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changes were also explored. The participants were 60 patients of a specialized alcohol addiction 

treatment center attending structural-strategic residential group therapy. Self-efficacy, well-being 
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problem-focused, emotion-focused, and meaning-focused strategies plus seeking social support) 

were assessed twice: at admission and then at the end of the treatment, i.e., six weeks later. The tools 

used for this purpose were, respectively: Schwarzer et al.’s Generalized Self-Efficacy Scale (GSES), 

Diener et al.’s Satisfaction With Life Scale (SWLS), Beck Depression Inventory (BDI), and 

Gruszczy ska’s Coping Questionnaire (KRS). The results of bivariate latent growth curve analysis 

with bootstrapping show a decrease in depression as well as an increase in strategies focused on 
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which indicates that the intensification of coping is connected with a decrease in depression. 

Additionally, pretest coping intensity was shown to moderate changes in satisfaction with life, 

which increased only in the “low copers” group. For the remaining variables, significant interindivi-
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INTRODUCTION 

Alcohol addiction treatment poses a constant challenge for researchers as 

well as for practitioners, mainly due to its relatively low effectiveness. The 

proportion of people who maintain abstinence after its completion varies be-

tween 20% and 50% (e.g., Grønbæk & Nielsen, 2007; Kuci ska & Mellibruda, 

1997; Miller, Walters, & Bennett, 2001), and about a half of the patients fail to 

complete their treatment (Chodkiewicz, 2006; Mellibruda & Wlodawiec, 1997). 

Efforts to improve the effectiveness of psychotherapy concentrate on analyz-

ing the role of specific factors – i.e., ones typical for a given therapeutic school – 

as well as non-specific ones, being the characteristics of patients and patient-

therapist relationships (Cooper, 2010). Since in the case of alcohol addiction the 

effectiveness of therapies based on different models turns out to be roughly the 

same (e.g., Norman et al., 2010; Raytek, Morgan, & Chung, 2005; cf. also 

Project MATCH Research Group, 1997), research focuses on identifying non-

specific treatment factors, associated, for example, with patients’ individual re-

sources and deficits (cf. Cierpiałkowska & Kubiak, 2010). A detailed description 

of research findings lies beyond the scope of this paper; still, certain regularities 

are worth noting. Despite clear differences concerning measurement tools and 

study groups, factors such as self-efficacy, the sense of coherence, social support, 

and active coping strategies consistently show positive correlations with treat-

ment completion and the maintenance of abstinence (e.g. Adamson, Sellman, & 

Frampton, 2009; Chodkiewicz, 2005, 2006; Humphreys et al., 1999; Levin,  

Ilgen, & Moos, 2007). A majority of results also prove that high anxiety and 

depression as well as the use of avoidance coping strategies play a negative ro- 

le in the therapeutic process and the subsequent maintenance of abstinence 

(Chodkiewicz, 2006; Gamble et al., 2010; Willinger et al., 2002). Finally, studies 

on the quality of life, increasingly popular in recent years, indicate that its low 

level contributes towards therapy interruption and abstinence breach (Foster et 

al., 1998; Laudet & White, 2008).  

The Polish research regarding the relations between the patients’ characteris-

tics and psychotherapy effectiveness are usually cross-sectional (evaluation only 

at admission or at the end of therapy), which makes it impossible to conclude 

what changes occur during alcohol addiction treatment (cf. Chodkiewicz, 2012). 

This is a considerable limitation, since all addiction models and all therapies 

based on these models assume that in the therapeutic process a number of signifi-

cant changes in intrapsychic and interpsychic mechanisms sustaining addiction 

should occur. The occurrence of those changes is treated as a necessary condition 
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to maintain permanent abstinence and live a satisfactory life (Beck et al., 2007; 

Cierpiałkowska & Ziarko, 2010).  

The above assumptions are also present in the program of therapy for 

alcoholics applied in Poland, designed by J. Mellibruda and his research team, 

called the structural-strategic approach. On the one hand, this approach is based 

on the assumptions underlying the so-called Minnesota Model (Anderson, 1993), 

in which addiction is viewed as an incurable, progressive, and potentially fatal 

disease, whose treatment should draw on the experience of the Alcoholics Ano-

nymous movement. On the other hand, it rests on the assumptions of cognitive-

behavioral and interactive therapy (Cierpiałkowska & Ziarko, 2010; Cierpiał-

kowska & Kubiak, 2010). The psychotherapy of addiction following this 

approach postulates the necessity of a number of changes occurring in its course: 

changes concerning behaviors and attitudes as well as emotional, cognitive, and 

self-image-related processes (Mellibruda, 1997; Mellibruda & Sobolewska- 

-Mellibruda, 2006). 

Attempts are made to monitor those changes by means of longitudinal stu-

dies, but these are relatively rare. Such studies indicate that treatment may lead 

to changes concerning emotional regulation and cognitive processes as well as 

coping. Namely, the following have been observed: a change in thinking about 

alcohol and an increase in perceived support from family and friends (Orford et 

al., 2006), an increase in the ability to cope with difficulties and a decrease in 

psychopathology (Kuci ska & Melibruda, 1997), an intensification of coping by 

planning accompanied by a decrease in denial (Chodkiewicz, 2001), as well as  

a decrease in emotion-oriented and avoidant-distractive coping styles, accompa-

nied by an increase in task-oriented and avoidant-social coping styles (Mroziak, 

Wójtowicz, & Woronowicz, 1999). Finally, studies concerning the quality of life 

show its increase both during alcohol addiction treatment and during the 

maintenance of abstinence (Donovan et al., 2005; Lahmek et al., 2009). How-

ever, it should be noted that some studies indicate that the increase in life 

satisfaction does not concern the entire group undergoing therapy, which argues 

for the existence of interindividual variability in this respect, and that transfor-

mations within coping may have a more complex character and may not concern 

all coping methods to the same degree (cf. Chodkiewicz, 2001). Summing up, it 

can be observed that even though the occurrence of various changes during 

treatment has been demonstrated, the questions of interrelations between them 

remain unanswered, despite the crucial practical significance of this issue. 

