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[bookmark: _Toc460500631]Abstract
Introduction:
Mental pain—a pain not primarily felt in the body—is a predictor of suicide and is often described as one of the most distressing aspects of depression. However, the absence of a clear definition hampers both research and clinical practice. This metasynthesis aims to characterize the lived experience of mental pain to inform the future development of a definition.
Methods:
We conducted a systematic search in MEDLINE, EMBASE, PsycINFO, CINAHL, and Web of Science to identify qualitative studies reporting first-person accounts of mental pain. Thematic synthesis was used to generate descriptive and analytical themes, drawing on semantic, clinical, and phenomenological insights. The quality of the primary studies was assessed using the Critical Appraisal Skills Programme (CASP), and the Confidence in the Evidence from Reviews of Qualitative Research (GRADE-CERQual) approach was applied to evaluate the findings.
Results:
The metasynthesis included 49 qualitative studies with 1,467 participants and led to the development of 22 themes and 85 subthemes. Mental pain was defined by five phenomenal features: unpleasant, immediate, identity-disrupting, invisible, and often perceived as worse than physical pain. It is also accompanied by unspecific psychological and physical manifestations. The emergence of mental pain can be conceptualized as a signal of a threatened sense of self in response to bodily, psychological, existential, or social adversity. Confidence in the findings was moderate due to methodological and reporting limitations.
Conclusion:
A clearer understanding of mental pain may enhance clinical practice by helping clinicians better identify, understand, and respond to this form of suffering.
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Introduction
[bookmark: _Toc460500634]People with lived experiences of mental disorders reportedly endure a type of pain distinct from physical pain, a “pain felt in the mind”, which has been shown to be a predictor of suicide [1-3]. In the general population, mental pain is also reported, though mainly as a reaction to grief or social rejection [4]. This experience is still referred to as pain because, according to those with lived experiences, it resembles physical pain despite not being primarily felt in the body [1]. This characteristic is reflected in various terms, such as "mental pain”, "psychological pain”, "emotional pain”, or “social pain” [1,4]. For brevity and clarity, we will subsume all these terminological variations under the term “mental pain”. 
In psychiatry, the notion of mental pain has been used since the 19th century in Europe, where it was first identified as a symptom of general mental disorders (e.g., Guislain), and then of melancholia (Séglas, Griesinger, Maudsley), helping with the distinction from everyday human experiences [5]. 
Within the biomedical and clinical literature, the notion of mental pain is further distinguished from “psychogenic pain”, a physical pain primarily felt in the body but caused by psychological events, and the emotional components of physical pain [1-3,5,6]. Shneidman’s seminal work coined the term “psychache”, defined as 'the hurt, anguish, soreness, aching, psychological pain in the psyche, the mind’ [7]. In 1993, his analysis of suicide letters led him to theorize suicide as a way of escaping an unbearable mental pain resulting from the denial of core human needs [7]. Clinical studies have primarily examined mental pain in relation to suicide, finding it to be both a risk factor and a predictor of suicidal ideation and attempts, independent of underlying psychiatric diagnoses [2,3]. In 2011, Meerwijk attempted to synthesize various formulations of mental pain as ‘a lasting, unsustainable and unpleasant feeling resulting from negative appraisal of an inability or deficiency of the self’ [8]. However, to date, there is no consensus on a definition or standardized measurement instrument for use in clinical practice and research. Currently, ten different measurement instruments with heterogeneous content are in use, and this lack of standardization likely hinders the development of research on mental pain by preventing the consolidation of combinable and cumulative findings [6,9,10]. Similar issues are observed in neuroscientific research, where most studies focus on identifying shared biological features with physical pain. They rely on measurement instruments and experimental paradigms to induce mental pain with unknown external validity [4,11]. 
Given that mental pain was a significant outcome in patient experiences and a risk factor for suicide, pioneer studies investigated the potential effect of both pharmacological and non-pharmacological treatments [3,12-14]. However, the systematic evaluation and treatment of mental pain is not considered in clinical practice [15]. As a first step for greater consideration in clinical settings, delineation of the concept is needed, on which further research and clinical management can be elaborated. Given that mental pain is a complex phenomenon subjectively experienced by individuals in specific contexts, we assume that its definition should be grounded in first-person accounts of people with lived experiences. Qualitative research has already collected first-person accounts of the experience of mental pain. However, to our knowledge, there is no systematic review synthesizing these accounts. Existing systematic reviews and meta-analyses only include quantitative research, while only narrative reviews deal with qualitative research [1-3,10,16]. 
