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ABSTRACT

Introduction: The aim of the study was to assess the relationship between religiosity and social support and pain
perception in patients after surgical procedures.

Material and methods: The research was carried out using the diagnostic survey method, with a survey technique
and research tools in the form of a proprietary survey questionnaire, NRS numerical pain scale, and Zimet’s Multi-
dimensional Scale of Perceived Social Support. Statistical analysis was performed using SPSS Statistics and the
Microsoft Office suite. In statistical analyses, a significance level of p = 0.05 was adopted. The research lasted from
February to March 2020. Eighty patients hospitalized after surgery took part in the study.

Results: More than three-quarters of the surveyed patients after surgery declared themselves as religious. The
vast majority of respondents felt support from family and friends during hospitalization. After surgery the patients
most often rated pain levels at 3 and 4 on the NRS scale. Pain sensations were significantly dependent on only one
examined independent variable, which was gender. The women reported much stronger pain sensations. Women
had a sense of greater support from friends, family, and significant people. The study showed a significant correla-
tion between the pain experienced and the religiosity of patients during hospitalization after surgery. Believing
patients experienced significantly greater pain than non-believers. However, it did not show any correlation between
the pain experienced by the patients and the social support received during hospitalization.

Conclusions: The presented limited study showed that there is a relationship between the pain experienced
and the religiosity of patients, which indicates the need to extend the research and look for other factors modifying

the pain experiences of patients.
Key words: religiosity, social support, pain.

INTRODUCTION

The success of a performed surgical procedure
depends on many factors, including correct pain con-
trol. Inefficient postoperative pain control may lead
to negative consequences for the patient, including
the development of chronic pain [1]. In total, 30-80%
of patients experience acute postoperative pain [2].
The factors influencing the pain threshold, include
gender, age, disease duration, and genetic determi-
nants, but also others like cultural conditions, a sense
of loneliness, or one’s philosophy of life/religion. Reli-
gious commitment may result in an increased assess-
ment of the quality of life, better well-being, increased
hopes for the future, and satisfaction with one’s
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health, as well as coping with stress and pain [3]. On
the other hand, there are reports of the negative im-
pact of religiosity on the perception of pain, increasing
the perception of it, and causing resignation from the
current treatment or various forms of prophylaxis [4-6].
A surgical procedure, especially an emergency one,
may be perceived as a punishment from God, causing
a strong feeling of guilt, deterioration of mood, and in
extreme cases even depression or suicidal thoughts
[7, 8]. As mentioned earlier, social relations are also
related to the health of an individual and undertak-
ing behaviours aimed at maintaining or restoring the
health potential [9]. Patients after surgical procedures
can often feel loneliness and isolation caused, among
others, by pain, reduced physical fitness, reduced in-
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tensity of social contacts, giving up favourite activities
and hobbies, and a temporary or permanent inability
to work. This can lead to mental disorders, such as
anxiety, depression, and lack of control over one’s cur-
rent health condition. Social support plays an impor-
tant role in situations of danger, misfortune, and dis-
eases where external help is needed [10]. People who
receive greater social support focus more on deliber-
ate problem-solving, actively seek further support,
and a positive re-evaluation is observed. On the other
hand, for those in whom this support is lacking, wish-
ful thinking, taking responsibility for previous events,
and blaming oneself are of great importance [11, 12].

AIM OF THE STUDY

The aim of the study was to assess the relation-
ship between religiosity and social support and the
level of pain perception in patients after surgery.

MATERIAL AND METHODS

The research was carried out using the diagnos-
tic survey method, using research tools in the form
of a proprietary questionnaire, the Multidimensional
Scale of Perceived Social Support by Zimet et al. [13],
and the numerical rating scale (NRS) [14]. The original
questionnaire included questions related to the pro-
fession of faith and socio-demographic data (age, gen-
der, place of living, education). The Multidimensional
Scale of Perceived Social Support made it possible to
evaluate the support network and its most valuable
sources among the respondents. This scale contains
12 statements referring to the multidimensionality of
perceived social support, taking into account the sig-
nificant person, family, and friends. The respondents
referred to the statements using a 7-point scale, from
1 (I strongly disagree) to 7 (I strongly agree). The au-
thors of the scale divided it into 3 subscales concern-
ing support from friends, family, and a significant per-
son. In each of the subscales, the subject could score
from 4 to 28, and for the entire scale — from 12 to
84 points [13]. The NRS numerical pain scale is highly
reproducible and useful in scientific applications, and
it has been shown to be sensitive and reliable. Due to
its comprehensibility for patients and ease of use, it
is currently recommended in clinical practice for both
acute and chronic pain assessment. The NRS includes
11 levels of pain intensity, where O is no pain at all
and 10 is the worst pain imaginable [14]. Statistical
analysis was performed with SPSS Statistics and MS
Office. The significance of relationships between the
variables of a nominal nature was tested using the
chi-square (y?) test of independence. For quantitative
variables, the difference between 2 independent mean
scores was checked using Student’s t-test for indepen-
dent samples. The significance of differences between
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more than 2 unrelated quantitative variables was
tested using one-way analysis of variance. The corre-
lations between the rank variables were checked us-
ing the Spearman rank correlation coefficient.