Research within this problem area should focus primarily on residential therapy, 

since it turns out to be definitely less effective in Poland than outpatient treat-



JAN CHODKIEWICZ, EWA GRUSZCZY�SKA

�

88

ment: the percentage of people maintaining full abstinence after these kinds of 

therapy is 20% and 52%, respectively (Kuci ska & Mellibruda, 1997). 

In view of the above, the following research questions were posed: 

1) Are there positive changes in self-efficacy, psychological well-being, and 

coping strategies between the beginning and the end of residential alcohol addic-

tion psychotherapy? 

2) Do changes in self-efficacy, psychological well-being, and coping strate-

gies depend on the initial values of these variables and do these changes differ 

between individuals? 

3) Is there a relationship between changes in coping strategies and changes in 

psychological well-being or in self-efficacy? 

It was decided that psychological well-being should be approached in two 

aspects: as satisfaction with life (positive well-being) and as depression (negative 

well-being), which reflects a current tendency in studies on alcohol dependency 

(cf. e.g. Ginieri-Coccossis et al., 2007). Of the coping strategies, in addition to 

problem-focused, emotion-focused, and seeking social support strategies, mean-

ing-focused coping was also included, which is a novelty, introducing Folkman’s 

modification (2008) to the classical model of stress and coping. She found that 

meaning-focused coping plays an important role in maintaining well-being de-

spite prolonged chronic stress (Folkman, 1997). The basic function of these 

strategies is a positive reappraisal of and looking for meaning in both the current 

difficult situation and one’s own activity in it. 

It was, therefore, expected that during treatment changes would occur con-

cerning psychological well-being and coping strategies. More specifically, an 

increase in positive well-being and a decrease in negative well-being was expec-

ted. Likewise, it was hypothesized that the intensity of meaning-focused, pro-

blem-focused, and seeking social support strategies would increase. The research 

question of emotion-focused coping was left open. Drinking alcohol plays an 

important role in emotion regulation and changes in these processes are one of 

the aims of alcohol addiction treatment (Mellibruda & Sobolewska-Mellibruda, 

2006). However, the empirical findings are inconclusive in this respect – namely, 

both positive and negative effects of emotion-focused coping are found, depend-

ing on the model applied (Ivory & Kambouropoulos, 2012; Veenstra et al., 

2007). We also expected that self-efficacy would increase during the therapy 

because according to Marlatt and Gordon’s (1985) cognitive-behavioral model of 

relapse (cf. also Marlatt, 1985), which the Polish structural-strategic approach is 

also based on, self-efficacy increases with the extension of abstinence time, espe-

cially as a result of positive experiences in coping with alcohol craving. At the 
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same time, interindividual variability of these changes was assumed to exist: in 

keeping with Hobfoll’s (2006) perspective, we expected that people with higher 

initial resources – that is, with higher psychological well-being and self-efficacy 

– would first of all experience their further increase. 

Finally, we assumed that, in agreement with the psychotherapy model, the 

changes described would be correlated, meaning that a change in coping strate-

gies would correspond with a change in self-efficacy and well-being. Because 

these latter constructs are considered to be more stable and less prone to modi-

fication, we assumed that it would be the change in coping strategies – namely, at 

the behavioral, cognitive, and emotional levels – that would constitute the basic 

mechanism of change (Chung et al., 2001). Still, due to the complexity of the 

therapeutic process, we retained the concept of correlated change, without indi-

cating cause-and-effect relationships.  

METHOD 

Participants 

A total of 74 alcohol-addicted adults participated in the study
1
; 60 of them 

completed it, which is 81% of the initial sample. All participants met the ICD-10 

criteria for alcohol addiction, which was confirmed by psychiatric examination. 

Completers were 12 women and 48 men, aged from 22 to 66 years (M = 45.3, SD

= 10.05, normal distribution, with K-S = 0.055, ns). The proportion of partici-

pants in intimate relationships was slightly higher (55%) than that of single 

participants (45%); 68.5% had children; 28.3% participants had higher, 43.3% 

secondary, and 21.7% vocational education. A majority (65%) reported a pro-

blem drinking period lasting over 10 years and one in two participants admitted 

that there had been an alcohol problem in their families of origin. 

Tools 

Beck Depression Inventory (BDI). The negative aspect of well-being was 

estimated using A. Beck’s Self-Rating Depression Inventory, in the Polish adap-

tation by Parnowski and Jernajczyk (1977). This tool comprises 21 categories 

describing potential depressive symptoms, with four answers to choose from: 

participants score 0 points for behaviors with no such symptoms and 4 points for 

1
 The data were collected by Katarzyna Sagadyn as M.A. thesis material. �
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those that show their high intensity. The indicator is calculated by adding up the 

points. Its higher values indicate a greater intensity of symptoms. Reliability, 

measured by Cronbach’s alpha, was .90 in the first assessment and .86 in the 

second one. 

The Satisfaction With Life Scale. The positive aspect of well-being was meas-

ured with Diener et al.’s Satisfaction With Life Scale (SWLS) in the Polish adap-

tation by Juczynski (2001). The scale consists of five items, which participants 

rate on a seven-point scale by indicating the extent to which they agree with  

a given statement (from 1 = totally disagree to 7 = totally agree). The ratings are 

then added up, and the result reflects the overall level of satisfaction with life. 

Cronbach’s alpha coefficient in our study was .82 in the first and .86 in the 

second assessment, respectively. 

