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Abst rac t
Introduction: Research reports confirm the existence of a relation between emotional intelligence and various 
aspects of human functioning. It protects psychical and physical health of an individual, helps to adapt to new 
conditions and, consequently, contributes to the increase in life quality expressed in satisfaction with life. Psoriasis, 
a chronic skin disease, may negatively influence the psychical state of a patient and his or her social functioning, 
which leads to the decrease in satisfaction with life. 
Aim: This research aimed at determining the relation between emotional intelligence and satisfaction with life in 
a group of patients with psoriasis. 
Material and methods: The research group consisted of 81 people with psoriasis (40 men and 41 women) with the 
average age of 41.22 (SD = 14.18). The research tools used included the Emotional Intelligence Questionnaire INTE, 
Satisfaction With Life Scale (SWLS), personal questionnaire and PASI scale.
Results: There is a positive correlation between emotional intelligence and satisfaction with life in the group of 
patients with psoriasis. Especially factor I – using emotions in thinking and operating – positively correlates with 
satisfaction with life. 
Conclusions: Emotional intelligence together with the percentage of body area taken by pathological changes are 
the indicators of satisfaction with life in patients with psoriasis. 
Key words: emotional intelligence, satisfaction with life, psoriasis, psycho-dermatology, psychosomatics. 

Introduction

Psoriasis as an example of a chronic disease

Psoriasis is one of the most frequent, chronic and 
recurrent skin diseases. In Poland the incidence of psori-
asis is estimated at 2% of the population [1]. The disease 
occurs both in men and women [2, 3].

The disease manifestation includes numerous patho-
genic changes occurring in human skin [4]. However, the 
basic phenomenon found in psoriasis is the excessive 
division of keratinocytes and their faster than usual and 
abnormal cycle of differentiation [1]. It is the result of im-
mune system disorders [4, 5]. Genetic factors play a ma-
jor role in psoriasis pathogenesis [1], and upper respira-
tory tract infections are one of the factors that trigger the 
disease. Some medicine such as lithium, non-steroidal 
anti-inflammatory drugs and steroids may contribute 
to the occurrence of psoriasis [3, 4]. Moreover, psycho-
logical stress is a factor that causes the occurrence of 
psoriasis changes as well as subsequent attacks [4]. The 

relation between psoriasis processes and stress is fre-
quently mentioned in the literature [4, 6]. The develop-
ment of that cutaneous condition may be modified by 
stress, emotional conflicts and also a tendency to sup-
press one’s feelings [7, 8]. It is thought that the activity of 
stress is bi-directional, i.e. stress strongly influences the 
appearance of psoriasis changes, but the appearance of 
those changes and the life with psoriasis is also a cause 
of stress [9–12].

It was noticed that patients with psoriasis may suffer 
from an emotion regulation disorder called alexithymia 
[13, 14]. The disorder involves disability to understand or 
identify emotions and to name and express them. Peo-
ple with psoriasis, who are diagnosed as alexithymics, 
had difficulty in revising their life situation related to the 
disease and adapting to the changes resulting from that 
chronic disease [15].

Psoriasis influences the quality of the ill in a signifi-
cantly substantial way as it is a chronic disease and also 
by its nature, i.e. the occurrence of changes in uncovered 
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body parts [16]. Furthermore, psoriasis strongly affects 
family and personal life of the patients. They shun social 
activities and attending public places, avoid sunbathing, 
swimming, visiting hairdressers and using public trans-
port [17]. 

Satisfaction with life 

The subjective welfare of a person is determined 
by two closely related components: the emotional and 
cognitive ones. The latter, described as satisfaction with 
life (SWL), concerns the way an individual evaluates the 
quality of his or her life basing on his/her own, unique 
set of criteria. A global evaluation of one’s life is crucial 
here, not satisfaction with specific achievements or life 
areas. Satisfaction with life constitutes the result of 
a long-term reflection as opposed to not a short-term 
one [18]. It is the evaluation of life as a whole and it is 
relatively permanent as such.

The research shows that satisfaction with life is de-
termined by personal qualities, mainly personality traits 
and the acceptance of oneself to a large extent [19]. The 
connection to emotionality, including one’s moods, also 
affects the global satisfaction with life in a significant 
way. Depression, embarrassment and negative affec-
tion are predictors of low satisfaction with life, whereas 
vigour – of a higher one [20].