	We conducted a systematic review and metasynthesis of qualitative research involving participants reporting mental pain, aiming to characterize the lived experience of mental pain and conceptualize its emergence.
Methods
The systematic review is compliant with the PRISMA guidelines (visible in Supplementary Material 1). The metasynthesis relied on thematic synthesis, which combines and adapts approaches from meta-ethnography and grounded theory, allowing for the inductive development of third-order interpretations [17,18]. This method has been previously adapted for studying psychological phenomena by incorporating a phenomenological approach [19]. We conducted a pilot study to develop the framework of this study based on a first extraction on MEDLINE, EMBASE, and PsycINFO in March 2023. The protocol was pre-registered in Zenodo in June 2023 (https://zenodo.org/records/8026715). We used the Critical Appraisal Skills Program (CASP) to evaluate the quality of the studies and the Confidence in the Evidence from Reviews of Qualitative research (GRADE-CERQual) recommendations to evaluate the confidence in the results of the metasynthesis [20,21]. The study’s reporting is compliant with the ENTREQ guidelines [22]. 
Eligibility 
We included qualitative studies which collected first-person accounts about the lived experience of mental pain which we defined as pain not primarily felt in the body. There is a terminological ambiguity in the literature surrounding the terms “psychological pain”, “social pain”, and “physical pain”, which refer to the felt localization of the pain (i.e., where the pain is experienced) and/or to its etiopathogenic cause (i.e., what caused the pain). For example, “psychological pain” is sometimes used to refer to a pain felt in the mind (but that can be caused by a severe disease) or sometimes to refer to a pain caused by a psychological event (with potential physical manifestation), or both (caused by a psychological event and felt in the mind) [11]. Consistent with our previous work, we endorse the semantic use of the adjectives “physical” or “mental” exclusively to refer to the felt localization of the pain and not to its etiopathogenic cause. These semantical uses assume that while the emotional component of physical pain can include some mental pain, they are not to be confounded. Similarly, mental pain can involve physical pain, yet it is not the only bodily manifestation associated. Consistently with pioneer models of mental pain, as by Saunders or Shneidman, the two constructs are distinct, but their experiences in real life are associated [7,23].
By qualitative studies, we mean those which use qualitative methods to collect data (e.g., ethnography, focus group discussions, individual interviews, or open‐ended survey questions) and analyze data (e.g., thematic analysis, framework analysis, phenomenology, or grounded theory). Supplementary material 2 presents the list of eligibility criteria. 
Search Strategy and screening procedure
To ensure comprehensiveness and minimize the risk of omitting relevant studies, we employed a broad search strategy that included words which could potentially be used as synonyms for mental pain in the literature. This approach was guided by a previous systematic review conducted by our team, which utilized the bibliometric and lexical application PubVenn (https://pubvenn.appspot.com) to identify overlapping terms in the titles, abstracts, and keywords of articles indexed in MEDLINE and Web of Science [11, 24-26]. The final list developed with PubVenn comprised: "mental pain", "psychic pain", "psychache*", "psychological pain", "spiritual pain", "social pain", "emotional pain", "soul pain", "psychalg*", "painful feeling", "hurt feeling*", "mental suffer*", "emotional suffer*", "psychological suffer*", and "social distress". Additionally, in our previous review, we found that 58% (50/86) of the publications used more than one term, with an average of 2.6 synonyms per study — for instance, using social distress interchangeably with mental pain (Supplementary Material 8 of Duranté et al.) [11]. These expressions were then combined with a block developed by the Amsterdam University Library for conducting research qualitative studies (https://blocks.bmi-online.nl/catalog/293). This search strategy was reviewed and validated by Mr. Colin Sidre, an academic librarian at Université Paris Cité. Supplementary Material 3 presents the search equations for MEDLINE (via Pubmed), EMBASE, PsycINFO, CINAHL (via EBSCO), and Web of Science.
