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Abstract

A meta-analysis of 44 effect sizes based on the responses of 7898 participants found that higher emo-
tional intelligence was associated with better health. Emotional intelligence had a weighted average associ-
ation of r =.29 with mental health, » = .31 with psychosomatic health, and r = .22 with physical health.
Emotional intelligence measured as a trait was more strongly associated with mental health than emotional
intelligence measured as an ability. Comparison of three measures of perceived trait emotional intelligence,
the EQ-1 (Bar-On, 2000), the Assessing Emotions Scale (Schutte et al., 1998), and the Trait Meta Mood
Scale (Salovey, Mayer, Goldman, Turvey, & Palfai, 1995), showed that the EQ-1 had a significantly stron-
ger association with mental health than the other measures. The findings provide a basis for research aimed
at determining the causal relationship between trait emotional intelligence and health.
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1. Introduction

Emotional intelligence consists of the interaction between emotion and cognition that leads to
adaptive functioning (e.g., Salovey & Grewal, 2005). The four-branch model of emotional intel-
ligence (Mayer, Salovey, & Caruso, 2004) posits that emotional intelligence involves the interre-
lated abilities of (a) perception of emotion in the self and others, (b) using emotion to facilitate
decision making, (c) understanding emotion, and (d) regulating emotion in the self and others.
Bar-On’s (2000) mixed model proposes that emotional intelligence consists of emotional self-
awareness as well as various skills or characteristics that may stem from the effective use or reg-
ulation of emotions, such as good interpersonal relationships, problem solving, and stress
tolerance.

Mayer et al. (2004) argued that emotional intelligence is best conceived of as an ability, similar
to cognitive intelligence. In line with this conceptualization they developed first the Multifactor
Emotional Intelligence Scale (Mayer, Caruso, & Salovey, 1999) and then its successor, the
Mayer—Salovey—Caruso Emotional Intelligence Test (MSCEIT; Mayer, Salovey, Caruso, & Sita-
renios, 2003), both maximal performance tests modelled after traditional cognitive intelligence
tests.

Emotional intelligence has also been conceptualized as a trait (Neubauer & Freudenthaler,
2005; Petrides & Furnham, 2001), similar to personality characteristics such as extraversion or
conscientiousness. A trait, or typical functioning, conceptualization and measurement of emo-
tional intelligence can be applied to a mixed model definition of emotional intelligence such as
the one proposed by Bar-On (2000), and operationalised through the EQ-i, to a narrower defini-
tion such as the one originally proposed by Salovey and Mayer (1990), operationalised through
the Assessing Emotions measure developed by Schutte et al. (1998), or to aspects of this earlier
Salovey and Mayer definition, operationalised through the Trait Meta Mood Scale (Salovey
et al., 1995). Observer ratings, such as those provided by the Emotional Competency Inventory
(Boyatzis, Goleman, & Rhee, 2000), as well as self-report measures have been used to assess trait
emotional intelligence. It should be noted that developers of scales such as the EQ-i (Bar-On,
2000) do not necessarily describe their measures as trait measures, instead describing them as mea-
sures of skills or competencies.

Some research indicates that emotional intelligence may vary with age and gender. For exam-
ple, Mayer et al. (1999) found that adults scored higher on an ability test of emotional intelligence
than adolescents and that women have somewhat higher scores than men. Similarly, emotional
intelligence assessed as a trait is higher for women (Goldenberg, Matheson, & Mantler, 2006;
Schutte et al., 1998; Van Rooy, Alonso, & Viswesvaran, 2005) and may increase slightly with
age (Van Rooy et al., 2005).

A meta-analysis of research published before 2003 found that emotional intelligence overlaps
somewhat with both cognitive intelligence and aspects of personality, but also has substantial
separate variance (Van Rooy & Viswesvaran, 2004). Further, this meta-analysis found the follow-
ing predictive validity of emotional intelligence for various outcome realms: employment, .22;
academic, .09; and other performance, .22.