Objective factors such as properties of wealth or 
culture the man lives in also turned out to significantly 
correlate with satisfaction with life [19–22]. Direct factors 
such as the current situational context influence the re-
sponses of the researched as well [18]. Satisfaction with 
life depends, therefore, on long-term (e.g. personal traits), 
medium-term (e.g. life events and cognitive schemas) and 
short-term components (e.g. current mood) [18].

Age and gender generally show a little or no relation 
to satisfaction with life [18]. Women and young people 
are slightly more satisfied with life [22]. 

Satisfaction with life may be treated as a manifes-
tation of psychological adaptation and an indicator 
of life quality. The relation between satisfaction with 
life and a disease, including a chronic disease, has 
been investigated to a small degree. In a group of pa-
tients with asthma, the disease lowered satisfaction 
with life in general, however, it was strongly correlat-
ed with a high level of neuroticism of those patients 
[23]. Polish research suggests that menopausal women  
(M = 18.42) and men after myocardial infarction (M = 18.78) 
have the lowest satisfaction with life, whereas diabetics  
(M = 20.34) and pregnant women with complications (M 
= 21.34) the highest [24]. The research into people with 
endocrinological disorders revealed that the highest level 
of satisfaction is found in patients with Graves-Basedow 
disease (M = 21.46), while the lowest in those with type 1 
diabetes (M = 18.31) and Hashimoto’s disease (M = 18.76). 
In the researched groups of patients, the chronic disease 

was not related to lowered SWL; its level was similar to 
that of the group of healthy people (M = 19.85) [25].

Not every chronic disease must result in lowered sat-
isfaction with life. When it results in activating personal 
resources, which allow people to realize goals and satisfy 
important needs, then the situation is accepted and as 
a consequence SWL increases [26]. 

 Emotional intelligence as a personal resource  
of patients

The development of psychoneuroimmunology and 
psychology of health as well as protests against the 
pathogenic approach of classical psychosomatics led to 
the intensification of research aiming at identification 
and determination of personality elements that play 
a modifying role in relation to risk factors and help to sur-
vive the disease and deal with it and its consequences.

Those factors are called personal resources as op-
posed to deficits that weaken reaction to stress and 
worsen the effectiveness of dealing with it [27]. In psy-
chology of health they are also referred to as health po-
tentials, while in psychology of stress as resistance qual-
ities [28, 29].

The resources are defined in a number of ways, how-
ever, in a nutshell they may be described as such ele-
ments that protect the individual, may be used to satisfy 
one’s needs, aspirations and goals, and prevent nega-
tive effects of stress as well as help to deal with difficult 
situations [30, 31]. Emotional intelligence (EI) is one of 
personal resources and therefore it helps among other 
things to accept a disease [29, 32, 33].

The term ‘emotional intelligence’ was introduced in 
1990 by American psychologists Peter Salovey and John 
Mayer [34]. According to them, ‘emotional intelligence’ 
includes the capability of correct perception, evaluation 
and expression of emotions, the ability to access emo-
tions and to generate them in the moments when they 
may enhance thinking, ability to understand emotions 
and the understanding of emotional knowledge, and 
ability to regulate emotions so that they support emo-
tional and intellectual development’ [35]. 

Such a definition of EI indicates the possibility to 
develop and shape it in the course of activity, especial-
ly social activity, as it assumes that it is not innate. As 
a result, its development continues throughout the en-
tire life of a person e.g. by gaining new experiences [36]. 
Interpersonal contacts allow one to learn to recognize, 
understand, control and predict both other people’s and 
one’s own emotions [37]. The importance of EI has not 
been fully understood so far. However, there is a num-
ber of arguments supporting the idea that it significant-
ly influences the effectiveness of a person dealing with 
numerous life situations [34]. It is difficult to determine 
precisely how many differences between various people 
that emerge in a lifetime may be explained by different 
levels of EI [38]. Although currently there are numerous 
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reports [32, 39] confirming the relation between EI and 
various aspects of human functioning, its regulatory role 
has not been sufficiently understood.

Researchers asked themselves what aspect of emo-
tional competencies protects people from stress, anxiety 
or depression, and, at the same time, helps to sustain 
a positive psychical state [40]. The experience of chron-
ic disease always involves negative emotions that are 
connected with worse adaptation and an increase in 
stress. The evaluation of the disease and the emotion-
al response to it influence all the spheres of a person’s 
functioning. Emotional intelligence, and in particular one 
of its factors – using emotions in thinking and acting – 
facilitate the disease acceptance by patients with pso-
riasis [29]. That is why determining the role of EI is so 
important in a more global aspect such as satisfaction 
with life. 

