our sample consisted of adult participants; adaptation studies of the OMMP-8 scale in adolescent and 
geriatric populations will provide a better understanding of the relationship between age and psychological pain. The two-week 
period for test-retest reliability is relatively short; we recommend future studies to evaluate scale scores’ stability for a longer 
interval. Finally, we evaluated the psychometric properties of the OMMP-8 scale, which offers the chance to assess psychological 
pain quickly. Examining the psychometric properties and factor structure of the original 44-item OMMP scale in the Turkish 
population will reveal whether the scale differs in various cultures. The strengths of our study include the evaluation of the 
concurrent validity of the OMMP-8 with another mental scale, the MBPPAS, the demonstration of the discrimination function of 
the scale in two different ways according to the presence of psychiatric diagnosis and suicide attempts, and the adaptation of the 
scale in a different culture compared to the original version.

Conclusion
In conclusion, the fact that suicide rates have not decreased despite improvements in treatment options for mental 
disorders suggests that this issue should be further investigated. OMMP-8 is a scale that all healthcare professionals can 
complete in a short time. Our study showed that the Turkish version of the scale can be used in both depressed patients 
and healthy controls and is a valid and reliable scale. Further studies in different psychiatric diagnoses, cultures, and 
languages are needed to determine the risk of suicide, prevention, and treatment approaches.

Disclosure
The authors report no conflicts of interest in this work.

References
1. Millner AJ, Robinaugh DJ, Nock MK. Advancing the understanding of suicide: the need for formal theory and rigorous descriptive research. Trends 

Cognit Sci. 2020;24(9):704–716. doi:10.1016/j.tics.2020.06.007
2. Gvion Y, Horresh N, Levi-Belz Y, et al. Aggression–impulsivity, mental pain, and communication difficulties in medically serious and medically 

non-serious suicide attempters. Compr Psychiatry. 2014;55(1):40–50. doi:10.1016/j.comppsych.2013.09.003
3. American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders: DSM-5. Washington, DC, USA: American Psychiatric 

Association; 2013.
4. Durkheim E. Suicide: A Study in Sociology, Translate: Spaulding JA, Simpson G. Glencoe, Scotland: Free Press Work; 1951:261–290.
5. Freud S. Trauer und melancholie–Mourning and melancholia. In: Of the Complete Psychological Works of Sigmund Freud. London, England: The 

Hogarth Press; 1917:243–258.
6. Neuringer C. Rigid thinking in suicidal individuals. J Consult Psychol. 1964;28(1):54–58. doi:10.1037/h0045809
7. Beck AT. Hopelessness as a predictor of eventual suicide. Ann N Y Acad Sci. 1986;487(1):90–96. doi:10.1111/j.1749-6632.1986.tb27888.x
8. Baumeister RF. Suicide as escape from self. Psychol Rev. 1990;97(1):90–113. doi:10.1037/0033-295X.97.1.90
9. Linehan MM. Cognitive-Behavioral Treatment of Borderline Personality Disorder. New York, USA: Guilford Publications; 1993.

10. Williams JMG, Williams M. Psychodynamics, biology and genetics. In: Suicide and Attempted Suicide: Understanding the Cry of Pain. London, 
England: Penguin Books; 2002:115–126.

11. Shneidman ES. Commentary: suicide as psychache. J Nerv Ment Dis. 1993;181(3):145–147. doi:10.1097/00005053-199303000-00001
12. Casanova MP, Nelson MC, Pickering MA, et al. Measuring psychological pain: psychometric analysis of the Orbach and Mikulincer mental pain 

scale. Meas Instruments Soc Sci. 2021;3(1):1–17.

Neuropsychiatric Disease and Treatment 2024:20                                                                              https://doi.org/10.2147/NDT.S449012                                                                                                                                                                                                                       

DovePress                                                                                                                         
437

Dovepress                                                                                                                                                       Demirkol et al

Powered by TCPDF (www.tcpdf.org)

https://doi.org/10.1016/j.tics.2020.06.007
https://doi.org/10.1016/j.comppsych.2013.09.003
https://doi.org/10.1037/h0045809
https://doi.org/10.1111/j.1749-6632.1986.tb27888.x
https://doi.org/10.1037/0033-295X.97.1.90
https://doi.org/10.1097/00005053-199303000-00001
https://www.dovepress.com
https://www.dovepress.com


13. Orbach I, Mikulincer M, Sirota P, Gilboa-Schechtman E. Mental pain: a multidimensional operationalization and definition. Suicide Life- 
Threatening Behav. 2003;33(3):219–230.