These meta-analytic results indicate that overall emotional intelligence has promise as a
predictor of various life outcomes. Mental and physical health was included with various other
characteristics in the “other performance™ category of the Van Rooy and Viswesvaran (2004)
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meta-analysis. There is now a much more substantial body of research investigating the relation-
ship between emotional intelligence and mental and physical health functioning, warranting meta-
analytic investigation of this area of study.

The adaptive perception of emotion, use of emotion to enhance cognition, understanding of
emotion, and regulation of emotion may contribute to mental and physical health in various
ways. Matthews, Zeidner, and Roberts (2002) pointed out that level of emotional intelligence
may have implications for both mental disorders in which emotion plays a central role as well
as disorders that relate to non-emotional features of emotional intelligence. Mood and anxiety
disorders are examples of disorders that have maladaptive emotional state as core symptoms
(Matthews et al., 2002). The better perception, understanding, and management of emotion of
those with higher emotional intelligence may prevent development of maladaptive emotional
states associated with mood and anxiety disorders. Research has shown that those with higher
emotional intelligence do tend to have typically more positive mood and are better able to repair
mood after a negative mood induction (Schutte, Malouff, Simunek, Hollander, & McKenley,
2002).

Lack of awareness of emotion and inability to manage emotions are key symptoms in some per-
sonality disorders and impulse control disorders (Matthews et al., 2002). Supporting a link be-
tween lower emotional intelligence and lack of awareness of emotional processes as well as
impulse control problems, Schutte et al. (1998) found that lower emotional intelligence is associ-
ated with more alexithymia and less impulse control.

Despite these grounds for predicting that higher emotional intelligence would be related to bet-
ter mental health, under certain circumstances higher emotional intelligence may have maladap-
tive consequences. Petrides and Furnham (2003) found that individuals with higher emotional
intelligence reacted more strongly to mood induction procedures, including a negative induction.
Such greater sensitivity to mood-related stimuli might for some individuals lead to greater distress
under adverse circumstances.

Matthews et al. (2002) pointed out that medical disorders, especially ones with psychosomatic
aspects, are often co-morbid with mood or anxiety disorders. Higher emotional intelligence is
linked with aspects of better psychosocial functioning (e.g., Brown & Schutte, 2006; Salovey
& Grewal, 2005; Schutte et al., 1998; Schutte et al., 2001), including intrapersonal factors such
as greater optimism and interpersonal factors such as better social relationships. Some of these
psychosocial factors, such as more social support and more satisfaction with social support for
those with higher emotional intelligence (Brown & Schutte, 2006), may serve as buffers to physical
illness. Further, those with higher emotional intelligence might be better able to follow through on
commitments to health behaviour and show better medical compliance.

The purpose of the present meta-analysis was to:

1. Obtain an estimate of the overall association between emotional intelligence and health for
three types of health indicators: (a) physical, (b) mental, and (¢) psychosomatic.

2. Examine potential moderating factors of this relationship such as (a) operationalisation of
emotional intelligence as an ability versus as a trait, (b) type of trait measure (Assessing
Emotions Scale, EQ-1i, or Trait Meta Mood Scale), (c) gender of participants, (d) age of par-
ticipants (adolescents or adults), and (e) whether the participants were students or commu-
nity members.
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2. Method
2.1. Literature search

We searched the PsycINFO and Pubmed databases from 28 February 2006 back to the earliest
records for keywords (a) emotional intelligence or emotional competency, and (b) health, mental
health and specific disorders terms. When an article did not have all the information needed for a
meta-analysis, we wrote to the author listed for correspondence to obtain additional information.
We also searched each relevant article as well as review articles and chapters focusing on emo-
tional intelligence for references to other relevant articles.

2.2. Characteristics of included studies

A total of 35 studies were coded to produce 44 effect sizes based on 7898 participants. Partic-
ipants’ mean age ranged from 11 to 51 years. The studies were all published after 1995. For fur-
ther details see Table 1.