Two researchers (SK and AC) independently screened the title and abstract of each publication, using the COVIDENCE software, and clarified inclusion doubts with the full text, if needed. Studies using terms not involving the word “pain” (e.g. using “distress” or “suffering” compounds) were excluded if the terms used were proxies for general impediments to well-being or psychiatric diagnosis, rather than to clearly refer to a pain felt in the mind rather than in the body. If disagreements arose, a third party (BB) was consulted. The reason for exclusion was specified for each rejected study. 
Data and extraction procedure
As recommended by the Joanna Briggs Institute, three of the researchers (AC, BB, SK) with experience in conducting qualitative studies and evidence synthesis on mental pain developed a standardized data extraction form (Supplementary Material 4) [6,11,15,27,28]. The form was pilot-tested on three studies which were selected for the diverse populations and methods. The final form comprised two types of data. The first type of data describes the studies. It included the metadata (date of publication, journal, author), the aim of the study, the qualitative methods used to collect and analyze the data, the population (e.g., inclusion and exclusion criteria, country, number of participants, sex ratio,  the health status - physical illness, mental disorders), the sampling method (e.g., purposive sample), how the topic of mental pain was brought to the attention of participants, the terms used to refer to mental pain, the type of study (confirmatory or exploratory), the use of a standard tool to assess mental pain and physical pain and any a priori or conclusive definitions or theories of mental pain reported by the researchers. The second type of data was the findings relevant to our primary aim to describe the lived experience of mental pain, i.e. the subthemes and themes reported by the author alongside their illustrative verbatim.
One researcher (either SK, AC, or BB) extracted data. All extractions were double-checked by another researcher (either SK, AC or BB). When discrepancies arose between the two reviewers, each reviewer first explained their reasoning and interpretation of the item in question. Then, together, the two reviewers re-examined the relevant material to clarify any misunderstandings or differences in judgment. In most cases, consensus was reached at this step. For more complex disagreements, we referred to the protocol to ensure consistency. If the discrepancy persisted, a third independent reviewer was brought in to provide an additional perspective and to help reach a final decision. 
Quality appraisal
We used the CASP checklist to evaluate the quality of the studies included in the metasynthesis (Supplementary Material 5) [20]. Compliant with guidelines, all studies were included in the primary analysis of the metasynthesis, regardless of their quality [19]. Nevertheless, we also conducted an analysis without the studies with less than 50% of “Yes” answers, reported in the CASP assessment. 
Thematic analysis
We conducted a thematic synthesis of the findings extracted from all studies related to the lived experience of mental pain [17,18]. Researchers carefully read the full text of each study to re-contextualize the extracted findings related to the lived experience of mental pain. Then, independently, two researchers (SK and AR) inductively coded all the findings line by line, attributing a code (i.e., a label and a number) to each unit of meaning, using semantic and contextual considerations. At this step, they strove to keep the generated code as close to the source material as possible. The participants’ verbatims were not coded but helped interpret the extracted findings [29]. Each code was then double-checked by the other researcher and a third (AC) was solicited in case of disagreement. Then, four researchers (SK, AC, AR, and BB) looked for similarities and differences between the codes to group them into a hierarchical tree structure [18]. During this step, descriptive subthemes were created inductively to capture the meaning of groups of initial codes [18]. These descriptive subthemes were then categorized into analytical themes, which were inductively developed using semantic, clinical, and phenomenological interpretations [18]. Since the analysis involved some interpretation, the researchers regularly reflected on their individual and collective positionality. Supplementary Material 6 presents this procedure and resulting reflexivity statements. The diversity of the researchers’ academic and professional backgrounds (psychiatrists, sociologists, public health researchers) served a heuristic function in this process.
Finally, the organization of themes and subthemes was discussed during in-person meetings, including all researchers, until consensus was reached. Themes and subthemes are displayed with descriptions kept as close as possible to the formulation and labels used in the source studies. This iterative process resulted in a unified description of the lived experience of mental pain and a conceptualization of its emergence. 
Finally, we examined whether certain overarching themes, themes, or subthemes were context-specific or shared across settings, comparing Western versus non-Western studies. Given that prevailing models of mental pain in the literature (e.g. Shneidman, Saunders, Meerwijk) were developed in the United States and the United Kingdom, this analysis aimed to contrast these frameworks with perspectives emerging from other cultural contexts.