The Generalized Self-Efficacy Scale. Self-efficacy was measured with the 

Polish version of the Generalized Self-Efficacy Scale (GSES), developed by 

Schwarzer, Jeruzalem, and Juczynski (Juczynski, 2001). The questionnaire com-

prises 10 statements with a four-point Likert-type scale (from 1 = no to 4 = yes). 

The indicator is calculated by adding up the points; its higher values represent 

higher self-efficacy. Cronbach’s alpha in our study was .89 in the first and .90 in 

the second assessment. 

The Coping Questionnaire. Coping strategies were evaluated using Grusz-

czynska’s Coping Questionnaire (KRS), which takes into account Folkman’s 

modification of the stress and coping model. Apart from the traditional functions 

of coping behaviors, i.e. emotion-focused and problem-focused, this tool also 

identifies meaning-focused strategies. It was developed based on statements from 

other commonly used coping operationalizations (WCQ, Lazarus & Folkman, 

1984; CISS, Endler & Parker, 1990; COPE, Carver, Scheier, & Weintraub, 1989), 

plus additionally generated items describing activities aimed at seeking meaning 

in stressful situations and investing them with meaning. In this way, the experi-

mental version was obtained, comprising 51 statements with a 5-point Likert 

scale (from 1 = I definitely didn’t behave like this to 5 = I definitely behaved like 

this). The hypothesized factor structure was verified by an exploratory factor 

analysis with varimax rotation. The procedure yielded a clear structure of three 

theoretically expected subscales: problem-focused strategies (13 statements, e.g., 

I try to work out a strategy or plan specifying what should be done), emotion- 

-focused strategies (11 statements, e.g., I do anything, just to forget about my 

own emotions), and meaning-focused strategies (13 statements, e.g., I tell myself 

that everything that happens in my life is meaningful) – plus a supplementary 

subscale, labeled as seeking social support (5 statements, e.g. I seek support and 



RESIDENTIAL TREATMENT OF ALCOHOL-ADDICTED PATIENTS

�

91

understanding from others). Thus, turning to people for help or seeking their 

company in the face of difficulties appeared to be a behavior qualitatively 

different than those described by the remaining statements. Due to the specificity 

of alcohol addiction, this subscale was included in the version of the tool used in 

the present study. Initial information concerning the discriminant validity of the 

subscales points to their functional differences among alcohol-addicted patients 

during the recovery process (Kaczmarczyk, 2011; Markiewicz, 2011). 

Ultimately, by adding up items and then, due to their different numbers, aver-

aging the total, four coping indices were obtained: problem-focused, emotion- 

-focused, meaning-focused, and seeking social support. Cronbach’s alpha for the 

subscales were, respectively: .89, .80 .78, and .81 in the first survey and .91, .54, 

.94, and .83 in the second one. As can be seen, for emotion-focused coping the 

coefficient is below satisfactory value in the final assessment. This issue will be 

raised in discussion.  

PROCEDURE 

The study had a longitudinal character and took place at an addiction treat-

ment center accredited by the State Agency for the Prevention of Alcohol-Re-

lated Problems (PARPA), conducting residential therapy based on the structu- 

ral-strategic approach. The psychotherapy following this approach comprises  

a number of procedures and techniques, such as educational activities (education 

and microeducation), self-analyses of events from the patient’s life, the provision 

of constructive behavior patterns, the practice of skills important in building  

a life without alcohol, the introduction of patients to the AA 12-Step Program, 

especially to the first step, which is the recognition of one’s own helplessness 

against alcohol, and encouraging them to participate in AA meetings (Mellibruda 

& Sobolewska-Mellibruda, 2006). The first assessment took place before the 

beginning of the therapy and the next one was carried out after its completion, 

six weeks later. Each time, after obtaining the participants’ informed consent, 

coping strategies, self-efficacy, and both aspects of psychological well-being 

were assessed.  

STATISTICAL ANALYSIS 

The assessment of change is traditionally carried out using the repeated 

measure analysis of variance. Yet, this method has a major weakness. Namely,  
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it concerns exclusively those findings that manifest themselves at the level of 

group means, treating intra-group diversity as a source of error in capturing the 

regularities that hold for the entire group, which results in imposing certain 

preconceptions on covariance between measures (Konarski, 2004). This inspired 

the development of such statistical models that not only determine change with 

greater precision at the group level but also capture its interindividual variability 

(Hser et al., 2001). One of such methods is latent growth curve analysis (LGC, 

Duncan et al., 1999). It involves a shift in emphasis compared to traditional 

(M)ANOVA, which means that change is examined primarily at the individual 

level, with the group trajectory being determined, as it were, in addition and 

based on the average value of individual changes. Because the present study was 

intended to examine correlated change, i.e. to investigate how the intensity of 

two constructs covaries between the beginning and the completion of the therapy, 

bivariate LGC analysis was applied (McArdle, 2009). It is presented in Figure 1. 

As can be seen, two measurements of a and b variables are conceptualized here 

in the form of two latent variables: intercept and slope. Values indicated as M

with subscripts are mean intercepts and mean rates of change in the study group. 

Values indicated as V with subscripts refer to variance around the means, i.e., 

they inform about group diversity regarding intercepts and slopes. This makes it 

possible simultaneously to describe the normative character of the studied 

process and to investigate divergences from it. Moreover, analysis of covariance 

between latent factors allows to identify the following relations: 

– the relation between intercepts, or – in this case – between the values of  

a and b variables at the beginning of therapy (covC); 

– the relation between slopes, namely between a and b changes during the 

survey period (covD), tantamount to the occurrence of correlated change; 

– the “autoregressive” relation between intercept and slope, that is, the rela-

tion between the initial value and change size of the same variable (covA  

and covB); 

– the “cross” relation between intercept and slope, that is, the relation be-

tween initial values of one variable and the size of change in the other (covE  

and covF). 