2.3. Coding studies

The studies were coded for type of health assessed (mental, physical, or psychosomatic). Mental
health indicators were those closely related to symptoms such as those involved in the core of
disorders described in the Diagnostic and Statistical Manual-IV-TR (American Psychiatric
Association, 2000), for instance measures of anxiety or depression. Physical health indicators
were those that relate closely to physical (medical) health, e.g., limitations in physical function-
ing, physical symptom level, and pain. The psychosomatic health indicators had characteristics
similar to both mental health and physical health, such as measures of chronic fatigue or scales
that measure both mental and physical health. When there were multiple measures of one type
of health category (e.g., multiple measures of mental health) reported in one study, to avoid
biasing the results of the meta-analysis by drawing too many effect sizes from one sample, the ef-
fect sizes for these multiple measures were averaged and coded as one effect size for the meta-
analysis.

The studies were also coded for the type of emotional intelligence measure used (ability, trait, or
both ability and trait measures), and the type of trait emotional intelligence scale. Measures used
in more than one study included the ability measure (test-like) MSCEIT (Mayer et al., 2003) and
its predecessor, the MEIS (Mayer et al., 1999), and three self-report trait measures: Assessing
Emotions Scale (Schutte et al., 1998), the EQ-i (Bar-On, 1997), and the Trait Meta Mood Scale
(Salovey et al., 1995). The Trait Meta Mood Scale was designed to provide three component
scores which are generally not combined. However, there is precedence for combining the three
scales for a total emotional intelligence score (e.g., Lumley, Gustavson, Partridge, & Labouvie-
Vief, 2005; Warwick & Nettlebeck, 2004), and we averaged across scales for the present meta-
analysis. Further, in two studies two different measures of emotional intelligence were used; to
avoid biasing the results of the meta-analysis by drawing too many effect sizes from one sample,
for these studies the effect sizes for the two measures of emotional intelligence were averaged and
coded as one effect size. In Table 1 these two studies are coded as “multiple” for assessment



Table 1

Summary statistics for analysis of the relationship between emotional intelligence and health

Analysis Assessment  Assessment Gender  Age group Participants’ N 1 (Cl_g504, Cli9504)
type method” profile Physical Mental Psychosomatic
health health health
Austin et al. (2005) Trait Emotions Both Adult Mixed® 115 .19 (.01,.36)
Bastian et al. (2005) Trait & Multiple Both Adult/Adol®  Students 246 24 (.12,.35)
Ability
Brackett and Mayer Trait & Multiple Both Adult Students 207 .09 (—.05,.22)
(2003) Ability
Brackett et al. (2004) Ability MSCEIT Both Adult/Adol®  Students 302 .11 (.00,.22)
Brown and Schutte Trait Emotions Both Adult Students 167 .36 (.22, .49)
(2006)
Ciarrochi et al. (2001) Trait Emotions Both Adolescent Students 131 43 (.28,.56)
Ciarrochi et al. (2002) Trait Emotions Both Adult Students 302 15 (.04, .26)
Dawda and Hart (2000) Trait EQ-i Males Adult/Adol®  Students 117 .57 (.43,.68) .30 (.13,.46)
Dawda and Hart (2000) Trait EQ-i Females Adult/Adol® Students 122 62 (.50,.72) .32 (.15,.47)
Day et al. (2005) Trait EQ-i Both Adult Students 114 43 (.27,.57)
Donaldson-Feilder and Trait Trait Meta Mood  Both Adult Community 290 .16 (.05,.27) .16 (.05,.27)
Bond (2004)
Dulewicz et al. (2003) Trait EIQ Both Adult Community 59 .46 (.23,.64)
Extremera and Trait Trait Meta Mood Females Adult Students 99 .02 (—.18,.22) .23(.03,.41) .20 (.00, .38)
Fernadez-Berrocal (2002)
Extremera and Trait Trait Meta Mood Both Adult Students 161 .05 (—.11,.20)
Fernadez-Berrocal (2005)
Fernadez-Berrocal et al. Trait Trait Meta Mood Both Adult Students 292 .12 (.01,.23)
(2004)
Ghorbani et al. (2002) Trait Trait Meta Mood  Both Adult Students 451 32 (.23,.40)
Gohm et al. (2005) Ability MSCEIT Both Adult Students 158 08 (—.08,.23)
Goldman et al. (1996) Trait Trait Meta Mood Both Adult Students 134 .10 (-.07,.27) .15 (-.02,.31)
Hemmati et al. (2004) Trait EQ-i Males Adult Prisoners 119 61 (.48,.71)
Humpel et al. (2001) Ability MEIS subscale Both Adolescent Community 43 01 (-.29,.31)
Jain and Sinha (2005) Trait EQ-i Males Adult Community 250 25 (.13,.36)
Leible and Snell (2004) Trait Trait Meta Mood  Both Adult Students 1,418 21 (.16,.26)
Martinez-Pons (1999-2000)  Trait EISRS Both Adult Community 100 .36 (.18,.52)
Martinez-Pons (1997-1998)  Trait Trait Meta Mood Both Adult Community 108 64 (.51,.74)
Oginska-Bulik (2005) Trait Emotions Both Adult Community 330 16 (.05,.26)
Pau and Croucher (2003) Trait Emotions Both Adult Students 213 29 (.16,.41)
Riley and Schutte (2003) Trait Emotions Both Adult Mixed® 141 38 (.23,.51)
Saklofske et al. (2003) Trait Emotions Both Adult Students 354 38 (.29,.47)
Salovey et al. (2002) Trait Trait Meta Mood  Both Adult/Adol®  Students 104 23 (.04, .40) .23 (.04, .40)
Schmidt and Trait Trait Meta Mood Females Adult Community 210 35 (.23,.46)