Results
Description of the sample of studies
The databases were extracted on April 17th, 2025. We retrieved 5390 unique records, which led to the final inclusion of 49 articles published between 1998 and 2025 (Supplementary Material 7). Two studies with different objectives were conducted in the same sample of participants [30,31]. 
The characteristics of the studies are described across Table 1 and Supplementary Material 8. Regarding their objectives, 16% (8/49) specifically investigated mental pain in relation to physical pain and 6% (3/49) in the context of suicide attempts. Regarding study design, 73% (36/49) used an exploratory approach and 14% (7/49) used a confirmatory approach. For the remaining 12% (6/49), it was unclear whether a confirmatory or an exploratory approach was used. Regarding the data collection procedure, 86% (42/49) of the studies relied on individual interviews. Thematic analysis (18/49, 37%) and phenomenological frameworks (16/49, 33%) were the predominant data analysis choices. Finally, 28% (13/49) of the studies reported a conclusive definition or model of mental pain derived from their findings. 
Regarding the population included, a total of 1467 participants were involved in the studies, half of which were recruited in Northern Europe and North America (28/49, 57%). Overall, the sex ratio of females per male was 1.6, with 12% of the studies (6/49) not reporting sex. Regarding health status, 45% (22/49) of the studies recruited people with physical diseases (e.g., cancers, terminal renal failure, leprosy) and 14% (7/49) of the studies recruited people with mental disorders (e.g., autism, borderline disorder). Only three studies (6%) specifically explored mental pain in the context of suicidal behaviors [32-34]. Overall, of 1467 individuals, 47% (687/1467) reported a physical illness, 7% (98/1467) a mental disorder, and 46% (682/1467) reported no diseases. 
Terms and conceptualizations of mental pain used across studies
Among the 49 included studies, 29 (59%) reported an a priori conceptualization of mental pain (definition and/or theoretical background), while 25 (51%) proposed a post-analysis definition and/or theory. Seven studies (14%) lacked any clear conceptualization. Regarding a priori theories of mental pain, Saunders’s model of total pain (4/49, 8%) and Cassel’s definition of suffering (3/49, 6%) were the most cited [23,35]. No study used a standardized measurement instrument to assess mental pain in participants, but 4% of the studies (2/49) used a Visual Analogue Scale to measure physical pain. 
Regarding the terms to mean mental pain, only 16% (8/49) used a unique term, with an average of 3.8 different terms per study (4.2 for non-Western studies vs 3.6 for Western studies). The most used terms were “distress” (27/49, 55%), “suffering” (25/49, 51%), and “emotional pain” (18/49, 37%) (Supplementary Material 9). Western studies mostly used the terms “suffering” (56%, 18/32), followed by “distress”, and “emotional pain” (47%, 15/32), while 71% of non-Western studies used “distress” (12/17), “suffering” and “psychological suffering” (both 41%, 7/17). Certain expressions appeared exclusively in non-Western studies, for example “Dukkha”, which in Buddhist culture refers to the pain of attachment to the material world (Supplementary Material 9).
Thematic synthesis, quality assessment and confidence in the results
The thematic synthesis resulted in 85 subthemes categorized into 22 themes and 3 overarching themes. Supplementary material 10 displays all themes and subthemes with their label, a description, and illustrating verbatims extracted from the studies.  Overall, 16% of the 85 subthemes are supported by only one study (Supplementary Material 10). Among the 25 themes and overarching themes, only one (heartfelt) is supported by less than 5 studies (Supplementary Material 10). The first overarching theme, “the lived experience of mental pain”, encompasses 8 themes and 19 subthemes displaying its phenomenal aspects and manifestations (Figure 1). The next two overarching themes (“situations of adversity” and “threatened sense of self”) encompass 14 themes and 66 subthemes and articulate a theoretical model for the emergence of mental pain (Figure 2). 
Description of the lived experience of mental pain 
The description of mental pain encompasses five phenomenal aspects—attributes that appear essential to defining an experience as mental pain—alongside psychological and bodily manifestations, which are ways of expressing mental pain but are not necessarily present (shown in Fig. 1., and Supplementary Material 9, table 1). 