Organization and course of the study

The research was carried out among patients
staying in the Department of General, Oncologi-
cal, and Vascular Surgery at the 5™ Military Clinical
Hospital with a Polyclinic in Cracow in the period
from February to March 2020. The study covered pa-
tients who underwent surgery and were in this ward.
The study was conducted and developed in accor-
dance with the principles of Good Scientific Practice,
the Act of 10 May 2018 on the protection of personal
data, the principles of the Helsinki Declaration, and
was in accordance with the regulations of the Euro-
pean Parliament and of the Council (EU) 2016/679 of
27 April 2016 on the protection of individuals with re-
gard to the processing of personal data and on the
free movement of such data, and repealing Directive
95/46/EC (General Data Protection Regulation) [15].
The participants of the study were provided with all
the necessary information about the study; they were
informed, among others, about the purpose of the
study, voluntary participation in it, and the possibil-
ity of withdrawing from participation in it at every
stage of its conduct. The questionnaire was com-
pleted by the patients independently, simultaneously.
Eighty-nine questionnaires were distributed among
the patients. Nine questionnaires were rejected be-
cause they were only partially completed. Eighty fully
completed questionnaires were qualified for the final
statistical analyses.

Characteristics of the studied group

Eighty people participated in the study. More
than half of the respondents were women (53.8%).
The respondents were aged from 25 to 85 years, and
the average age of the respondents was 52.14 years
(Me = 51.5, SD = 14.05). More than half of the respon-
dents lived in cities with more than 500,000 inhabit-
ants (52.5%), and then in cities with up to 50,000 in-
habitants (20%), in rural areas (17.5%), and in cities
with 150 to 500 and 50 to 150,000 inhabitants (5%).
The largest group were respondents with higher edu-
cation (42.5%), followed by secondary (40%), voca-
tional (16.3%), and primary (1.3%) education.

RESULTS

The respondents were most often patients after
elective surgery (63.7%). The average length of the re-
spondents’ hospitalization was 6.96 days (SD = 2.34,
Me = 7, min = 1, max = 14). The procedures of most
respondents were without complications (86.3%).
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Analysis of data on the religiosity
of the respondents

Most of the studied group were believers (77.5%).
Among the believers, the largest group were Catho-
lics (87.1%), while among the remaining respondents
were Orthodox (6.5%), Protestants (3.2%), and Mus-
lims (3.2%). Most often, the respondents took part in
religious practices once a week (39.4%), then 1-2 times
a month (19.7%), several times a week (18.2%), sever-
al times a year (10.6%), and “participated in general”
(12.1%). Most of the religious respondents did not serve
in the religious institutions to which they belonged
(65.6%). A significant relationship was found between
sex (x?[1; N = 80] = 6.051, p < 0.05, Phi = —0.275) and
the place of residence of the respondents and religios-
ity (x?[1; N = 80] = 15.841, p < 0.05, V = 0.445). Women
and people living in cities with more than 500,000 in-
habitants significantly more often defined themselves
as believers. However, no significant difference in re-
ligiosity depending on age, education, marital status,
and professional activity was found. People who de-
fined themselves as deeply religious constituted the
most numerous group of respondents (60.3%), people
seeking faith constituted 31.7%, and the remain-
ing respondents were unable to define themselves.
A significant relationship was found between the
self-esteem of faith and the age of the respondents
(* [1; N = 58] = 7.690, p < 0.05, V = 0.364) and their
place of residence (x? [1; N = 58] = 7.206, p < 0.05,
V = 0.352). The respondents up to the age of 40 years
significantly less often described themselves as deeply
religious, while the respondents living in cities with
more than 500,000 inhabitants significantly more of-
ten described themselves as deeply religious. There
were no significant differences in the self-assessment

of faith depending on gender, education, marital sta-
tus, and professional situation.

Analysis of the results obtained
in the Multidimensional Scale
of Perceived Social Support

The average of the results obtained by the respon-
dents in the Multidimensional Scale of Perceived So-
cial Support was 70.81 (Me = 72, SD = 13.75). Also, in
terms of all subscales, they were close to the upper
limit of possible points: in the subscale of support
to friends (M = 23.24, Me = 24, SD = 4.99), families
(M = 23.78, Me = 24, SD = 4.64), and a significant
person (M = 23.80, Me = 24, SD = 4.80). Detailed data
obtained in the Multidimensional Scale of Perceived
Social Support are presented in Table 1.