In the case of models based on only two measurements (pretest and posttest), 

there is no possibility to assess goodness of fit due to zero degrees of freedom 

(the number of known parameters minus the number of estimated parameters 

is 0). Such a model is only identifiable but allows to obtain the values of the 

parameters of relations between variables described above (cf. Duncan et al., 

1999). Due to the small size of the sample, the analysis was supplemented with 
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the bootstrap method, consisting in multiple sampling with returns of the original 

sample; this enables more accurate assessment of estimation errors, which then 

serve to build confidence intervals (Nevitt & Hancock, 2001). In this study, the 

number of such trials using benchmark data was established at 200. All calcula-

tions were performed using IBM SPPS Statistics 20 and IBM SPSS Amos 19 

software. 

Figure 1. Bivariate model of latent growth curves 

a1, a2 as well as b1 and b2 = indices of the two studied constructs before and after therapy, respectively;  

e = measurement errors; MIA and MIB = mean initial values of constructs a and b; VIA and VIB = variance 

around the mean initial value for constructs a and b; MSA and MSB = mean values of change for constructs 

a and b during the study period; VSA and VSB = variance around the mean change for constructs a and b; 

covC = correlation between intercepts; covD = correlation between slopes (correlated change, marked  

with a dotted line); covE = correlation between intercept for construct b and slope for construct a;  

covF = correlation between intercept for construct a and slope for construct b. 

RESULTS 

Missing Data Analysis  

and Descriptive Statistics of the Variables 

Firstly, missing data analysis was performed. The maximum amount of data 

missing is 10% and concerns the assessment of emotion-focused and problem-

focused strategies in the first assessment. Little’s test (

2

= 151.69; df = 135;  

p = .155) indicates, however, that all the missing data are missing completely at 

random (MCAR, Graham, 2009). With this in view, imputation of missing data 
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was applied using the Full Information Maximum Likelihood method (FIML), 

whose advantage over removing such observations or replacing them with means 

or linear interpolations has been demonstrated (Enders & Bandalos, 2001). 

Table 1 presents descriptive statistics and relations between study variables, 

including potential confounders reduced to the binary form. Their relations with 

main variables turn out to be few and moderate. Further results, however, are 

statistically controlled for the most significant of these relations, namely those 

between satisfaction with life and alcohol problem in the family of origin as well 

as between self-efficacy and education. 

Table 1  

Descriptive Statistics and the Matrix of Correlation Between the Study Variables  

 Variable 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 

1 SWLS_1 1      

2 GSES_1 0.49* 1
            

     

3 BDI_1 -0.49* -0.41* 1
           

     

4 SWLS_2 0.26* 0.01 -0,18 1 
          

     

5 GSES_2 0.18 0.68* -0,41* 0.09 1 
         

     

6 BDI_2 -0,18 -0.16 0,51* -0.36* -0.37* 1
        

     

7 S_emotions_1 0.37* 0.17 -0.36* -0.12 0.01 0.04 1 
       

     

8 S_problem_1 0.32* 0.28* -0.41* -0.05 0.25 -0.17 0.78* 1
      

     

9 S_meaning_1 0.34* 0.31* -0.46* -0.03 0.23 -0.07 0.67* 0.78* 1
     

     

10 S_support_1 0.15 0.00 -0.20 -0.19 0.00 0.05 0.64* 0.75* 0.67* 1
    

     

11 S_emotions_2 0.22 0.20 -0.26* 0.25 0.20 -0.28* 0.31* 0.31* 0.28* 0.26* 1
   

     

12 S_problem_2 0.07 0.33* -0.15 0.00 0.47* -0.35* 0.22 0.34* 0.28* 0.27* 0.27* 1
  

     

13 S_meaning_2 0.04 0.22 -0.19 0.00 0.32* -0.27* 0.24 0.31* 0.35* 0.35* 0.34* 0.88* 1      

14 S_support_2 0.07 0.09 -0.06 0.05 0.25 -0.13 0.24 0.30* 0.24 0.43* 0.30* 0.79* 0.84* 1      

15 sex -0.17 -0.11 0.06 0.15 0.00 0.09 -0.13 -0.19 -0.09 -0.33* -0.19 -0.22 -0.17 -0.25 1     

16 age 0.18 0.01 -0.01 0.08 0.02 0.21 0.19 0.26* 0.17 0.17 0.01 -0.12 -0.07 -0.05 -0.07 1    

17 education 0.22 0.17 -0.20 0.08 0.30* -0.32* -0.18 -0.09 -0.07 -0.19 -0.10 0.05 -0.01 -0.14 -0.09 0.20 1   

18 relationship -0.18 0.00 -0.08 -0.03 0.14 0.05 0.02 0.02 0.21 0.18 0.15 0.23 0.30* 0.29* 0.05 0.02 -0.21 1  

19 alcohol -0.32* -0.10 0.08 -0.45* -0.07 0.24 -0.04 0.02 -0.01 0.19 -0.13 0.10 0.06 0.09 -0.08 -0.22 -0.28* -0.03 1 

M 15.75 28.36 17.0 16.92 29.24 9.92 3.58 3.64 3.95 3.58 3.69 3.91 4.21 3.86 0.80 45.30 0.33 0.55 0.50 

SD 6.72 5.28 10.28 6.19 4.94 7.28 0.68 0.73 0.84 0.94 0.61 0.64 0.66 0.74 0.40 10.06 0.47 0.50 0.50 

Note. SWLS = satisfaction with life, GSES = self-efficacy, BDI = symptoms of depression, S_emotions = 

emotion-focused strategies, S_problem = problem-focused strategies, S_meaning = meaning-focused strategies, 

S_support = seeking social support strategies; the figures next to the abbreviations indicate the measurement 
time 1 = before therapy, 2 = after the completion of therapy; categorical variables are coded as follows: Sex  

