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ABSTRACT

Keywords:
Emotional intelligence

Purpose: This study aimed to investigate the effect of emotional intelligence levels on the fear of pain for
patients undergoing surgical intervention.
pain Design: This descriptive and cross-sectional study consisted of 254 patients.
fear_ . Methods: Data were collected using the Personal Characteristics Information Form, Modified Schutte
elective surgical procedures Emotional Intelligence Scale, Fear of Pain Questionnaire-Ill, and Numerical Pain Form. A correlational
analysis was performed.
Findings: The mean age of patients was 47.33 + 17.70 years, and 57.9% (n = 147) were female. More than
half of the patients (n = 174) were experiencing a certain degree of preoperative pain. A positive and
statistically significant correlation was observed between the mean scores of the Fear of Pain
Questionnaire-III and the Emotional Intelligence Scale. Female patients had significantly more fear of pain
and higher scores in the Fear of Pain Questionnaire-IIl (optimism/mood regulation, utilization of emotions)
and the Emotional Intelligence Scale.
Conclusions: The patients who manage “optimism/mood regulation” and have increasing levels of
Emotional Intelligence could have a relatively higher fear of experiencing severe pain in the preoperative
period. Despite the fear of experiencing severe pain, the patients tried to turn this negative situation into a
positive one, as the dimensions of their emotional intelligence that provide and manage optimism/mood
regulation were at a high level. The increasing level of Emotional Intelligence and "appraisal of emotions"”
might result in a decrease in the levels of fear of "minor pain” and "medical pain".

© 2024 American Society of PeriAnesthesia Nurses. Published by Elsevier Inc. All rights reserved.

The study aimed to investigate the effect of emotional in-
telligence levels on fear of pain and pain experiences in patients
who will undergo surgical intervention. Furthermore, in light of the
results of this study, it was also aimed to draw attention to the point
that the emotional intelligence levels of the patients can also be
addressed during the preoperative process. Therefore, we believe
the research will add a new dimension to further studies and the
surgical preparation processes of the patients.
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Background

According to the International Association for the Study of Pain,
pain is defined as an unpleasant sensory and emotional experience
associated with, or similar to, actual or potential tissue damage.!
That the experience of pain has a strong emotional component is
clear.” Neurobiological data show an interaction between pain and
emotions.”> Over the past few years, a number of studies have
confirmed the critical role of psychological factors in the experience
of pain.>*® With exposure to the stimulus that causes pain, the
subcortical defense circuit interacts with the cerebral cortex causing
the conscious experience of fear and anxiety, as well as the fear of
pain, where the individual starts being afraid of the possibility of
experiencing pain.” Therefore, sustained activation of the cortical
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Figure 1. Research framework.”*

region of the brain by the deregulated subcortical defense circuit can
cause secondary emotional reactions associated with pain, which in
turn leads to higher pain.””® It has been reported that positive mood
induction decreases pain, whereas negative mood induction in-
creases pain intensity and pain tolerance.”” This leads to the de-
velopment of pain-related fear, increased attention to pain, activity
limitations, functional disability, and being trapped in a vicious cycle
of constant and increasing fear and dysfunctional avoidance. As a
result, the individual's quality of life diminishes, leading to the ex-
perience of long-term pain-related disability.'’'* Individual differ-
ences in emotional regulation interfere with this relationship, and
the individual’s level of emotional intelligence is effective at this
stage.’

Emotional intelligence is the act of using and displaying emo-
tions through perception, control, and evaluation.”” Emotional in-
telligence has been associated with lower pain intensity, less pain
catastrophizing,'* and lower pain scores in patients with pain.'” It is
a part of personality and is a type of intelligence that can be de-
veloped throughout life and is affected by many personal factors
such as family and environment, age and education level, gender,
and values. People who use their emotional intelligence can lead
more effective and more fulfilling lives.>'® On the other hand, psy-
chological factors such as people who cannot control their emotions
and catastrophizing have been defined as typical responses to pain
and are associated with individuals’ nonadherence to some pain
treatments.>'®!” Emotional intelligence as a set of adaptive emo-
tional abilities has been found to facilitate stress resilience and
predict higher levels of positive emotions.'® In this context, emo-
tional intelligence can reduce the frequency and intensity of pain by
enhancing positive emotions and increasing cognitive flexibility,
which can lead to the experience of lower pain intensity and ulti-
mately better quality of life. Thus, emotional intelligence may also
protect individuals from increased pain intensity.'*'®