Analysis with Student’s t-test for independent
samples showed significant differences in the mean
results obtainedin all subscales, depending on: gender
— general social support index (t = —2.639, p < 0.05),
support from friends (t = —3.117, p < 0.01), families
(t =-2.211, p < 0.05), a significant person (t = -2.182,
p < 0.05); attitude to religion — general social sup-
port index (t = 2.548, p < 0.05), support from friends
(t=2.271, p < 0.05), families (t = 2.624, p < 0.05), and
a significant person (t = 2.383, p < 0.05). On all sub-
scales, women and religious people felt a sense of
greater support from friends, family, and significant
others. The analysis did not reveal any significant
differences depending on marital status and profes-
sional activity. The one-way analysis of variance did
not show significant differences in the mean results
obtained in individual subscales of the Multidimen-
sional Scale of Perceived Social Support, depending
on age, place of residence, and education.

Table 1. Results of the Multidimensional Scale of Perceived Social Support (N = 80)

The claims of the Multidimensional Scale of Perceived Social Support 29 % . § . ° < - . " :: .
S¥ obh §° 3 EE B £h
g 2 5% £8§ s I g~
There is a special person who is around when | am in need. 2.5 - 2.5 25 212 313 400
There is one particular person with whom | can share my joys and sorrows. 2.5 1.3 2.5 50 187 313 387
My family is really trying to help me. 1.3 - 3.7 13 150 325 462
| get the emotional help and support | need from my family 2.5 - 3.7 63 10.0 325 450
I'have one particular person who is a real source of comfort/support for me. 2.5 - 2.5 75 150 250 475
My friends are really trying to help me. 2.5 1.3 3.7 63 175 350 337
I can count on my friends when things go wrong. 2.5 2.5 13 25 225 325 362
I can talk to my family about my problems. 2.5 - 2.5 88 125 350 387
| have friends with whom | can share my joys and sorrows. 2.5 1.3 3.7 50 187 313 375
There is a special person in my life who cares about my feelings. 13 2.5 13 37 162 275 475
My family is happy to help me make decisions. 3.7 - 1.3 63 225 300 362
| can talk to my friends about my problems. 2.5 2.5 - 25 250 288 387
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The level of pain intensity among
the respondents

The pain sensations of the respondents examined
using the numerical scale of the NRS were estimated
at the average level of 3.2. Pain was most often as-
sessed at levels 3 and 4; the lowest pain level was 1,
and the highest was 6. The analysis with Student’s
t-test for independent samples showed a significant
difference in mean pain intensity scores depending
on gender (t [78] = —2.638, p < 0.05). Women expe-
rienced much stronger pain than men. The one-way
analysis of variance did not show a significant differ-
ence in the average pain severity ratings depending
on age, place of residence, and education. The analy-
sis with Student’s t-test for independent samples did
not show a significant difference in the mean assess-
ment of pain intensity depending on marital status or
professional activity.

The level of perceived pain
and the religiosity of the respondents

Analysis with Student’s t-test for independent
samples showed a significant difference in the mean
assessment of pain intensity depending on the atti-
tude to religion (t [78] = 2.289, p < 0.05) or assess-
ment of one’s religiosity (t [78] = —2.090, p < 0.05).
The religious respondents and those who described
themselves as deeply religious experienced much
stronger pain than non-believers (average pain inten-
sity scores — 3.33 vs. 2.70) and people seeking faith
(average pain intensity scores — 3.61 vs. 3.10).

The level of perceived pain
and the received social support
of the respondents

Correlation analysis showed no significant rela-
tionship between the assessment of the severity of
pain experienced by the respondents and the general
index of social support (r = 0.124, p > 0.05), as well as
the level of support obtained from friends (r = 0.145,
p > 0.05), family (r = 0.142, p > 0.05), and a significant
person (r = 0.069, p > 0.05).

DISCUSSION

One of the many problems of modern medicine
is postoperative pain, which accompanies most pa-
tients after surgery. In 1995, the American Pain Soci-
ety recognized pain as the fifth vital parameter that
should be measured and treated [16]. Effective pain
relief brings several benefits for the patient, includ-
ing increasing the comfort in the course of hospital-
ization, reducing the number of complications, and
the length of stay in the hospital, as well as for the
hospital — significantly reducing the costs incurred
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for treatment [17]. In the treatment of pain, a holis-
tic approach to the patient is important, treating the
care of the patient not only in terms of their body
and mind, but also their social environment and spir-
ituality/religiosity. Religiousness is a very important
aspect of the life of most Poles. According to the data
of the Public Opinion Research Centre (CBOS) from
2018 [18], 92% of respondents defined themselves as
believers, while in the above study it was 77.5% of
people. There is also a noticeable difference in the
proportion of deeply religious people: in the CBOS
study it was 84%, while in the presented study it was
60.3%. According to the Central Statistical Office
(GUS) [19], the overwhelming number of believers
in Poland declare belonging to the Roman Catholic
Church (91.9%); similar declarations were obtained
in the presented study (87.1%). To search for results
of other researchers for discussion, the following
keywords were entered into 4 reference databases
(Google Scholar, PubMed, Medline, and Research-
Gate): patients, pain, surgery, social support, religi-
osity, and spirituality. As a result of the search, over
8000 articles on this subject were found, of which
nearly 60 articles were analysed. Only 6 were found
to be relevant to the subject of the presented work,
and only one showed the influence of religiosity on
the level of pain.