(0 = woman, 1 = man), Education (0 = secondary or lower, 1 = higher), Relationship = being in intimate 

relationship (0 = no, 1 = yes), Alcohol = alcohol problem in the family of origin (0 = no, 1 = yes); M = mean,  
SD = standard deviation 

* p < .05 
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Change in Well-Being, Self-Efficacy,  

and Coping Strategies as Well as Its Diversity  

Table 2 contains data concerning the initial state and the change in the stu-

died constructs during the survey period. As can be seen, there is marked diver-

sity in the baseline levels of well-being and coping strategies as well as in the 

size of change in these values (significant values of all the variances around the 

means). A significant slope was found for depression (a decrease, MS = -6.92;  

p < .001) as well as for problem-focused strategies (an increase, MS = 0.25;  

p = .02), meaning-focused strategies (an increase, MS = 0.27; p = .02), and 

seeking social support strategies (an increase, MS = 0.28; p = .02). Summing up, 

only in the case of these variables is it possible to speak of certain general ten-

dencies; changes in the remaining variables show only interindividual variability. 

This means that there are individuals in the group who can achieve final results 

diverging from those achieved by others in terms of both the size and the direc-

tion of change. Also, high initial values of all variables limit the size of change. 

Thus, participants beginning therapy with higher self-efficacy and satisfaction 

with life as well as with higher coping intensity experience smaller increases  

in these variables in the course of treatment. The situation is somewhat different  

in the case of depression: the stronger its initial symptoms, the greater their  

decrease. 

Table 2 

Mean Intercept and Slope, Variance Around Mean Intercept and Slope, and Correlation 

Between Intercept and Slope for the Study Variables, with 95% Bootstrap Confidence Intervals  

Variables 

Intercept Slope 
Correlation between 

intercept and slope 

Mean 

(MI) 
95%CI 

Variance 

(VI) 
95%CI 

Mean 

(MS) 
95%CI 

Variance 

(VS) 
95%CI Value 95%CI 

SWLS 15.75* (13.84; 17.75) 43.59* (30.62; 54.56) 1.04 (-0.96; 3.68) 61.13* (36.25; 83.21) -.64* (-.77; -.44) 

BDI 16.87* (14.17; 19.62) 103.22* (69.51; 124.58) -6.92* (-9.33; -4.58) 80.01* (51.33; 107.77) -.73* (-.86; -.56) 

GSES 28.47* (27.18; 29.48) 27.68* (21.84; 36.27) 0.83 (-0.14; 1.69) 16.51* (11.62; 22.35) -.73* (-.87; -.57) 

S_emotions 3.57* (3.40; 3.75) 0.41* (0.26; 0.55) 0.12 (-0.06; 0.30) 0.49* (0.34; 0.73) -.60* (-.72; -.35) 

S_problem 3.64* (3.44; 3.79) 0.47* (0.31; 0.70) 0.28* (0.06; 0.44) 0.58* (0.40; 1.00) -.64* (-.79; -.44) 

S_meaning 3.95* (3.72; 4.16) 0.64* (0.45; 1.05) 0.26* (.02; .45) 0.71* (0.45; 1.20) -.71* (-.85; -.48) 

S_support 3.58* (3.25; 3.78) 0.83* (0.55; 1.12) 0.28* (0.03; 0.48) 0.62* (0.52; 1.24) -.67* (-.82; -.46) 

Note. SWLS = satisfaction with life, GSES = self-efficacy, BDI = symptoms of depression, S_emotions = 

emotion-focused strategies, S_problem = problem-focused strategies, S_meaning = meaning-focused strategies, 

S_support = seeking social support strategies; MI = mean initial value for the whole group, MS = mean change 
value for the whole group,  VI  = variance around the initial mean, Vs = variance around the change mean 

* p < .05



JAN CHODKIEWICZ, EWA GRUSZCZY�SKA

�

96

Co-Occurrence of Changes  

in Well-Being and Self-Efficacy  

With Changes in Coping Strategies  

As can be seen in Table 3, the number of significant correlations is the high-

est for depression, a comparable number of them were found for satisfaction with 

life, and the fewest for self-efficacy. High BDI values at the beginning of therapy 

are accompanied by lower intensity of all the coping strategies, although this 

result remains insignificant for seeking social support (covC). Correlations are 

somewhat stronger for meaning-focused and problem-focused strategies and 

weaker for emotion-focused ones. An increase in the intensity of all the strategies 

is accompanied by a decrease in depression (covD). Even though cause-effect 

inference has only a probabilistic character here and requires further study, the 

fact that a significant relation is consistently found between the initial values for 

emotion-focused strategies and the change in depression (covE), with no signifi-

cant reverse relation (covF), suggests that it may be an intensification of this type 

of coping that results in mood improvement in the study group, not conversely 

(cf. Curran, 2000). When it comes to problem-focused and meaning-focused 

strategies, these relations have a more complex character of mutual influences 

with the same sign, which suggests positive feedbacks.  

Table 3 

Correlations Between Intercept and Slope for Pairs of the Studied Variables with 95% 

Bootstrap Confidence Intervals  

      Variable a

Variable b

SWLS 

covC 95%CI covD 95%CI covE 95%CI covF 95%CI 

S_emotions .35* (.15; .56) .38* (.17; .56) -.38* (-.57; -.18) -.20 (-.43; .12) 

S_problem .30* (.10; .49) .21 (.00; .43) -.29* (-.50; -.04) -.21 (-.50; .00) 

S_meaning .31* (.10; .49) .25* (.06; .42) -.29* (-.50; -.09) -.27* (-.52; -.01) 

S_support .14 (-.06; .36) .25* (.07; .48) -.26* (-.47; -.06) -.09 (-.40; .16) 

BDI 

S_emotions -.34* (-.55; -.09) -.36* (-.57; -.11) .41* (.13; .65) .12 (-.16; .39) 