Since EI shows a positive relation to adaptive stra-
tegies of dealing with difficulties and negative to 
non-adaptive ones [41], its positive relation to satisfac-
tion with life may also be expected. All the more so be-
cause numerous research results indicate its relation to 
health [42]. Good regulation of emotions is a factor that 
increases the overall welfare of an individual [43]. 

Aim

The aim of the research was to determine the rela-
tion between the personal resource, that is EI, and sat-
isfaction with life in a group of patients with psoriasis. 
Therefore, it was assumed that people with a higher EI 
would display higher satisfaction with life. Moreover, EI 
was assumed to be a predictor of SWL.

Furthermore, it was checked whether those relations 
change when the differences in the health state of the 
researched people and demographic variables – age and 
sex – are taken into account. 

Material and methods

Emotional Intelligence Questionnaire INTE by Schutte 
et al. was used to assess EI [34]. Both the original and 
Polish versions of the INTE Questionnaire are character-
ized by high internal consistency (Cronbach’s a equals 
0.87–0.90 and 0.83–0.87, respectively). The INTE Ques-
tionnaire also turned out to be a valid method [34].

The Satisfaction with Life Scale (SWLS) is designed to 
examine adults. The coefficient of reliability Cronbach’s 
a is satisfactory and equals 0.81. The validity of the tool 
was also confirmed [24].

The personal questionnaire is a tool used to collect 
and systematise basic data of the ill people taking part 
in the research and their health state.

Psoriasis Area and Severity Index (PASI) was originally 
designed by Torsten Frederiksson and Ulf Pettersson [4]. 
It evaluates the severity of three skin symptoms: erythe-

ma, infiltration and exfoliation. The area of body with 
pathological changes is also evaluated with that scale. 
The severity evaluation is performed separately for the 
head, trunk, upper limbs and lower limbs. The percentage 
of pathologically changed area is determined for each of 
those body parts [4].

For the needs of the research, the overall result of 
PASI was calculated and each participant could score 
between 0 and 48 points. Points for the percentage of 
pathologically changed skin area of particular parts of 
the body were calculated separately and participants 
could score between 0 and 24 points.

The research group was composed of people suffer-
ing from psoriasis diagnosed by a doctor specialising in 
dermatology. Psoriasis was the primary disease. The pa-
tients agreed to take part in the research. The research 
started after obtaining consent of the Committee of Bio-
ethics and the Head of the Department.

Ninety-three patients were examined, however,  
81 examinations were classified to the analysis as the 
remaining ones were incomplete. Forty-one women (51%) 
and 40 men (49%) were examined. The average age of 
the participants was 41 (SD = 14.18), however, it ranged 
from 18 to 70 years. The education range was also large. 
As far as marital status is concerned, married people pre-
dominated and as regards the state of health, the major-
ity of participants did not mention any complications or 
coexisting diseases. 

The average length of disease was 18.42 years (SD = 
12.97) with the range from several months to 52 years. 
The participants were hospitalized 4.43 times on average 
(SD = 9.11), ranging from 0 to 60 times.

In the group of examined patients with psoriasis, the 
average symptom severity measured with PASI was 15.77 
(SD = 9.06; with the range from 2 to 46 points) and indi-
cated a moderate degree of psoriasis severity. The score 
for the average body area with psoriasis changes was 
9.84 (SD = 5.86; with the range from 0 to 24). 

Results

In the examined group of people with psoriasis, there 
was a statistically significant correlation between EI and 
satisfaction with life and between one of EI factors – us-
ing emotions in thinking and acting – and satisfaction 
with life. The second of EI factors – ability to recognise 
emotions – turned out not to be related to SWL in a sta-
tistically significant way (Table 1). The better the peo-
ple were able to use emotions in thinking and acting, 
the more satisfied they were with their lives. Emotional 
intelligence in general correlated positively with satis-
faction with life. However, such relations occurred only 
in the group of women and the elderly. They were not 
observed in the group of men and young people at all 
(Table 1).
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When analysing the relation between EI and satis-
faction with life and taking the age of participants into 
account, it may be found that the relation is of different 
quality in the groups of younger and older patients. In 
the younger group, no statistically significant relation 
was found, whereas in the older group, the global EI 
score and the factor of using emotions in thinking and 
acting correlated with satisfaction with life. Factor II – 
ability to recognise emotions – did not reveal a statisti-
cally significant relation to SWL. 