A correlation exists between emotional intelligence and pain. A
study of the relationship between emotional intelligence and pain
control found a strong correlation between high levels of emotional
intelligence and low levels of pain.'” However, a strong association
has been found between emotional intelligence and centralized
patient care.”’ Ruiz-Aranda et al, found that individuals with high
emotional intelligence levels and who rated themselves as more
capable of "emotional repair" experience less pain than those who
reported lower skills.?! The studies supporting that individuals with
high emotional intelligence experience less pain and that manage-
ment of one’s emotions is related to pain management and pain
experience have brought up the examination of emotional
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intelligence and subfactors of emotional intelligence in pain man-
agement.”>”® In addition, nurses or physicians often ignore the
emotional state of patients while dealing with the patients’ physical
problems, and care is deprived of emotional intelligence. This si-
tuation results in nurses or physicians ignoring that the patients’
emotional conditions can play an essential role in the healing pro-
cess of the disease. Emotional intelligence positively affects mental
health, well-being, and life satisfaction.'”” An examination of the
emotional intelligence levels of individuals is an important factor in
helping the individual to overcome the psychological effects of pain.
Increasing awareness of the individual on the subject and pre-
venting physio-pathological complications that may develop against
pain in the organism when it continues for a long time is important.
Studies have reported that pain management is inadequate during
the perioperative period, and 50% to 80% of patients experience pain.
Poor pain management leads to complications, delays the patient’s
recovery, prolongs the hospital stay, and increases costs.'®'” When
the literature is examined, we found no studies examining the re-
lationship between fear of pain management which has an im-
portant place in the psychological preparation of patients who will
undergo surgical intervention, and emotional intelligence levels.

Study Design and Methods
Research Framework

This cross sectional, descriptive research seeks to test the re-
lationship between emotional intelligence and fear of pain among
surgical patients undergoing surgical intervention and look for the
relationships between some variables with fear of pain (Figure 1).*
The independent variables for this study were emotional in-
telligence and subdimensions of Optimism/Mood Regulation, Ap-
praisal of Emotions, and Utilization of Emotions. Fear of pain and
pain experience were the dependent variables. The hypothesis that
higher emotional intelligence and results in less fear of pain among
surgical patients was tested using various statistical analyses.””

Sampling and Setting

For this study, the researchers employed a descriptive correla-
tional design. The study sample consisted of 254 patients who un-
derwent elective surgery at inpatient clinics (ie, General Surgery,
Urology, Reconstructive and Plastic Surgery, Orthopedics,
Cardiovascular Surgery, Cardiology, Ophthalmologic Surgery,
Neurosurgery, Chest and Pulmonary Surgery and Otolaryngologic
surgery) of a university health practice and research hospital in
Turkey. The minimum sample size was calculated as 171 according
to the 0.05 probability level, 95% power, and 0.15 anticipated effect
size parameters using G-power 3.9.1 Software. Data were generated
from data collection tools completed by patients who applied for
anesthesia approval for planned and day surgery in the hospital’s
surgical units between December 2021 and December 2022. The
study subjects met the following criteria: (1) age 18 years or older;
(2) consent to participate in the research; (3) able to read and write
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Figure 2. Numerical pain scale.”
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in Turkish and not no hearing or speech disability or neurological
disorder that prevented verbal communication; (4) the preoperative
period. The exclusion criteria were; (1) hemodynamic instability of
the patient during the preoperative period, (2) unexpected change
in the surgical plan from elective to emergency surgery (3) having a
psychiatric disorder.

Ethical Considerations

The ethical permission to conduct this study was obtained from
the University Noninterventional Clinical Research Ethics
Committee of the University (E-25403353-050.99-266010/
22.12.2021/2021-366) for studies involving humans. The institu-
tional permission was obtained from the University Health, Practice,
and Research Hospital directory (E-93877713-044-292519/
17.02.2022). Written informed consent was obtained from each
participant; they signed the consent forms and were informed that
the data would be only used for scientific purposes and would be
kept confidential. All study procedures were performed in ac-
cordance with the Helsinki Declaration and ethical standards.