14. Becker G, Orbach I, Mikulincer M, Iohan M, Gilboa-Schechtman E, Grossman-Giron A. Reexamining the mental pain–suicidality link in 
adolescence: the role of tolerance for mental pain. Suicide Life-Threatening Behav. 2019;49(4):1072–1084. doi:10.1111/sltb.12506

15. Cheng Y, Chen SY, Zhao WW, et al. Translation, cross-cultural adaptation, and psychometric investigation of Chinese version of the Orbach & 
Mikulincer Mental Pain Scale in patients with depressive disorder. Qual Life Res. 2023;32(3):905–914. doi:10.1007/s11136-022-03292-y

16. Mee S, Bunney BG, Bunney WE, Hetrick W, Potkin SG, Reist C. Assessment of psychological pain in major depressive episodes. J Psychiatr Res. 
2011;45(11):1504–1510. doi:10.1016/j.jpsychires.2011.06.011

17. Demirkol ME, Namlı Z, Öe D, Karaytuğ MO, Tamam L, Yılmaz H. Psychache and suicidal history in patients with obsessive-compulsive disorder. 
Neuropsychiatr Dis Treat. 2019;15:3531–3539. doi:10.2147/NDT.S237369

18. Levi-Belz Y, Gvion Y, Grisaru S, Apter A. When the pain becomes unbearable: case-control study of mental pain characteristics among medically 
serious suicide attempters. Arch Suicide Res. 2018;22(3):380–393. doi:10.1080/13811118.2017.1355288

19. Orbach I, Mikulincer M, Gilboa-Schechtman E, Sirota P. Mental pain and its relationship to suicidality and life meaning. Suicide Life-Threatening 
Behav. 2003;33(3):231–241. doi:10.1521/suli.33.3.231.23213

20. Demirkol ME, Namlı Z, Tamam L. Psychological pain. Psikiyatride Guncel Yaklasimlar. 2019;11(2):205–213. doi:10.18863/pgy.444006
21. Zimmerman M, Martinez JH, Young D, Chelminski I, Dalrymple K. Severity classification on the Hamilton Depression Rating Scale. J Affect 

Disord. 2013;150(2):384–388. doi:10.1016/j.jad.2013.04.028
22. Polit DF, Hungler BP. Self-reports. In: Nurs Res Princ Methods. 6th ed. Philadelphia, USA: Lippincott Williams Wilkins; 1999:331–362.
23. Kang H. Sample size determination and power analysis using the G* Power software. J Educ Eval Health Prof. 2021;18:17. doi:10.3352/ 

jeehp.2021.18.17
24. Demirkol ME, Güleç H, Tamam L, et al. Reliability and validity of mee-bunney psychological pain assessment scale Turkish version. Curr Psychol. 

2020;39:1181–1188. doi:10.1007/s12144-019-00400-z
25. Akdemir A, Örsel S, Türkçapar H, Işcan N, Özbay H. Hamilton Depresyon Derecelendirme Ölçeği (HDDÖ)’nin geçerliği, güvenirliği ve klinikte 

kullanımı. Psikiyatri Psikoloji Psikofarmakoloji Dergisi. 1996;4(4):251–259.
26. Beck AT, Kovacs M, Weissman A. Assessment of suicidal intention: the Scale for Suicide Ideation. J Consult Clin Psychol. 1979;47(2):343–352. 

doi:10.1037/0022-006X.47.2.343
27. Ozcelik HS, Ozdel K, Bulut SD, Orsel S. The reliability and validity of the Turkish version of the Beck Scale for Suicide Ideation (Turkish BSSI). 

Klin Psikofarmakol Bülteni. 2015;25(2):141–150. doi:10.5455/bcp.20141214105009
28. Beck AT, Weissman A, Lester D, Trexler L. The measurement of pessimism: the hopelessness scale. J Consult Clin Psychol. 1974;42(6):861–865. 

doi:10.1037/h0037562
29. Seber G, Dilbaz N, Kaptanoğlu C, Tekin D. Umutsuzluk ölçeği: geçerlilik ve güvenirliği. Kriz Derg. 1993;1(3):139–142.
30. Guimarães R, Fleming M, Cardoso MF. Validation of the Orbach & Mikulincer Mental Pain Scale (OMMP) on a drug addicted population. Soc 

Psychiatry Psychiatr Epidemiol. 2014;49(3):405–415. doi:10.1007/s00127-013-0751-6
31. Cicchetti DV. Guidelines, criteria, and rules of thumb for evaluating normed and standardized assessment instruments in psychology. Psychol 

Assess. 1994;6(4):284–290. doi:10.1037/1040-3590.6.4.284
32. Mee S, Bunney BG, Reist C, Potkin SG, Bunney WE. Psychological pain: a review of evidence. J Psychiatr Res. 2006;40(8):680–690. doi:10.1016/ 

j.jpsychires.2006.03.003
33. Tossani E. The concept of mental pain. Psychother Psychosom. 2013;82(2):67–73. doi:10.1159/000343003
34. Zanarini MC, Frankenburg FR, DeLuca CJ, Hennen J, Khera GJ, Gunderson JG. The pain of being borderline: dysphoric states specific to 

borderline personality disorder. Harv Rev Psychiatry. 1998;6:201–207. doi:10.3109/10673229809000330
35. Demirkol ME, Tamam L, Namlı Z, Karaytuğ MO, Uğur K. Association of psychache and alexithymia with suicide in patients with schizophrenia. 