The results obtained were confirmed through multi-
ple regression analysis. Emotional intelligence globally 
explained the variability in satisfaction with life in about 
11% (correct. R2 = 0.113; F(1.79) = 11.202; p < 0.001) in 
the examined group of patients. However, when EI was 
divided into factors, the predictive characteristics of fac-
tor I (using emotions in thinking and acting), which ex-
plained the variability in about 9% (correct. R2 = 0.099;  
p = 0.006 and b = 0.318; p = 0.004), was confirmed. Fac-
tor II (ability to recognise emotions) did not play a predic-
tive role for satisfaction with life.

 Relation between EI and its components and  
satisfaction with life taking the state of health 
into account
In the examined group of people with psoriasis when 

taking psoriasis severity and the percentage of body area 
changed, there were statistically significant relations be-
tween EI and its factors and satisfaction with life (Table 
2). In the case of greater severity of psoriasis the relation 
between EI as a whole and SWL was significant, where-
as in the case of smaller severity, only factor I – using 
emotions in thinking and acting – correlated significantly 
with SWL. If the percentage of body area changed by the 
disease was taken into account, both the whole construct 
and the two factors independently revealed a statistically 
significant correlation with SWL. With a smaller percent-
age of the area changed, neither EI nor any of its factors 
independently revealed a statistically significant relation 
to SWL. 

A statistically significant relation between SWL and 
EI (r = 0.369; p = 0.019) and its factor I – using emotions 
in thinking and acting (r = 0.443; p = 0.004) was also 

Table 1. R-Pearson correlation between emotional intelligence and its components and satisfaction with life in the 
whole group, taking sex and age into account

Emotional intelligence All Women Men
Young 
(n = 41)

Old 
(n = 40)

INTE raw score
0.352 0.434 0.258 0.285 0.434

p = 0.001 p = 0.005 p = 0.107 p = 0.071 p = 0.005

INTE factor I – the use of emotions 

in thought and action

0.334 0.435 0.216 0.301 0.383

p = 0.002 p = 0.005 p = 0.182 p = 0.056 p = 0.015

INTE factor II – emotion  

recognition ability

0.153 0.197 0.099 0.241 0.025

p = 0.172 p = 0.217 p = 0.540 p = 0.129 p = 0.881

Table 2. R-Pearson correlation between emotional intelligence and its components and SWL, taking psoriasis severity 
and percentage of body area changed into account

Emotional intelligence
High severity of 
psoriasis (n = 37)

Low severity of 
psoriasis (n = 41)

Higher %  
of body area  

(n = 38)

Lower %  
of body area  

(n = 60)

INTE raw score
0.453 0.221 0.654 0.091

p = 0.005 p = 0.165 p < 0.001 p = 0.594

INTE factor I – the use of emotions 

in thought and action

0.285 0.372 0.614 0.058

p = 0.087 p = 0.017 p < 0.001 p = 0.733

INTE factor II – emotion recogni-

tion ability

0.202 0.079 0.329 –0.007

p = 0.230 p = 0.624 p = 0.044 p = 0.965
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observed when taking the disease length into account. 
In participants being ill for a longer time there were no 
statistically significant correlations between EI, its factors 
and satisfaction with life found, while in the sub-group 
with a shorter disease history, such correlations were 
found.

Prediction of satisfaction with life

In the first stage of analysis, the characteristics of 
health state and global EI score were included in the 
model. The predictive value of the model was significant 
(R = 0.470; R2 = 0.221; correct. R2 = 0.151; F(6.67) = 3.170; 
p < 0.009). A special role was played by the percentage 

of body area changed, which in the set of qualities ex-
plained about 32% of the variability and independently 
about 25% (partial correlation between the body area 
changed and SWL = –0.251). Furthermore, EI explained 
in the set about 36% of SWL variability and independent-
ly about 38% (partial correlation between EI and SWL = 
0.377) (Table 3). The smaller percentage of body area 
changed with psoriasis and the higher EI, the greater sat-
isfaction with life characterised the examined patients.