Data Collection

The data were collected using a Personal Characteristics
Information Form which consisted of questions to determine de-
mographic information such as gender, marital status, literacy level,
previous surgical history, previous surgery in the same area, and
additional health problems. In addition, emotional intelligence le-
vels and fear of the patient’s pain were determined by the Modified
Schutte Emotional Intelligence Scale (EIS), Fear of Pain
Questionnaire-III (FPQ-III). Patients who met the inclusion criteria
were informed of the purpose of the research and invited by the
researchers to participate as volunteers. All the patients’ written,
and verbal informed consent were obtained before the study.
Patients who did not want to participate in the study were assured
that this would not have any adverse effect on their treatment. In
the surgical services where the study was performed, patients were
usually seen in the anesthesia and reanimation clinic 1 or 2 weeks
before surgery for anesthesia approval. The data for the study were
collected when the patients came to the anesthesia and reanimation
clinic to obtain approval for anesthesia before surgical intervention.
The patients completed the data collection forms themselves. For
illiterate patients, the questions were read aloud by the patient’s
companion or the researcher, and the patient’s response was re-
corded on the questionnaire. The data collection forms were ad-
ministered to patients ranging from 15 to 25 minutes with a mean
duration of 20 minutes, and all responses were recorded.

Modified Schutte Emotional Intelligence Scale (EIS)

The scale developed by Schutte, Malouff, Hall, Haggerty, Cooper,
Golden, and Dornheim consists of 33 items and a single-factor
structure as it was first created.”*° The Schutte Emotional In-
telligence Scale was later revised by Austin, Saklofese, Huang, and
McKenney.'® Within the study framework, the scale was increased
to 41 items. In addition, some of the existing items in the first ver-
sion of the scale were reversed, and some new items were added to
the scale. The researchers named the factors they suggested in the
new form of the scale as Optimism/Mood Regulation, Appraisal of
Emotions, and Utilization of Emotions.”®?” The scale measures
people’s management of emotions with themselves and others,
perception of emotions, and use of emotions.?” Response options are
in 5-point Likert type and 1; strongly disagree, 2; disagree, 3; no
idea, 4; disagree, 5; totally disagree. The Turkish adaptation of the
Modified Schutte Emotional Intelligence Scale and validity reliability
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analysis was performed by Tatar et al’® The Cronbach’s alpha in-
ternal consistency coefficient for the entire scale was 0.82 and for
the subscales was 0.75, 0.39, and 0.76. Test-retest reliability for the
whole scale within one week was found to be r=0.49 (n=388), and
within two weeks, it was r=0.56 (n=385) 24. In the current study,
Cronbach’s alpha coefficient of the Modified Schutte EIS was 0.854.

Fear of Pain Questionnaire -III (FPQ-III)

McNeil and Rainwater developed the FPQ-III, a 30-item 5-point
Likert-type scale, to measure fear and anxiety about pain.”® Parti-
cipants mark the option that best describes the severity of their fear
according to their pain experiences regarding the items listed on the
scale. If they have never experienced the pain specified in these
items, they indicate how severe fear would be, assuming they had
experienced it. In this respect, the scale allows for measuring the
fear of the pain of individuals with and without pain. The scale
consists of 3 subdimensions with ten items in each dimension.
Likert-type scoring is ranged from 1 to 5 (1-never, 2-somewhat, 3-
quite, 4-a lot, 5-extremely). A (1) means the fear is never felt, and (5)
that pain is felt excessively. The lowest score in total is 30, and the
highest is 150. The lowest score for the subdimensions is 10, and the
highest is 50. McNeil and Rainwater found the Cronbach alpha
coefficients of the scale were 0.88 for the “fear of severe pain”
subdimension, 0.87 for the “mild fear of pain” subdimension, 0.87
for the “fear of medical pain” subdimension and 0.92 for all items.'’
The Turkish adaptation of the FPQ-IIl and its validity-reliability
analysis was performed by Unver and Turan.?® The Cronbach’s alpha
coefficient for the overall scale was 0.938, and the test-retest relia-
bility was 0.846.%° In the current study, Cronbach’s alpha coefficient
of the FPQ-III was found to be 0.914.