First, mental pain is a disliked and aversive experience – “unpleasantness”– with various duration and intensity. Even when people report pleasure in experiences involving pain, such as for some athletes involved in the studies, this pleasure derives not from the pain itself but rather from their capacity to withstand and overcome the pain, leading to a feeling of achievement [36]. Second, the experience of mental pain is primarily pre-reflexive (reported as “heartfelt”). It pre-exists any reflection or linguistic formulation, thus felt as raw, immediate, and authentic. Thirdly, mental pain is experienced as disrupting the sense of self. While studies often use the word “self” without providing any clear definition, we prefer the term “sense of self” to highlight the subjective experience of being oneself and limit reification. The disruption is due to mental pain being experienced as a sudden event that interrupts the flow of life (“shock”) and that involves the modification of one’s “self-awareness”. Thereby, someone becomes both the subject and the object of the pain: both having pain and being the pain. In extreme cases, mental pain is an experience of “liminality”, that is, of reaching one’s limits. Liminality remains a transitional state that can drive to either destruction (“consuming”) or a renewed sense of self. Although mental pain is considered a normal part of the human condition, in its most severe forms, it is described as unbearable, resembling a physical illness ("pathological"), and potentially fostering suicidal behaviors as a means of escaping it ("suicide"). Fourthly, mental pain is a mental state that does not primarily engage sensory aspects and has therefore been described as “invisible”, with vision as a synecdoche for all senses. The fact that mental pain is a pre-reflexive mental state might explain reported difficulties in putting such pain at a distance and communicating about it. Relatedly, mental pain highlights the limitations of one’s expressive capacities. The absence of specific non-verbal and linguistic cues was identified as a key challenge in communicating this pain. In contrast, physical pain was seen as less "invisible" to those experiencing it and to others, as it allows for easier inference and sharing of the experience. Thus, studies reported hesitance or unwillingness to disclose experiences of mental pain, often due to fear of stigma or negative judgment. The comparability of mental pain to physical pain constitutes the fifth phenomenal aspect, with the key difference being the absence of primary sensory experience in mental pain. Participants also tended to report mental pain as worse than physical pain.
Alongside these five phenomenal aspects, psychological (4 subthemes) and bodily manifestations (9 subthemes) were also reported. For instance, mental pain was reported to change how one “values past time without pain”. Some participants felt they had not made the most of their pain-free time and reinterpreted it in this light as being wasted. Regarding bodily manifestations, they were either general (e.g., dizziness, inability to relax) or localized specifically in the chest (e.g., trembling heart, chest pain, chest pressure).
Following the description of the core phenomenal features of how mental pain is experienced, the extracted material from the studies also allowed us to propose a model of its emergence. The description of mental pain as aversive and identity-disrupting suggests an experience deeply tied to threats to the sense of self. In the next section, we present a theoretical model that maps the situations of adversity reported in the studies and shows how they disrupt the various dimensions of the sense of self, giving rise to the very features that characterize the lived experience of mental pain. In this model, mental pain is conceptualized as a signal of such perceived threats to the sense of self.
Theoretical model for the emergence of mental pain 
Participants emphasized how various situations of adversity ultimately harm their sense of self, resulting in the onset of mental pain. Therefore, we conceptualized the emergence of mental pain as a signal indicating a threatened sense of self (4 themes and 22 subthemes) in situations of adversity (10 themes and 43 subthemes). For clarity, we thematically classified these situations into four categories (bodily, psychological, existential, and social adversity). According to the description of mental pain proposed above, mental pain can, in turn, spiral into further disruption of the sense of self that was already threatened (arrows in Fig. 2.).
Bodily adversity refers to situations perceived as caused by bodily issues that prevent the performance of the desired daily life (4 subthemes). One commonly reported bodily adversity was the loss of body functions, for instance in the course of severe diseases, either due to the disease itself or its treatments (e.g., terminal renal failure, cancer surgery). Such a situation, where the lived body appears obtrusive or incongruent, threatens the sense of self tied to the physical body (7 subthemes). In fact, this bodily sense of self is shaped by sensations felt in the body, the perceived body control, the body capacities and body image, awareness of the body, and so forth, which are modified in case of loss of body function. For instance, the subtheme “increased bodily awareness” refers to a type of experience where the body is perceived as unpleasantly prominent in a way that prevents people from engaging with the world and with others. In this situation, the lived body disrupts the sense of self, thereby contributing to the generation of mental pain. 