Subsequently, the model was checked with replacing 
the global EI construct with individual factors as the pre-
vious analyses showed a significant role of factor I – using 
emotions in thinking and acting, and an extremely insig-

Table 3. Results of multiple regression analysis of a dependent variable – satisfaction with life in group of patients with 
psoriasis

Independent variables b*
Err. std. 
from b*

b
Err. std.  
from b

t(67) Value of p

R. free 0.489 5.895 0.08 0.934

Time of illness [years] 0.135 0.113 0.060 0.051 1.19 0.240

PASI – global result 0.076 0.148 0.047 0.093 0.51 0.610

Occupied area of the body –0.316 0.149 –0.308 0.145 –2.12 0.038

INTE Raw score 0.360 0.108 0.158 0.048 3.33 0.001

Other diseases (1 = yes, 0 = no) –0.017 0.110 –0.318 2.003 –0.16 0.874

Number of hospitalizations 0.004 0.114 0.002 0.072 0.03 0.973

b* – standardized regression coefficient, Err. std. from b* – error standard from b*, b – regression coefficient, Err. std. from b – error standard from b 

Table 4. Results of multiple regression analysis of dependent variable – satisfaction with life in the group of patients 
with psoriasis

Independent variables b*
Err. std. 
from b*

b
Err. std. 
from b

t(66) Value of p

R. free 4.074 5.333 0.76 0.448

Time of illness [years] 0.166 0.115 0.074 0.051 1.43 0.156

PASI – Global result 0.070 0.151 0.044 0.094 0.46 0.646

Occupied area of the body –0.294 0.152 –0.287 0.148 –1.94 0.057

Other diseases (1 = yes, 0 = no) –0.029 0.112 –0.535 2.053 –0.26 0.795

Number of hospitalizations 0.015 0.116 0.009 0.073 0.13 0.899

INTE factor I – the use of emotion in 
thought and action

0.329 0.111 0.662 0.224 2.95 0.004

INTE factor II – emotion recognition 
ability

0.080 0.113 0.137 0.194 0.71 0.481
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nificant role of factor II – ability to recognise emotions. 
The predictive value of the whole model was slightly lower  
(R = 0.460; R2 = 0.211; correct. R2 = 0.128; F(7.66) = 2.524; 
p < 0.023). However, an important change concerned the 
characteristics of the clinical state – percentage of body 
area changed, the predictive value of which lost its statis-
tical significance in spite of the fact that the percentage of 
variability explained was only slightly lowered (partial cor-
relation between the body area changed and SWL = –0.232). 
A significant role was played only by factor I – using emo-
tions in thinking and acting, which in the set of qualities 
explained 33% of SWL variability and independently about 
34% (Table 4). The higher EI expressed in using emotions in 
thinking and acting, the greater satisfaction with life in the 
examined group.

Discussion

The main aim of the research presented is to deter-
mine the relation between the personal resource, i.e. EI 
and satisfaction with life in the group of people suffer-
ing from psoriasis. Firstly, the relation was assumed to 
be positive, that is, people with higher EI would present 
a greater satisfaction with life. Attention was also paid 
to the role of health state characteristics, which turned 
out to modify the relation. 

The results obtained allowed us to confirm the first 
assumption. The examined people with psoriasis pre-
sented a greater satisfaction with life when they had 
higher EI, and in particular when they were able to use 
emotions in thinking and acting.

The result is similar to the ones obtained previously, 
even though they were obtained from a group of healthy 
people – students [44] and regardless of nationality (ex-
amination of the Canadians and the Scotch). The varying 
significance of isolated factors of EI was confirmed as 
well. Emotional intelligence is not a homogenous con-
struct. Its factor focusing on using emotions in thinking 
and acting plays a much more significant role than mere 
ability to recognise emotions [29, 45]. It seems that EI 
plays the role of a resource as much as it really helps 
an individual to function. It turns out that not only the 
access to one’s own resources, but also their modifying 
influence on the consequences of stressful events is im-
portant for them to play their role [31, 46].

Such a role of EI is especially noticeable in the group 
of women and the elderly with psoriasis. Such a relation 
was not observed in the group of men and younger peo-
ple. In spite of the fact that as far as the relation between 
EI and SWL taking age and sex into account is concerned, 
the results are ambiguous [18, 22], similar results were 
obtained for a group of people with Hashimoto’s disease. 
Women were characterised by a greater satisfaction with 
life than men [47]. It is possible that the causes of such 
a situation should be looked for in individual differences. 
Moreover, the elderly as usually less active may be able 

to draw more from their resources. That issue requires 
further research and analysis.