Numerical Pain Scale

The numerical pain scale (NPS) is a scale with increasing num-
bers evenly spaced on a line, and pain intensity increases as the
number increases. Numbers can be between 0 and 10 or 0 to 100. *°
Therefore, a numerical pain scale, which includes numbers between
0 and 10, with 0 indicating "I have no pain" and 10 indicating "I have
the worst pain imaginable," was used in the study (Figure 2).>°

Data Analysis

All analysis was conducted by Statistical Package for the Social
Sciences version 28.0, and the significance level was set at an alpha
level of 0.05 (two-tailed). The scale dimensions and total scores
were tested for their compliance with normal distribution by
Kolmogorov Smirnov Test. Except for the total score of the FPQ-III,
all dimensions of both scales did not show a normal distribution.
Therefore, nonparametric tests were used to analyze these dimen-
sions, while the total score of FPQ-III was analyzed with parametric
tests. As a result, the correlation strength was considered very weak
in the range of 0 to 0.19, weak in the range of 0.2 to 0.39, moderate
in the range of 0.4 to 0.59, strong in the range of 0.6 to 0.79, and very
strong in the range of 0.8 to 1.0.

Findings

The sample consisted of 254 patients waiting for their planned
surgical intervention; among them, 57.9% (n = 147) were female, and
the mean age was 47.33 + 17.70 years. For almost half of the patients
(n=122), it was their first surgical intervention, and among the ones
who had undergone surgery before (n=132), 37.1% (n=49) had
surgery in the same body area (Table 1).
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Table 1
Descriptive Characteristics of the Participants (N =254)

Characteristics

Gender

Male 147 (57.9)

Female 107 (42.1)
Marital status

Single 82 (32.3)

Married 172 (67.7)
Literacy level

Literate’ 13 (5.1)

Elementary School 70 (27.6)

Middle School 29 (11.4)

High School 56 (22.0)

University Degree 86 (33.9)
Past surgical history

Yes 132 (52.0)

No 122 (48.0)
Previous surgery in the same area

Yes 49 (37.1)

No 83 (62.9)
Additional health problems

Yes 89 (35.0)

No 165 (65.0)

" No schooling, but literate.

The participants expected to have postoperative pain at an
average intensity of 5.17 + 2.74 out of 10. On the FPQ-III, patients
had the highest mean scores on the severe pain subdimension, while
the highest mean scores on the Modified Schutte EIS were found on
the optimism/mood regulation sub-dimension (Table 2).

Regarding the relationship between fear of pain and the Modified
Schutte EIS (Table 3), a moderate positive and statistically significant
(P < .01) correlation was observed between the Fear of Severe Pain and
Optimism/Mood Regulation subdimensions (r=0.491) and the total
score of modified Schutte EIS (r=0.417). Fear of Minor Pain and
Medical Pain showed weak, negative, and statistically significant
(P < .05 and P < .01, respectively) correlations with the Appraisal of
Emotions sub-dimension. The total score of FPQ-III showed between
very weak and weak, positive and statistically significant (P < .01)
correlation with the subdimension of Optimism/Mood Regulation
(rs=0.280) and the total score of modified EIS (rs = 0.195), respectively.
Additionally, the total score of FPQ-IIl showed a negative, very weak,
but statistically significant (P < .05) correlation with the Appraisal of
Emotions subdimension of modified EIS (rs =-0.132).

Regarding gender, we found that female patients had significantly
more fear of Severe Pain (P < .05), Minor Pain (P < .001), and Medical

Table 2
The Intensity of the Patient’s Pain as Assessed by the Numerical Pain Scale and Item-
Level Analysis of the FPQ-IIIl and Modified Schutte EIS (N =254)

N (%)
Having preoperative pain Yes 174 (68.5)
No 80 (31.5)
The intensity of the preoperative pain Mild (1-3) 62 (35.6)
Moderate (4-6) 61 (35.1)
Severe (7-10) 51 (29.3)
Mean * SD
Average preoperative pain intensity 3.37 (3.255)
Average expected postoperative pain intensity 5.17 (2.746)
Fear of Pain Questionnaire (FPQ)—III Severe pain 33.60 + 8.31
Minor pain 21.25 £ 6.47
Medical pain 2419 + 7.93
Total score 79.04 + 18.89
Modified Schutte EIS Optimism/mood 76.77 + 15.06
regulation
Appraisal of emotions 47.04 £ 7.70
Utilization of emotions 23.53 + 4.78

Total score 147.34 + 18.64

SD, Standard Deviation; EIS, emotional intelligence scale.
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Table 3
Correlations Between FPQ-III and Modified Schutte EIS (N = 254)