Psychological adversity refers to inner states that are felt as difficult to endure. This encompasses negative emotions (10 subthemes of which for instance, anxiety, anger, sadness, shame, or grief), cognitive processes (8 subthemes of which lack of motivation, overthinking, or denial), and mental disorders (6 subthemes of which depression, burnout, or eating problems). Such adverse situations threaten the sense of self tied to inner life (3 subthemes), which is shaped by thoughts, cognition, and emotions. For instance, the subtheme of self-disappointment highlights how difficult alignment with one’s desired identity can threaten one’s psychological sense of self. Participants with chronic illnesses or mental disorders shared frequent exposure to self-blame, self-disgust, and self-hatred, precisely because of the illness and its impact (perceived situations of failure), which provokes internal conflicts, thereby contributing to the emergence of mental pain.
Existential adversity (2 subthemes) challenges fundamental notions about life’s purpose and meaning, such as situations where one questions their own religious faith. Adverse situations can threaten the existential sense of self (4 subthemes), i.e., one’s awareness of their own existence in connection to broader, transpersonal aspects as shaped by philosophical, spiritual, or religious beliefs and attitudes. For instance, the subtheme “loss of meaning refers” to individuals who shared that they struggle to find purpose or make sense of their existence, for instance in the context of severe disease, thereby enduring mental pain. 
Social adversity refers to situations involving interactions and relations with individuals, groups, or institutions that challenge the social sense of self. It encompasses violence (3 subthemes), lack of recognition (6 subthemes), and was particularly detailed for specific situations (4 subthemes). These adverse situations threaten the social sense of the self (8 subthemes), which is shaped by roles, identities, and expectations imposed or adopted in social contexts. For example, the subtheme “loss of role” describes how the disease impacts one’s role, for instance in their family or professional settings. To illustrate, participants reported mental pain associated with the perceived loss of parental role in end-stage renal failure. This loss of role, which is crucial to one’s social identity, threatens the sense of self, thus producing mental pain.
It is very likely that these types of adversity combine, and that such a combination underpins the development of mental pain in individuals by simultaneously threatening different aspects (bodily, psychological, existential, and social) of their sense of self.
Finally, all overarching themes and themes were supported by studies conducted in both Western and non-Western settings. At the subtheme level, 49 out of 85 subthemes (58%) were supported by studies conducted in both settings, while 29 subthemes (34%) were supported exclusively by studies conducted in Western settings and 7 subthemes (8%) by studies conducted in non-Western settings (Supplementary Material 10). For instance, “attachment to the material world” (dukkha) was categorized as an existential adversity and a source of mental pain identified by a study involving people with cancer in palliative care in Thailand [37]. 
Quality of the studies and confidence in the results
The quality rating of each study according to the CASP is displayed in Supplementary Material 11. It retrieved three main areas of concern: 18% (9/49) of the studies adequately considered the relationship between the researcher(s) and the participants, 60% of the studies (29/49) had a sufficiently rigorous data analysis, and 63% (31/49) had a clear statement of findings supported by sufficient evidence (Supplementary Material 11). We conducted a secondary analysis by excluding the studies of the lowest quality (defined as less than 50% of “Yes” answers on the CASP) and examining the impact on our results (Supplementary Material 12). The exclusion of those studies led to the suppression of 16 codes but modified neither the organization of the themes and subthemes, nor their conceptualization.
Regarding confidence in the findings, 72% (18 themes and overarching themes over 25) were rated as moderate by the GRADE-CERQual due to methodological limitations and poor reporting of the source studies (Supplementary Material 13). Five (20%) were rated as high confidence (“unpleasantness”, “negative emotions”, “cognitive process”, for the phenomenal characteristics, and “violence”, “specific situations” and “lack of recognition” for the model of emergence). Finally, “existential adversity” was rated as low because the development of this theme required more interpretation of the extracted data by the research team. 