Andrykowski (2004)

(continued on next page)
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Table 1 (continued)

Analysis Assessment  Assessment Gender Age group Participants’ N 1 (Cl_9504, Cli9504)
type method profile Physical Mental Psychosomatic
health health health

Schutte et al. (1998) Trait Emotions Both Adult Mixed® 38 .37 (.06,.62)
Slaski and Cartwright Trait EQ-i Both Adult Community 221 .49 (.38,.58)

(2002)
Trinidad and Johnson Ability MEIS Both Adolescent  Students 205 .19 (.05,.32)

(2002)
Tsaousis and Nikolaou Trait Trait Meta Mood Both Adult Mixed® 365 .32 (.22, .41) 43 (.34,.51)

(2005)
Tsaousis and Nikolaou (2005) Trait Trait Meta Mood Both Adult Community 212 44 (.32,.54) .29 (.16, .41)

% Emotions = Assessing Emotions Scale (Schutte et al., 1998); EQ-i (Bar-On, 1997); MSCEIT (Mayer et al., 2003); Trait Meta Mood = Trait Meta Mood Scale
(Salovey et al., 1995); EIQ (Dulewicz & Higgs, 2000); EISRS (Martinez-Pons, 1999-2000); MEIS (Mayer et al., 1999).

® Adult/Adol = both adults and adolescents as participants.

¢ Mixed = students and community members as participants.

976
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Table 2

Meta-analysis summary statistics for the relationship between emotional intelligence and health indicators

Health indicator N, r (Cl_gs0, Cl9se,), SE z p Homogeneity analysis Fail-safe N*
Physical 5 .22 (.08,.36), 0.070 3.13 .002 0(4) = 19.66, p <.001 11

Mental 33 .29 (.23,.34), 0.026 1097  <.001 0(32) = 144.78, p <.001 104
Psychosomatic 6 .31 (.24,.39), 0.038 834 <001 0(5) =3.83, p=.575 21

Note: Effect sizes were weighted by sample size. A significant Q value indicates that homogeneity should be rejected.
4 Reports the number of studies with r = .00 needed to reduce the mean r to the r criterion value (£.07).

method. Finally, studies were coded for gender of participants (male, female, and mixed) and for
age (adolescents, adults, and mixed-age groups).