S_problem -.37* (-.51; -.19) -.36* (-.56; -.16) .32* (.11; .57) .21* (.02; .45) 

S_meaning -.44* (-.58; -.23) -.40* (-.62; -.23) .44* (.27; .65) .28* (.06; .50) 

S_support -.19 (-.44; .00) -.30* (-.54; -.09) .25 (-.03; .45) .15 (-.05; .40) 

GSES 

S_emotions .17 (-.05; .41) .19 (-.04; .40) -.20 (-.42; .08) -.03 (-.34; .27) 

S_problem .27* (.01; .48) .17 (-.07; .39) -.06 (-.32; .17) .02 (-.28; .33) 

S_meaning .31* (.03; .55) .20 (.00; .42) -.13 (-.36; .09) -.13 (-.44; .14) 

S_support .00 (-.24; .23) .15 (-.13; .40) .00 (-.25; .27) .08 (-.26; .31) 

Note. SWLS = satisfaction with life, GSES = self-efficacy, BDI = symptoms of depression, S_emotions = emotion-

focused strategies, S_problem = problem-focused strategies, S_meaning = meaning-focused strategies, S_support = 

seeking social support strategies; covC = correlation between intercepts; covD = correlation between slopes (corre- 

lated change); covE = correlation between intercept for coping strategies and slope for SWLS, BDI, or GSES;  

covF = correlation between SWLS, BDI, or GSES intercept and slope for coping strategies 

* p < .05 
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As regards satisfaction with life, the situation is the reverse of that observed 

for depression and coping. In this case, higher intensity of all the coping strate-

gies corresponds with higher initial satisfaction with life; again, only for seeking 

social support the correlation does not reach the level of statistical significance 

(covC). Unlike for depression, the change in emotion-focused, meaning-focused, 

and support-focused strategies correlates with the change in SWLS. Only prob-

lem-focused coping, then, is excluded from this tendency. The positive sign of 

these correlations informs that an increase in one variable is accompanied by an 

increase in the other one (covD). Further correlations suggest that it is strategies 

that influence SWLS changes rather than the other way around. Namely, higher 

initial levels of all the strategies are associated with lower SWLS change (covE). 

The situation is more complex only for meaning-focused coping, whose initial 

level correlates negatively with SWLS change (covE), and where at the same time 

initial SWLS level lowers the size of change of these strategies (covF). The 

inclusion of alcohol problem in the family of origin as a covariate had no signifi-

cant influence on these relations. 

The fact that the mean group SWLS change was insignificant (cf. Table 2) 

suggests that initial strategy values may be a moderator of this change. In order 

to check that, additional analyses were performed, comparing two groups formed 

on the basis of data clustering, with one group showing lower intensity and the 

other showing higher intensity of each type of coping strategies before therapy 

(respectively, for emotion-focused strategies: MG1 = 2.94 vs. MG2 = 3.83;  

F = 37.69; p < .001; for problem-focused strategies: MG1 = 2.82 vs. MG2 = 3.96; 

F = 74.30; p < .001; for meaning-focused strategies: MG1 = 2.98 vs. MG2 = 4.33; 

F = 78.03; p < .001; and for seeking social support: MG1 = 2.54 vs. MG2 = 3.98;  

F = 60.04; p < .001). The interaction between time and strategy values thus 

categorized turned out to be significant (F = 3.83; p < .05). Namely, in the group 

with a lower intensity of strategies in the pretest an increase in satisfaction with 

life occurred during therapy (from 13.28 to 17.41, p = .02), whereas no such 

change was observed in the group with a higher intensity of strategies (16.72 vs. 

16.53, p = .88). Moreover, as can be seen, initial values of satisfaction with life 

were found to be higher in the group with higher initial intensity of coping, the 

difference reaching the level of statistical significance (t = -1.84, df = 58,  

p < .05). These results totally agree with those described earlier, obtained in la-

tent curve analyses. 

Finally, the smallest number of significant relations were found for self-effi-

cacy. Only for problem-focused and meaning-focused strategies did higher inten-

sity correlate with higher GSES before therapy. Still, neither this initial level nor 
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the possible strategy changes corresponded with changes in GSES. Nor did 

education, included in the model as a covariate, reach the level of statistical 

significance in relation with the initial level of self-efficacy and its subsequent 

changes.  

DISCUSSION  

The study was aimed at examining if, between admission to and the comple-

tion of residential alcohol addiction treatment, changes in psychological well-

being, self-efficacy, or coping occur in its participants and how these possible 

changes are interrelated. It has been shown that answers to these questions de-

pend on the level of analyses. The significant changes for the whole sample con-

cerned only a decrease in depressive symptoms and an increase in problem-fo-

cused, meaning-focused, and seeking social support strategies. A decrease in 

depressive symptoms during treatment had already been reported in the literature 

(Mellibruda & Wlodawiec, 1997; Wojnar, Slufarska, & Klimkiewicz, 2007). 

What testifies to the importance of this result is the fact that high BDI scores 

(both at the beginning and at the end of the treatment) are related to a higher 

frequency and intensity of drinking after the treatment (Gamble et al., 2010).  

As regards coping, findings correspond to some extent with the study by 

Mroziak, Wójtowicz, and Woronowicz (1999), who demonstrated an increase in 

task-oriented and avoidant-social coping styles also during structural-strategic 

residential alcohol treatment. This issue deserves attention insofar as the change 

concerns styles – relatively constant dispositions to cope in a particular manner. 

The supposition that this takes a kind of transformation in the strategies them-

selves is therefore reasonably founded and reflected in the present study.

Additionally, the observed increase in problem-focused and seeking social sup-

port strategies is understandable if we consider the specificity of structural-stra-

tegic treatment, during which patients are taught to cope with life’s problems 

without resorting to drinking alcohol and to seek social contacts with non-drink-

ers, for instance in an Alcoholics Anonymous group (Mellibruda & Sobolewska- 

-Mellibruda, 2006).  