Discussion
This metasynthesis of the findings of the 49 qualitative studies of 1467 participants led to the phenomenal description of the lived experience of mental pain. Mental pain appears as a pre-reflexive mental state of unpleasantness that disrupts one’s sense of self. In extreme cases, mental pain becomes unbearable and might lead to suicidal behaviors to escape it. Mental pain was compared to physical pain but often considered worse. This is likely due to its pre-reflexive aspect and the difficulty of objectifying it through the senses (as it is not primarily felt in the body), making it challenging to distance oneself from it and communicate one’s experience. We also developed a theoretical model for the emergence of mental pain. This model conceptualizes mental pain as a signal when one’s sense of self – bodily, psychological, existential, and social – is threatened in different situations of adversity. The thematic architecture (themes and overarching themes) was the same for studies conducted in Western and non-Western settings. However, since subthemes varied, the phenomenal descriptors and the model now require testing in diverse settings for cross-cultural validation. 
To our knowledge, this is the first systematic review of qualitative studies and the first metasynthesis on the lived experience of mental pain. A first strength of this study is the ability to synthesize first-person experiences from studies conducted across various contexts and all continents. This diversity led to the development of themes characterizing the experience of mental pain that are supported by diverse populations. For example, social adversity, as a trigger of mental pain in our model of emergence, is supported by all studies (see cell 11 of Supplementary Material 12), even those not focusing on social situations such as chronic kidney disease. Similarly, while 45% of the studies focused on populations with physical health conditions, the four subthemes and themes specifically related to bodily phenomena (“bodily manifestations”, “as physical pain”, “bodily adversity”, and “bodily threatened sense of self”) are equally supported by studies both with and without focus on physical illness (Supplementary Material 12). However, the present findings might be modified by future updates of the metasynthesis that will include studies conducted in other types of populations, contexts, etc.
 A second strength is the development of analytical themes that extend beyond the original analyses to advance novel conceptualization [17-19]. A third strength is the assessment of the quality of each study included in the systematic review with the CASP alongside the rating of confidence in our results with the GRADE-CERQual. A final strength is the reflexive analytical process our team has developed, an aspect rarely acknowledged in publications using similar methods, as shown by our results. Since our analysis required some interpretation, we privileged transparency and improved the rigor of the result, not by concealing our subjectivity but by reflecting on it and providing reflexivity statements at the individual (each researcher) and group level (multidisciplinary team). 
This study also has some limitations. A primary limitation is that we included studies that did not strictly align with our focus on the phenomenal aspects of mental pain, and for instance placed greater emphasis on coping strategies for mental pain. We contend that this limitation in the richness of the description was partially compensated by the number of studies included in the systematic review and the diversity of contexts taken into consideration. A second limitation is due to the heterogeneity and inconsistencies surrounding the conceptualization and terminology surrounding mental pain. Our search strategy was grounded in both bibliometric and lexical evidence of the synonymic use of various expressions for mental pain in the field, leading us to include “social distress”, “mental suffering”, “emotional suffering”, and “psychological suffering” in the search equation. The tendency to use multiple terms interchangeably was confirmed in this study, which identified an average of 3.8 terms per study. This echoes a previous review that reported an average of 2.6 synonyms for mental pain per study [11]. Although some theoretical literature has sought to distinguish suffering from pain, such conceptual separation is not maintained in the mental pain literature. In their seminal work “Toward a Unifying Definition of Psychological Pain”, Meerwijk and Weiss concluded that “suffering, emotional pain, psychache, and psychological pain essentially refer to the same experience” [8]. Likewise, Shneidman, who introduced the concept of psychache, did not distinguish between suffering and psychological pain in his foundational writings [7]. These precedents likely contribute to the empirical tendency to conflate these terms. Given this state of the literature, we believed that excluding studies solely based on their use of the term “suffering” would have been unduly restrictive and could have resulted in the omission of relevant data. However, due to the heterogeneity in conceptualization and terminology across the included studies, some findings may overlap with closely related constructs, such as distress or suffering, rather than referring exclusively to mental pain. We acknowledge that such terms should not be used interchangeably and highlight the need for future conceptual clarification and standardization of the terminology. A third limitation is that the source studies often lacked detailed reporting of the methods and results. We tried to transparently report this limitation by opting for a strict rating of the CASP and the GRADE-CERQual. Thus, our ratings display the worst-case scenario. A fourth limitation is that the findings were sometimes superficially related, for instance paraphrasing the verbatims without real conceptual work or synthesis effort. Also, study findings were sometimes difficult to understand. To avoid overinterpretation, we excluded findings of studies that were too ambiguous and iteratively discussed all codes and subthemes. Finally, we did not search the grey literature to foster a balance between comprehensiveness and methodological quality and acknowledge the potential overlook of valuable studies.