In the conducted study using the NRS scale, post-
surgical patients most often rated their pain at levels
3 and 4. Similar values of perceived pain, at level 4,
were observed in the study of postoperative pain
assessment as a monitoring factor for the patient’s
condition by Borek et al. [20]. Other results can be
found in the study on postoperative pain assessment
by van Dijk et al. [21], in which patients 24 hours after
surgery most often reported pain at level 2. In the
study by Gaweda et al. [22], patients most often as-
sessed postoperative pain on the level from 2 to 8
(mean 5.8). Patients after carotid artery restoration,
studied by Rybicka [23], experienced pain on average
at the level of 4.27. On the other hand, patients after
cardiac surgery, examined with the visual analogue
scale (VAS) scale by Jakubéw et al. [24] on the first
postoperative day, assessed their pain in the range
from 1 to 8 (mean 3.18). The VAS scale was also used
by Dziki et al. [25] in a study of patients after cardiac
surgery, with the results most often at a moderate
level, which means 5 points on this scale (5). The pre-
sented study showed that women declared signifi-
cantly greater pain intensity. The same results were
obtained in the study of patients after surgery by Ko-
todziej and Karpel [26]. On the other hand, the studies
by Gaweda et al. [22] did not show any relationship
between the level of pain experienced and gender,
but it was shown that pain was related to the level
of education and age, which was not observed in the
present study. Similarly, Jakubéw et al. [24] and Dziki
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et al. [25] did not show any relationship between pain
and sex. The results of the study also showed that
the level of perceived pain was significantly differen-
tiated by the level of religiosity of the respondents.
Patients declaring a high degree of religiosity more
often suffered greater pain. These results are con-
sistent with the studies by Zalewska-Puchata et al.
[27], which show that thanks to their faith, people
were able to accept certain incomprehensible, new
situations, but sometimes it contributed paradoxi-
cally to an increase in pain sensations. On the other
hand, studies conducted by Delgado-Guay et al. [28]
among patients with advanced cancer stage indi-
cate that spirituality and religiosity were a source
of strength and helped patients and their caregivers
to overcome and cope with the disease. Equally im-
portant in the overall treatment and its course is the
received social support and the use of the support
networks they have built. In the conducted studies,
most patients felt support from family, friends, and
acquaintances. A similarly high level of social support
was diagnosed by Grochans et al. [29] among pa-
tients with multiple sclerosis. In the presented study,
the correlation analyses carried out did not show any
significant relationships between the assessment of
pain intensity and the received social support. On the
other hand, in the study by Richmond et al. [30] of
post-traumatic adults, the protective effect of a high
sense of received social support in relation to the per-
ceived pain was observed in the group of men and in
married people. The above study showed that women
received greater support from friends, family, and sig-
nificant others. The sense of received social support
was differentiated by education, i.e. the level of sup-
port increased with the level of education.

This study should be considered in terms of its
strengths and weaknesses. Undoubtedly, one of the
strengths of the study was to take up the problems
that have rarely been described in the literature.
A limitation of the study was the small study group,
which makes it difficult to relate the results to the en-
tire population. In addition, when designing the study,
it was not uniformly specified whether the respon-
dents were to stay on the ward for a certain number
of days, and the respondents were not distinguished
in terms of the disease entity present. Moreover, the
research was conducted for a relatively short period of
time, which did not allow us to fully obtain feedback
from a large number of respondents.

Further exploration of this topic will allow us
to obtain evidence on postoperative pain, which is
undoubtedly important in improving the quality of
life of people after surgical procedures, and it will
strengthen the holistic approach to patients, taking
into account the aspect of their religiosity and beliefs
that might differentiate their perception of everyday
experiences.
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CONCLUSIONS

The study showed a significant correlation be-
tween the perceived pain and religiousness of patients
during hospitalization after surgery. Believing patients
felt significantly more pain than non-believers.

The study did not show any correlation between
the pain experienced by the patients and the social
support received during hospitalization.

Pain sensations were significantly dependent on
only one of the examined independent variables, i.e.
gender. Women reported experiencing much stronger
pain sensations than men.

Disclosure
The authors declare no conflict of interest.
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