Two raters independently coded each of the studies. In the few instances in which the coding of
a variable by the two raters was not in agreement, discussion between the authors resulted in a
consensus for the coding.

2.4. Statistical analysis

The meta-analysis used r for the effect size. Inverse variance weighting (w) following equations
recommended by Lipsey and Wilson (2001) was employed to compute descriptive and inferential
statistics. Homogeneity analysis was performed using the Q statistic (Lipsey & Wilson, 2001). The
effect sizes for the factors were examined for univariate outliers (criterion z = 3.30, p = .001) and
multivariate outliers (Mahalanobis distance using criterion y*(5) = 20.52, p = .001), following the
recommendations of Tabachnick and Fidell (2001). No effect sizes were identified as potential uni-
variate outliers. When effect sizes are heterogeneous, random effects models should be employed
for analyses; this produces larger confidence intervals than fixed effects models, leading to more
conservative conclusions (Lipsey & Wilson, 2001). As Table 2 indicates, the effect sizes tended
to be heterogeneous, so we used random effects models for all meta-analytic analyses.

3. Results

Table 1 shows the effect size for each effect size analysis. Every effect size was in the direction of
an association between emotional intelligence and good health. Table 2 reports the meta-analytic
relationship between emotional intelligence and the three types of health indicators. The results
show that mental, physical, and psychosomatic health all had medium effect sizes, with r ranging
from .22 to .31, indicating that on average emotional intelligence explained between 5% and 9% of
the variance in health.

The homogeneity analysis in Table 2 indicates that the effect sizes for physical and mental
health tended to be heterogeneous, suggesting that moderators might exist. Table 3 reports the
results of an examination of five potential moderating factors. Method of assessing emotional
intelligence (ability versus trait) was a significant moderator, with trait measures showing a signif-
icantly higher correlation with mental health. The association between emotional intelligence
measured as an ability and mental health was nonsignificant. There were not enough study results
available to make this comparison with regard to physical health or psychosomatic health.
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Table 3
Moderator analysis for the emotional intelligence health indicator relationship, mixed effects model (method of
moments random effects) analysis

Health indicator Homogeneity Trait Ability Trait & Ability
Analysis
Obetween  df p 1 (Cl_gs0, CLiosv1), R (CI_gs0, CLiosv,), 1 (Cl_gsy, CLi95,),

SE, N SE, N SE, N

Physical NA

Mental 8.51 2 .014 .32(.26,.37),0.028,27 .11 (—.03,.26), 0.074, 4 .17 (-.02,.36), 0.097, 2

Psychosomatic NA
EQ-i Assessing Emotions Scale Trait Meta Mood Scale

Physical NA

Mental 10.74 2 .005 .49 (.37,.62), 0.062, 5 .28 (.18,.38), 0.049, 8 .26 (.19,.34), 0.038, 12

Psychosomatic ~ 2.23 1 135 .35(.24,.45), 0.054, 3 NA .22 (.08,.36), 0.071, 2
Males Females Mixed

Physical 1.84 1 175 NA .02 (—.30,.34), 0.162, 1 .26 (.12,.40), 0.071, 4

Mental 7.48 2 .024 .46 (.30,.62), 0.084, 3 40 (.23,.57), 0.085, 3 .25 (.20,.31), 0.027, 27

Psychosomatic ~ 0.89 2 .642 .30 (.12,.48), 0.094, 1 .27 (.13,.40), 0.068, 2 .35 (.24, .45), 0.052, 3
Adolescents Adults Mixed

Physical NA

Mental 0.87 2 .646 .24 (.05,.43), 0.096, 3 .28 (.22,.34), 0.030, 25 .34 (.20, .47), 0.069, 5

Psychosomatic ~ 0.50 1 478 NA .34 (.24, .44), 0.052, 3 .29 (.18,.39), 0.055, 3
Students General community Mixed

Physical 1.92 2 .166 .06 (—.18,.31),0.125,2 .30 (.07,.52), 0.115, 2 NA

Mental 2.80 2 247 24 (.18,.31),0.032, 18 .32 (.23,.41), 0.046, 10 .35 (.20,.49), 0.075, 4

Psychosomatic NA

Note: Effect sizes were weighted by sample size. There was a limited ability to conduct moderator analysis for physical
and psychosomatic health data sub-sets due to the small number of studies in these areas. Homogeneity was assessed for
each factor level. The homogeneity assumption held for all levels on all factors for all indicators (p > .05).