The description of the lived experience of mental pain needs to be discussed in relation to previous definitions of mental pain, despite there currently being none consensually acknowledged by the scientific and clinical communities [6,11]. Our description enriches and clarifies current definitions of mental pain. For instance, Schneidman talks about “the hurt in the mind”, which we define as a disruption of the sense of self. Additionally, while we agree with Meerwijk that mental pain can result from a negative appraisal of the self, we found that it is one of several situations of psychological adversity that threaten the sense of self, alongside many other types of adversity, not all of which are psychological [10]. Such precision can help in the development of a refined definition and measurement instrument for mental pain with better content validity [6]. 
A critical issue with the terms “physical pain” and “mental pain” is the ambiguity surrounding whether the adjectives refer to a presumed cause (e.g., pain caused by a physical or psychological event) or to a felt localization (pain experienced in the body or mind). Our work argues for using the adjectives as phenomenal descriptors (indicating felt localization) rather than as references to etiopathogenesis, by demonstrating that various situations of adversity affecting different aspects of the sense of self lead to the same experience of mental pain. 
As shown in our metasynthesis, mental pain can be accompanied by physical manifestations—including pain felt in the body—and, conversely, physical pain may be experienced alongside mental pain. Thus, although mental pain is not reducible to the emotional component of physical pain, it can be triggered or exacerbated by physical pain. This understanding aligns with the most common theories of mental pain, including Cicely Saunders’ concept of “total pain”, which encompasses interrelated physical, emotional, social, and spiritual dimensions, and Shneidman’s model of psychache, which conceptualizes mental pain as arising from the frustration of fundamental human needs, including bodily needs such as hunger or relief from physical pain [7,23]. Therefore, our study advances knowledge not only on mental pain but also on physical pain by highlighting important common phenomenal aspects, which could form the core of the definition of pain, regardless of its felt localization. Currently, the International Association for the Study of Pain (IASP) defines pain as “an unpleasant sensory and emotional experience associated with, or resembling that associated with, actual or potential tissue damage” [38]. However, we could assume that pains are foremost a pre-reflexive mental state of unpleasantness that disrupt the sense of self, regardless of the presence of sensory component. Corroborating our phenomenological claim of a unique experience of pain that could be felt either in the body (physical pain) or the mind (mental pain), biomedical research has shown a shared physiological basis [4,13,14,39,40]. Nevertheless, precision in the felt localization could still be helpful to develop specific treatment, as it has been historically for physical pain.
Conclusion
Our study represents an initial step toward developing an operationalized definition of mental pain for both research and clinical practice. At this stage, it provides a foundation for recognizing mental pain as a distinct and clinically relevant experience. In addition, our findings may serve as practical prompts for clinicians during assessments, helping them to better identify and explore this experience. We advocate for a flexible, patient-centered approach that allows individuals to describe their pain in their own terms. Further research is needed to develop and evaluate therapeutic interventions—such as narrative therapy, which may help restore a disrupted sense of self, or mindfulness-based practices, which may support engagement with early, pre-reflective experiences. Pharmacological approaches may also be explored to alleviate states of overwhelming or unbearable mental pain [13,14,39,40]. Of course, defining when and how a medical intervention is needed is required to avoid pathologizing everyday experiences and harmful overmedicalization. Drawing on the lessons learned from the history of physical pain when research and clinical practice improved when a first consensual definition was elaborated in 1976, we believe that developing an international consensual definition of mental pain – or perhaps even allowing for the incorporation of mental pain in the current definition, appears to be an important step for both the advancement of research and the development of specific care [38]. 
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Figure Legends
Fig. 1. 	Fig. 1. presents a description of the lived experience of mental pain derived from the thematic synthesis of the 49 qualitative studies. This description unfolds the five key phenomenal aspects in blue alongside 13 psychological and bodily manifestations.
Fig. 2. 	Fig. 2. presents the theoretical model for the emergence of mental pain. It conceptualizes mental pain as a signal of a threatened sense of self (22 types of threats displayed around the green area). Such threats happen in 43 situations of adversity (displayed around the blue area). Mental pain can, in turn, spiral into further disruption of the sense of self that was already threatened.