What is interesting is the lack of change in the mean levels of self-efficacy 

and satisfaction with life compared to the results of other empirical studies,  

although it must be stressed that those, too, remain inconclusive (cf. Chodkie-

wicz, 2001, 2012; Ginieri-Coccossis et al., 2007; Lahmek et al., 2009). This is 

probably due to high interindividual variance between participants in the initial 
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values of these constructs and their subsequent change, which is revealed by the 

significance of all variances around the intercept and slope means (cf. Green-

baum et al., 2005). On the one hand, this shows the external validity of the study, 

since such a situation is no surprise to clinicians; on the other, this explains why 

empirical results regarding therapy effectiveness remain varied. The mean values 

for the whole sample contain only partial information and may lead to misguided 

conclusions about no change at the individual level (Molenaar & Campbell, 

2009). 

Consequently, the next question was the question of what influences the indi-

vidual change (Molenaar & Campbell, 2009). As has been observed, the values 

of initial variables consistently determine their final intensity, but, contrary to 

expectations, a higher level of resources (better psychological well-being and 

higher self-efficacy) does not promote their further growth. It cannot, therefore, 

be excluded that we are dealing here with regression toward the mean, where 

participants who scored higher in the first assessment score lower in the next 

one, and the other way around (Maraun, Gabriel, & Martin, 2011). Still, the de-

crease in the homogeneity of the emotion-focused coping subscale, together with 

the complex relationship between strategies and psychological well-being, as 

well as the relations between changes in different constructs, suggest that the 

entire process is far more complex.  

Correlated change analysis shows that changes in coping strategies are re-

lated to changes in psychological well-being: an increase in each of the strategies 

corresponded with a decrease in depression, and a decrease in each except prob-

lem-focused coping corresponded with a decrease in satisfaction with life. The 

result obtained for depression is in keeping with expectations – though untypical, 

since studies on coping with stress much more often reveal a positive correlation 

between coping and negative emotional state (Coyne & Racioppo, 2000). Those 

studies, however, do not concern the issue of strategy change, least of all the 

change taking place during therapeutic intervention. The few existing interven-

tion studies regarding coping as a target and depression as an outcome show their 

effectiveness (Heckman et al., 2011). Alcohol is sometimes used to regulate emo-

tions, which is described by the motivation model of alcohol use (Cooper, 1994) 

and confirmed by empirical results (Grant, Stewart, & Mohr, 2009). In some 

cases, then, it initially plays the role of a more or less conscious way of coping 

(Park & Levenson, 2002). It can, therefore, be supposed that broadening the 

spectrum of coping strategies as well as an increase in their intensity in addicted 

individuals indicates the activation of coping with both external problems and 

one's own negative emotional states otherwise than by turning to drinking (cf. 
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Moser & Annis, 1996). This would explain the observed connection between 

these changes and the decrease in depressive symptoms (Holahan et al., 2001).  

There is a corresponding relation between coping and satisfaction with life, 

an increase in the former being connected with an increase in the latter. It must 

be added, however, that the initial intensity of coping moderates the character of 

this change, limiting it to patients with low initial intensity of all the coping 

strategies. In a “low copers” group, then, the mechanisms that connect coping 

with the positive and negative aspects of well-being are probably similar and 

analogous to those described for depression. Less clear processes, requiring fur-

ther investigation, concern individuals who begin the treatment with the converse 

initial array of the studied variables. 

Surprising against this backdrop is the result for self-efficacy, a variable 

whose changes do not co-occur with changes in coping strategies. Still, the initial 

level of self-efficacy remains positively related to problem-focused and meaning- 

-focused coping. This result is important because it is self-efficacy and its change 

that predicts the maintenance of abstinence after the completion of treatment 

(Adamson, Sellman, & Frampton, 2009; Hartzler et al., 2011; Moos & Moos, 

2006). It cannot be excluded that change in well-being can be effected more 

quickly or more easily than change in self-beliefs concerning one’s own coping 

ability. It is possible that such change appears only in the long-term perspective, 

following the experience of positive effects of particular coping behaviors in 

specific circumstances. This is shown by findings pointing to positive feedbacks 

that lead to growth in both of these areas (Schwarzer et al., 2005), but these have 

not been found here. 

Summing up, during the six weeks between the beginning and at the end of 

participation in residential alcohol addiction therapy, the level of depressive 

symptoms decreased in the study group whereas the intensity of problem-fo-

cused, meaning-focused, and seeking social support strategies increased. As re-

gards the other variables, the size and direction of change differed strongly be-

tween individuals.  

This conclusion, however, must be considered with reference to the limita-

tions of the study. The study is not an attempt to assess the effectiveness of alco-

hol addiction psychotherapy. As stressed in the introduction, its aim was to ob-

serve the changes in the selected variables, important to the proper functioning of 

alcohol-addicted people undergoing treatment, during the period between admis-

sion to and the completion of residential therapy as well as to examine the rela-

tions between these changes. With the scope thus narrowed down, the study is 

further limited by the sample size and the lack of a control group.  
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Also important is the fact that the studied psychological characteristics were 

not easily subject to perceptible changes over a short period of time. Undoub-

tedly, therefore, in order to obtain a more complete picture, it would be advisable 

to carry out a follow-up study, possibly with reference to variables more specific 

to people addicted to alcohol (cf. Annis & Graham, 1988; DiClemente et al., 

1994). It must be admitted, however, that what makes a difference in the daily 

functioning of such people is not only how they cope with substance craving but 

also how they struggle with stressful situations (Howell et al., 2010), which is re-

flected in the stated objectives of treatment. Specific changes, then, should be 

seen as merely one of the stages on the way to recovery.  