Evaluation of different trait emotional intelligence instruments showed significantly higher effect
sizes for the EQ-1 with mental health and psychosomatic health than the Trait Meta Mood State
Scale and the Assessing Emotions Scale, except for a slight overlap in effect sizes for the EQ-i
and the Assessing Emotions Scale with regard to mental health. There was also a significant mod-
erating effect for gender on the relationship between emotional intelligence and mental health, with
the highest effect sizes reported in studies that used just males or just females, compared to studies
with both males and females. Age group did not moderate the relationship between emotional intel-
ligence and health, and neither did whether the participants were students nor community members.

4. Discussion

A meta-analysis of 44 effect sizes based on the responses of 7898 participants found that higher
emotional intelligence was significantly associated with better health. Notably, the 33 effect sizes
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for the relationship between emotional intelligence and mental health showed a weighted average
association of r = .29, indicating shared variance between the two variables. Although the meth-
odologies of the meta-analysis and the studies on which it is based do not provide evidence regard-
ing causality, it may be that the better perception, understanding, and management of emotion of
individuals with higher emotional intelligence make it less likely that they will experience mental
health problems. Future research might profitably investigate the efficacy of interventions aimed
at increasing components of emotional intelligence in improving mental health.

The six effect sizes for health outcomes with a strong psychosomatic component, such as fati-
gue, showed a weighted average association of r = .31, similar to the effect size for mental health.
This association might in part be due to the relationship between lower emotional intelligence and
poorer psychosocial functioning that may make individuals more susceptible to psychosomatic
symptoms. Additionally, components of emotional intelligence, such as management of emotions,
may have direct impact on the experiencing of symptoms. Future research might further investi-
gate the links between emotional functioning, mediating and moderating factors, and the experi-
ence of psychosomatic symptoms.

The five effect sizes for the relationship between emotional intelligence and physical health
showed a significant weighted average association of r = .22. This effect size was significantly low-
er than the effect sizes for mental health and psychosomatic health, perhaps reflecting the relative
importance of other causal factors in physical health.

The effect sizes for the relationship between emotional intelligence and three types of health
found in the present meta-analytic investigation compare favourably to the association of .20 be-
tween emotional intelligence and a variety of outcomes, including work and academic perfor-
mance, reported by Van Rooy and Viswesvaran (2004). The overall medium effect sizes for the
association between emotional intelligence and mental and psychosomatic health is comparable
to the relationship between the Big Five Personality Dimensions and symptoms of psychopathol-
ogy reported in a meta-analysis by Malouff, Thorsteinsson, and Schutte (2005). That meta-anal-
ysis showed that Neuroticism had a large effect size, Conscientiousness had a medium effect size,
Extraversion and Agreeableness had small effect sizes, and Openness was not significantly associ-
ated with symptoms of psychopathology. However, a substantial amount of variance in psycho-
pathology symptoms was not accounted for by the Big Five dimensions. As Van Rooy and
Viswesvaran (2004) reported only small to medium associations between emotional intelligence
and the Big Five personality dimensions, it may be that emotional intelligence has useful addi-
tional predictive information over and above the Big Five Dimensions for mental health function-
ing. Future research might explore this issue further and might examine possible mediating effects
of personality.