El scale dimensions

FPQ Optimism/ Appraisal of  Utilization Total score
Scale Mood emotions of emotions modified
dimensions regulation Schuette EIS
Severe pain r=0.491 r=-0.032 r=0.033 r=0.417

P <.01 P=.617 P=.599 P <.01"
Minor pain r=0.075 r=-0.123 r=0.095 r=0.005

P=.232 P=.050" P=.132 P=.943
Medical pain  r=0.055 r=-0.166 r=0.105 r=0.015

P=.381 P=.008 P=.094 P=.808
Total rs=0.280 rs=-0.132 rs=0.093 rs=0.195

score FPQ P < .01 P=.036" P=.139 P=.002

EIS, emotional intelligence scale; FPQ, fear of pain questionnaire; r, person correlation
analysis; rs, spearman correlation analysis.
" Indicates that a statistically significant difference (P< 0.005).

Pain (P < .01) in comparison to male patients. Female patients also had
higher scores in the total score of FPQ-III (P < .01). Concerning emo-
tional intelligence, the female patients had higher scores than male
patients in the subdimensions of Optimism/Mood Regulation (P < .01)
and Utilization of Emotions (P < .01) and in the total score of modified
Schutte EIS (P < .01) Furthermore, we found that the patients with a
past surgical history significantly had more fear of Minor Pain (P < .05)
and had higher scores in the total FPQ (P < .05). Regarding patient
characteristics such as marital status, literacy level, previous surgery
and additional health problems, we found no statistical significance
with FPQ-IIl and Modified Schuette EIS Scales (P > .05) (Table 4).

Discussion
Patients’ Fear of Pain

The fear of pain was determined as moderate-intensity in terms
of the total and sub-dimensions of the patients participating in the
study. When the subdimensions were compared, it was determined
that they had the highest fear of severe pain and the second highest
fear of medical pain. Fear of experiencing severe pain for surgical
and medical intervention is an expected outcome. However, patients
reported higher expected postoperative pain intensity levels than
they experienced before the surgical operation. These conditions
may be associated with acute pain experienced by patients in their
past surgical history. Due to inadequate management of acute pain,
patients experience fear of pain again. The experience of severe pain
is associated with the fear of pain.”*>! People who have undergone
surgery and experienced pain before can develop a memory for fear
of pain®*2® and also have a high probability of experiencing pain
fear.>* Carik®® and Ustiinel*° determined that the majority of the
patients experienced moderate-intensity of pain fear in the pre-
operative period, which is similar to our study.’>*° On the other
hand, in the studies conducted, the researchers determined that the
patients experienced the most "fear of severe pain" and "fear of
medical pain,” which is similar to our study results.*>—>’

While fear of pain differed by gender, there was no significant
difference in other demographic data. For example, studies have
reported that while pain threshold and tolerance are lower in fe-
males compared to males,”® pain sensitivity and fear of pain are
higher.>>~*729 Similar to the literature, the fear of pain levels of fe-
male patients who participated in the study was higher in severe,
minor, medical pain, and total pain scores than that of male patients.
Again, the high number of female patients in the research should be
considered in this result.
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Table 4
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Distribution of FPQ and Modified Schutte EI Scale Scores According to Descriptive Characteristics (n=254)