J Nerv Ment Dis. 2019;207(8):668–674. doi:10.1097/NMD.0000000000001023
36. Levinger S, Somer E, Holden RR. The importance of mental pain and physical dissociation in youth suicidality. J Trauma Dissociation. 2015;16 

(3):322–339. doi:10.1080/15299732.2014.989644
37. Karlsen RH, Karr JE, Saksvik SB, et al. Examining 3-month test-retest reliability and reliable change using the Cambridge Neuropsychological Test 

Automated Battery. Appl Neuropsychol Adult. 2022;29(2):146–154. doi:10.1080/23279095.2020.1722126
38. Tossani E, Ricci GMG, Mikulincer M, et al. Psychometric evaluation of the Italian version of Orbach & Mikulincer Mental Pain Scale in a non- 

clinical sample. Curr Psychol. 2021;40:1903–1910. doi:10.1007/s12144-019-0128-4
39. Gooding PA, Hurst A, Johnson J, Tarrier N. Psychological resilience in young and older adults. Int J Geriatr Psychiatry. 2012;27(3):262–270. 

doi:10.1002/gps.2712

Neuropsychiatric Disease and Treatment                                                                                          Dovepress 

Publish your work in this journal 
Neuropsychiatric Disease and Treatment is an international, peer-reviewed journal of clinical therapeutics and pharmacology focusing on 
concise rapid reporting of clinical or pre-clinical studies on a range of neuropsychiatric and neurological disorders. This journal is indexed on 
PubMed Central, the ‘PsycINFO’ database and CAS, and is the official journal of The International Neuropsychiatric Association (INA). The 
manuscript management system is completely online and includes a very quick and fair peer-review system, which is all easy to use. Visit 
http://www.dovepress.com/testimonials.php to read real quotes from published authors.  

Submit your manuscript here: https://www.dovepress.com/neuropsychiatric-disease-and-treatment-journal

DovePress                                                                                                  Neuropsychiatric Disease and Treatment 2024:20 438

Demirkol et al                                                                                                                                                       Dovepress

Powered by TCPDF (www.tcpdf.org)

https://doi.org/10.1111/sltb.12506
https://doi.org/10.1007/s11136-022-03292-y
https://doi.org/10.1016/j.jpsychires.2011.06.011
https://doi.org/10.2147/NDT.S237369
https://doi.org/10.1080/13811118.2017.1355288
https://doi.org/10.1521/suli.33.3.231.23213
https://doi.org/10.18863/pgy.444006
https://doi.org/10.1016/j.jad.2013.04.028
https://doi.org/10.3352/jeehp.2021.18.17
https://doi.org/10.3352/jeehp.2021.18.17
https://doi.org/10.1007/s12144-019-00400-z
https://doi.org/10.1037/0022-006X.47.2.343
https://doi.org/10.5455/bcp.20141214105009
https://doi.org/10.1037/h0037562
https://doi.org/10.1007/s00127-013-0751-6
https://doi.org/10.1037/1040-3590.6.4.284
https://doi.org/10.1016/j.jpsychires.2006.03.003
https://doi.org/10.1016/j.jpsychires.2006.03.003
https://doi.org/10.1159/000343003
https://doi.org/10.3109/10673229809000330
https://doi.org/10.1097/NMD.0000000000001023
https://doi.org/10.1080/15299732.2014.989644
https://doi.org/10.1080/23279095.2020.1722126
https://doi.org/10.1007/s12144-019-0128-4
https://doi.org/10.1002/gps.2712
https://www.dovepress.com
http://www.dovepress.com/testimonials.php
https://www.facebook.com/DoveMedicalPress/
https://twitter.com/dovepress
https://www.linkedin.com/company/dove-medical-press
https://www.youtube.com/user/dovepress
https://www.dovepress.com
https://www.dovepress.com

	Introduction
	Materials and Methods
	Permission and Translation
	Sample and Procedure
	Sample Size
	Measures
	Sociodemographic and Clinical Data Form
	Orbach and Mikulincer Mental Pain Scale-8 (OMMP-8 Scale)
	Mee-Bunney Psychological Pain Assessment Scale (MBPPAS)
	Hamilton Depression Rating Scale (HDRS)
	Beck Scale for Suicidal Ideation (BSIS)
	Beck Hopelessness Scale (BHS)

	Statistical Analysis

	Results
	Discussion
	Conclusion
	Disclosure