The present study allowed meta-analytic comparisons between alternative conceptualizations
and measurements of emotional intelligence. Emotional intelligence measured as an individual’s
typical or trait performance, and assessed through self-report of perceived functioning, was more
strongly associated with mental health than emotional intelligence conceptualized as an ability
and assessed through a performance measure. Two studies included in the analysis provided a
side-by-side comparison of ability and trait measures, and those results are worthy of mention.
One study found very similar correlations (associations from —.22 to —.25) between anxiety
and three measures of emotional intelligence, including one ability measure — the MSCEIT,
and two trait measures — the Trait Meta Mood Scale and the Assessing Emotions Scale (Bastian,
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Burns, & Nettelbeck, 2005). The other study found substantially higher correlations (ranging
from —.13 to —.24) between measures of drug, alcohol, and cigarette use and the EQ-i than be-
tween those measures of substance use and either the MSCEIT or the Assessing Emotions Scale
(with rs ranging from .01 to —.06; Brackett & Mayer, 2003). The findings of the Bracket and
Mayer study are consistent with the results of the meta-analysis in that the EQ-i showed a higher
correlation with mental health problems than the other emotional intelligence measures. The find-
ings of the Bastian et al. (2005) study are inconsistent with the meta-analysis results to the extent
that the ability measure of emotional intelligence correlated as highly with mental health problems
as two self-report measures.

The meta-analytic difference between ability and trait measures may in part be due to charac-
teristic emotional intelligence having more relevance to mental health functioning than emotional
intelligence ability, which may be latent. An alternative explanation of this finding is that it may
be in part due to common method bias (Podsakoff, MacKenzie, Lee, & Podsakoff, 2003) in that
measures of perceived trait emotional intelligence and mental health were all based on self-report.
Yet another possibility is that the MSCEIT does not fully measure the domain of emotional intel-
ligence, as argued by Brody (2004). Future research might use multi-method approaches to fur-
ther examine the relationship between trait emotional intelligence and mental health.
Possibilities include examining the association between scores on the observer-rating version of
the Emotional Competency Inventory (Boyatzis et al., 2000) and self-reported mental health
symptoms or relating scores from one of the self-report measures of emotional intelligence to cli-
nician or observer ratings of mental health.

Three measures of perceived trait emotional intelligence, the EQ-i (Bar-On, 2000), the Assessing
Emotions Scale (Schutte et al., 1998), and the Trait Meta Mood Scale (Salovey et al., 1995), were
each used in several studies relating emotional intelligence to mental health outcomes, allowing a
meta-analytic comparison of these trait scales. With an average effect size of .49, the EQ-i had a
significantly stronger association with mental health than the other measures. The EQ-i is based
on a broader conceptualization of emotional intelligence than the other two trait scales, including
characteristics such as good interpersonal relationships and stress tolerance (Bar-On, 2000), and
in this respect may be described as a measure of general adaptation, which is to some extent the
opposite of psychopathology. As the sampling domains of the EQ-i and mental health measures
are similar, it follows that EQ-i scores might show a stronger relationship with mental health.

The relatively small number of studies examining physical and psychosomatic health did not
allow certain analyses. For example, presently there are not enough studies focusing on the rela-
tionship between emotional intelligence and physical health or psychosomatic health to allow
meta-analytic examination of the moderating role of type of conceptualization and measurement
of emotional intelligence. Future research examining the relationship between emotional intelli-
gence and physical and psychosomatic health, using a broad array of emotional intelligence con-
ceptualizations and measurements, might address this lack.

The great majority of studies comprising the meta-analysis reported results for mixed groups of
women and men. However, several studies reported results separately for men and women. There
is no obvious possible explanation for the finding of significantly larger effect sizes for male or
female only groups. The differences might be due to gender mixing serving as a suppressor vari-
able or to unknown qualities of the populations from which the single-gender groups were
recruited.
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The current meta-analysis indicates that overall there are significant relationships between emo-
tional intelligence and mental health, psychosomatic health, and physical health. Through inter-
vention studies, longitudinal designs, and model testing, future prevention and intervention
research might shed further light on the direct and indirect relationships between emotional intel-
ligence and health. Connected to such efforts is the potential of discovering additional avenues for
helping individuals who are experiencing health problems.
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