The research into type 1 patients [47] showed that 
emotional control, which reflects the influence of the in-
dividual on the course and external expression, and the 
consequences of emotions, i.e. the ability to react in the 
way that is the most desired by the individual [48] helped 
to sustain satisfaction with life in spite of a severe so-
matic disease [20]. Therefore, the results obtained, which 
make it possible to treat EI as the predictor of SWL seem 
to be logical. The factor – using emotions in thinking and 
acting – is a particularly strong determinant of SWL. Con-
sequently, satisfaction with life of people with psoriasis 
may be predicted basing on their EI.

The second aim of the research was to check the sig-
nificance of the health state of the examined patients 
for the relation between EI and SWL. In the opinion of 
the authors of the method presented in this research EI 
is correlated with a better health state [42], however, to 
a greater degree with psychical than physical health as it 
is suggested by applied meta-analyses [49]. Health, ac-
cording to Hobfoll [46], is one of important resources of 
a state that facilitate acquiring other kinds of resources. 
The results obtained allow us to formulate the following 
conclusions:

I) people ill for a longer period of time are character-
ised by higher EI, but only in the group that was ill for 
a shorter time, a statistically significant relation between 
SWL and EI and its factor I – using emotions in thinking 
and acting was found.

For example, in the group of patients with Graves- 
Basedow disease, the length of the disease started the 
spiral of losses contributing to the increase in such phe-
nomena as the level of neuroticism, emotional motivation 
and avoidance strategy of dealing with stress [47]. The re-
sult obtained in the group of patients with psoriasis sug-
gests an opposite process, i.e. despite prolonged health 
loss, the patients were able to use their own resources.

However, the relation between the length of disease 
and the correlation between one’s own resources and 
satisfaction with life was present only in the group that 
was ill for a shorter time. The role of resources for SWL 
is significant only in the group that is at the stage of ac-
customing themselves to the disease and when they get 
accustomed, the resources do not play such an important 
role any more. 

II) psoriasis severity measured with PASI and the per-
centage of body area changed by the disease do not dif-
ferentiate the degree of EI and SWL in the research group.

As regards that issue, ambiguity may be observed in 
the results obtained so far. Satisfaction with life may be 
treated as a manifestation of psychological adaptation 
[50], but not all chronically ill are able to adapt to the 
life with a chronic disease. When the health deteriorates, 
a fall in satisfaction with life may occur. It should be re-
membered, however, that the chronically ill find satisfac-
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tion in life in different areas from the healthy ones and, 
therefore, a severe course of disease does not always 
mean a decrease in SWL [25]. 

III) taking the severity of psoriasis and the percentage 
of the body area changed into account, there are statisti-
cally significant relations between EI and its factors and 
SWL; in the case of greater psoriasis severity, EI as a whole 
plays a significant role. However, in the situation of small-
er severity, only factor I – using emotions in thinking and 
acting – significantly correlates with SWL. If the percentage 
of the body area changed is taken into account, both the 
whole construct and the two factors independently reveal 
a significant relation to satisfaction with life. With a small-
er body area changed, neither EI nor any of its factors inde-
pendently reveal a statistically significant relation to SWL.

The next conclusion drawn from the research pre-
sented shows that some of the disease qualities may 
be more strongly correlated with the relation between 
resources and one’s own life evaluation. The more severe 
psoriasis was and the larger body area was changed (as 
a result, also uncovered body parts had to be changed), 
the more clearly EI helped to evaluate one’s life as sat-
isfying. In such a situation, its role as a resource helping 
to deal with a difficult situation and buffering against 
the negative consequences of the disease is easily ob-
servable. 

Conclusions

To sum up, it may be stated that EI as a resource 
makes it possible to predict the increase in satisfaction 
with life in the group of people with psoriasis. In addition, 
some health state characteristics, and the percentage 
of body area changed by the disease in particular, fulfil 
a similar, although slightly weaker, role. The more effec-
tively people are able to use emotions in thinking and 
acting when the disease did not change too large body 
area, the more satisfaction they are able to draw from 
life. Although EI overlaps personality to a large degree, 
independently it also explains the variability of satisfac-
tion with life [51].

It should, however, be remembered that EI is not al-
ways able to help individuals to function, that its role is 
limited. It did not help to alleviate the relation between 
everyday troubles and tension [52] and it is not the de-
terminant of adapting to the disease in every group of 
people [53].
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