Features (n) FPQ scale dimensions

EIS Scale Dimensions

Severe pain  Minor pain  Medical pain Total score Optimism/mood Appraisal of  Utilization of Total score
X £ SD X £ SD X = SD X +SD regulation emotions emotions X £ SD
X + SD X+ SD X + SD
Gender Female (147) 3446 + 843 2244 £6.74 2539 +8.07 8230+ 19.21 78.56 + 15.63 4782 + 765 24.27 £ 446 150.65 + 19.64
Male (107) 3242 +8.03 19.61 £573 2253 +746 7456+ 1756 74.31 + 13.93 4597 + 766 2251 £5.03 142.79 + 16.18
Test [p Z:-2.013 Z: -3.503 Z:-2.972 t: 3.285 Z: -3.010 Z: -1.476 Z: -2.685 Z: -3.171
P=.044 P=.000 P=.003 P=.001 P=.003 P=.140 P=.007 P=.002
Marital status Single (82) 33.02 +842 2113 +6.67 2432+753 7848 +1857 75.67 *+ 15.69 46.24 + 839 2377 £5.06 145.68 + 19.74
Married (172) 33.88+828 2130+640 2413+814 7931+ 19.09 7730 % 14.76 4742 + 734 2341 + 466 148.13 + 18.09
Test [p Z: -0.603 Z:-0.383 Z: -0.355 t:0.328 Z: -0.807 Z: -0.688 Z: -0.978 Z:-1.014
P=.546 P=.702 P=.723 P=.743 P=.420 P=.492 P=.328 P=311
Literacy level Literate (13) 36.00 + 700 20.00 £ 6.57 24.46 + 850 80.46 +20.10 77.77 + 14.37 4931 +599 25.85+264 15292+ 18.03
Elementary 3441 + 788 2181 £6.73 2467 +6.82 80.90 + 17.22 75.10 + 15.08 46.10 + 854 2371 £ 470 14491 + 17.90
School (70)
Middle 3362 +831 21.72+618 2334+919 7869 +20.57 78.69 + 14.05 4597 + 815 2414 +511  148.79 + 20.09
School (29)
High School (56) 33.29 £9.25 21.16 + 6.88 24.89 + 947 7934 + 2241 78.77 + 11.98 4702 + 799 2182 £5.05 14761 + 15.81
University 3278 + 823 2087 +6.16 23.58+724 7723 +1713 76.03 + 17.22 4785 + 6.80 23.93 + 457 147.81 + 20.56
Degree (86)
Test /p X2:1.934 X2:1.597 X2:1.168 t: 0.619 X2 2.011 X2 3114 X2:10.342 X2: 2,522
P=.748 P=.809 P=.883 P=.537 P=.734 P=.539 P=.035 P=.641
Past surgical Yes (132) 3439 + 843 2210+ 6.68 25.00 £ 845 8149 +2034 77.05  14.87 4646 + 798 2314 + 466 146.65 + 17.74
history No (122) 3275 +812 2033 +615 2331+727 7639+ 1686 7648 + 15.31 4767 + 735 2394 £ 488 148.09 * 19.61
Test/p Z: -1.456 Z: -2.165 Z:-1418 t: -2.184 Z:-0318 Z: -1.820 Z: -1.594 Z: -0.619
P=.145 P=.030" P=.156 P=.030 P=.750 P=.069 P=111 P=.536
Previous Yes (49) 3557 + 842 23.16 £ 632 26.04 + 6.89 84.78 + 17.53 7747 + 14.81 4716 + 846 2214 +541 146.78 + 18.21
surgery inthe No (83) 33.7+841 2147 +6.84 2439 +923 7955+21.70 76.80 £ 15.00 46.05 + 771 2373 + 408 146.58 + 17.57
same area Test [p Z:-1372 Z: -1420 Z: -1.400 t: - 1.430 Z:-0.071 Z: -1.047 Z: -1.694 Z: -0.059
P=.170 P=.156 P=.162 P=.155 P=.944 P=.295 P=.090 P=.953
Additional Yes (89) 3439 +8.03 2125 +6.84 23.06 +824 78.70 +£19.64 7719 + 15.71 46.34 £ 849 2327 +4.89 146.80 + 18.64
health No (165) 3318 + 844 2125 +629 2480+ 772 79.22+ 1853 76.55 + 14.74 4742 £ 723 23.67 +4.73 14764 + 18.79
problems Test [p Z: -0.971 Z: -0.112 Z: -1.691 t: 0.242 Z: -0.449 Z:-0.771 Z: -0.510 Z: -0.306
P=.332 P=911 P=.091 P=.832 P=.654 P=.440 P=.610 P=.759
Pain intensity Preoperative 33.92 +783 2121 +6.32 2438 +755 7951+ 1746 7639 + 15.20 47.09 + 749 23.68 £ 4.78 147.16 * 18.69
Test [p X%:1.037 X?: 0.696 X?: 2.369 t: -58.401 X?: 3182 X: 10.552 X2 2.598 X?%: 5138
P=.596 P=.706 P=.306 P=.000" P=.204 P=.005 P=.273 P=.077
Expected 33.60 + 831 21.25+6.47 2419+ 793 79.04 + 18.89 76.77 + 15.06 47.04 £ 770 2353 +4.78 147.34 + 18.64
postoperative
Test [p X2:1.946 X2: 9.025 X2: 8.032 t:-62.783 X:6.635 X?: 11.098 X2 9.339 X2: 4.758
P=.992 P=.435 P=.531 P=.000" P=.671 P=.269 P=.407 P=.855

SD, Standard Deviation; Z, Mann Whitney U Test; t, Independent Sample t-Test; X2, Kruskal Wallis Test; FPQ, fear of pain questionnaire; EIS, emotional intelligence scale.

" Indicates that a statistically significant difference (P < 0.005).

Patients’ Emotional Intelligence levels

Among the emotional intelligence subdimensions of the patients
included in the study, the scores of the optimism/mood regulation
subdimension were the highest. Patients’ emotional intelligence
levels differed by gender, while other demographics did not show
significant differences. The study determined that females’ total
emotional intelligence level, optimism/mood regulation, and utili-
zation of emotions were higher than males. In the literature, similar
to our study, along with studies reporting that female’s emotional
intelligence levels are higher than males,”® Giir et al found that
males and females have similar levels of emotional intelligence, can
use their emotions equally, and are similarly optimistic. They also
found that men are more skilled than women in evaluating their
emotions.”!

The Relationship Between Levels of Emotional Intelligence and Fear
of Pain

Our results suggest that emotional intelligence is an important
element in the processing of emotional information accompanying a
painful experience, and that emotional intelligence influences sub-
jective pain perception. Overall, we determined that emotional

intelligence level affected the fear of pain experienced by patients
before surgery. Our results showed that patients with a high level of
emotional intelligence had a greater fear of pain in the preoperative
period. The finding that the fear of pain increased with the emo-
tional intelligence level of the patients in the study can be explained
by the fact that patients with high emotional intelligence levels are
better able to identify and recognize negative emotions.*? Although
there are no similar studies in the literature, in contrast to our study,
there are studies reporting that negative emotions such as an-
xiety”*® and depression”*“® are reduced in people with high
emotional intelligence.

In the literature, it is reported that with an increase in the level of
emotional intelligence, which is associated with psychological well-
being, the negative emotions felt due to the disease may decrease
and turn into positive ones®* and increased emotional intelligence
will support recovery after the experience of pain.*’ In our study,
patients’ mean scores were highest on the optimism/mood regula-
tion subdimension of emotional intelligence. At the same time, the
patients in our study stated that they expected to experience more
pain in the postoperative period compared to the preoperative
period, and their pain fear levels were found to be high. This is
consistent with the literature and this situation can be explained by
the fact that patients try to reduce the effect of the negative
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emotions they feel on psychological well-being and transform them
into positive ones by effectively using the optimism/mood regula-
tion of their emotional intelligence, despite the fear of pain they
experience.

Conclusion

While the patients’ scores of "optimism/mood regulation,” one of
the components of emotional intelligence, was higher than the other
components, "fear of severe pain" was found to be at the highest
level. The females in the study had higher levels of emotional in-
telligence and fear of pain than males. In the preoperative period, as
the patients’ emotional intelligence levels increased, their fear of
pain also increased, and despite the fear of experiencing severe pain,
the patients tried to turn this negative situation into a positive one.
The increasing level of Emotional Intelligence and "appraisal of
emotions"” might result in a decrease in the levels of fear of "minor
pain" and "medical pain".

Implications for Research, Policy, and Practice

In line with the results, the determination of fear, anxiety, other
negative emotions and causes of postoperative pain, determination
of patients’ knowledge levels and coping methods for postoperative
pain management, determination of other factors that will affect
patients’ emotional intelligence levels, and implementation of in-
terventions for all these before and after patient care will contribute
positively to the results. It is important to apply interventions,
provide individual care or training, and teach coping methods for
pain control, considering that the perception and evaluation of pain,
especially fear of pain, may differ between genders.

Limitations of the Study

The data obtained from the study were limited only to patients in
a training and research hospital. In this context, the results of the
study cannot be generalized to all surgical patients. In this study
emotional intelligence and fear of pain measurements were limited
by the scale tool and detailed causes were not evaluated. Despite the
high reliability and validity of the scales, self-report measures are
themselves subjective and prone to bias. Therefore, the results of the
emotional intelligence and fear of pain scales are limited by the scale
items, patients’ personalities and some descriptive characteristics.
To increase the validity and reliability of the results of the study, it is
recommended to expand the scope of the study and to apply the
sample size in larger groups and in surgical units in different hos-
pitals.
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