The results obtained should not be considered conclusive in terms of causal 

relationships. Also the degree of their generalization is limited, due to the 

specificity of the sample as well as to the methodology of the study. The findings 

should therefore be considered exclusively in the context of other empirical find-

ings, in accordance with the cumulative character of psychological knowledge. 

Given these limitations and the small number of longitudinal studies on the is-

sues in question, particularly in the Polish literature, the results show both the 

possibility of empirical detection of changes during alcohol addiction treatment 

as well as the legitimacy of approaching them not only in terms of group means 

but also in terms of variance around these means, which capture interindividual 

variability in the change process. Such an approach appears to have an important 

practical value. 

REFERENCES 

Adamson, S. J., Sellman, J. D., & Frampton, C. M. A. (2009). Patient predictors of alcohol treat-

ment outcome: A systematic review. Journal of Substance Abuse Treatment, 36, 75-86.  

Anderson, D. (1993). Do�wiadczenie stanu Minnesota. In A. Dodziuk (Ed.), Wybrane spojrzenia 

na alkoholizm i jego leczenie (pp. 2-20). Warsaw: Polskie Towarzystwo Psychologiczne. 

Annis, H. M., & Graham, J. M. (1988). Situational Confidence Questionnaire (SCQ 39): User’s 

guide. Toronto: Addiction Research Foundation. 

Beck, A., Wright, F., Newman, C., & Liese, B. (2007). Terapia poznawcza uzale�nie�. Cracow: 

Wydawnictwo Uniwersytetu Jagiello skiego. 

Carver, C. S., Scheier, M. F., & Weintraub, J. K. (1989). Assessing coping strategies: A theoreti-

cally-based approach. Journal of Personal and Social Psychology, 56(2), 267-283.  

Chodkiewicz, J. (2001). Rola zasobów osobistych w utrzymaniu abstynencji przez m!�czyzn 

uzale�nionych od alkoholu. Alkoholizm i Narkomania, 2(14), 277-289. 

Chodkiewicz, J. (2005). Predyktory uko czenia terapii m!�czyzn i kobiet uzale�nionych od alko-

holu. Post�py Psychiatrii i Neurologii, 14(1), 39-45. 



JAN CHODKIEWICZ, EWA GRUSZCZY�SKA

�

102

Chodkiewicz, J. (2006). Zasoby osobiste a wyst!powanie nawrotów u m!�czyzn uzale�nionych od 

alkoholu. In Cierpiałkowska L. (Ed.) Oblicza współczesnych uzale�nie� (pp. 175-185). Po-

zna : Wydawnictwo Naukowe UAM.  

Chodkiewicz, J. (2012). Odbi� si� od dna? Rola jako�ci �ycia w przebiegu i efektach terapii osób 

uzale�nionych od alkoholu. Łód�: Wydawnictwo Uniwersytetu Łódzkiego. 

Chung, T., Langenbucher, J., Labouvie, E., Pandina, R. J., & Moos, R. H. (2001). Changes in 

alcoholic patients’ coping responses predict 12-month treatment outcomes. Journal of 

Consulting and Clinical Psychology, 69(1), 92-100.  

Cierpiałkowska, L., & Kubiak, J. (2010). Niespecyficzne czynniki lecz"ce a efektywno�# terapii 

alkoholików. Nauka, 2, 89-111. 

Cierpiałkowska, L., & Ziarko, M. (2010). Psychologia uzale�nie�: alkoholizm. Warsaw: Wydaw-

nictwa Akademickie i Profesjonalne.  

Cooper, M. L. (1994). Motivations for alcohol use among adolescents: Development and validation 

of a four-factor model. Psychological Assessment, 6, 117-128. 

Cooper, M. L. (2010). Efektywno�� psychoterapii i poradnictwa psychologicznego. Warsaw: In-

stytut Psychologii Zdrowia PTP. 

Coyne, J., & Racioppo, M. (2000). Never the twain shall meet? Closing the gap between coping 

research and clinical intervention research. American Psychologist, 55, 655-664. 

Curran, P. J. (2000). A latent curve framework for the study of developmental trajectories in 

adolescent substance use. In J. S. Rose, L. Chassin, C. C. Presson, & S. J. Sherman (Eds.), 

Multivariate applications in substance abuse research: New methods for new questions (pp. 

1-42). Mahwah, NJ: Lawrence Erlbaum. 

DiClemente, C. C., Carbonari, J. P., Montgomery R. P., & Hughes S. O. (1994). The Alcohol 

Abstinence Self-Efficacy Scale. Journal of Studies on Alcohol, 55, 141-148. 

Donovan, D., Mattson, M., Cisler, R., Longabaugh, R., & Zweben, A. (2005). Quality of life as an 

outcome measurement in alcoholism treatment research. Journal of Studies on Alcohol, 15, 

119-139. 

Duncan, T., Duncan, S., Strycker, L., Li, F., & Alpert, A. (1999). An introduction to latent variable 

growth curve modeling: Concepts, issues, and applications. Mahwah, NJ US: Lawrence Erl-

baum Associates Publishers. 

Enders, C. K., & Bandalos, D. L. (2001). The relative performance of full information maximum 

likelihood estimates for missing data in structural equation models. Structural Equation 

Modeling, 8, 430-457.  

Endler, N. S., & Parker, J. D. A. (1990). Coping Inventory for Stressful Situations (CISS): Manual.

Toronto: Multi-Health Systems.

Folkman, S. (1997). Positive psychological states and coping with severe stress. Social Science 

and Medicine, 45(8), 1207-1221. 

Folkman, S. (2008). The case for positive emotions in the stress process. Anxiety, Stress and  

Coping, 21(1), 3-14. 

Foster, J. H., Marshall, E. J., Hooper, R., & Peters, T. J. (1998). Quality of life measures in alcohol 

dependent subjects and changes with abstinence and continued heavy drinking. Addiction Bi-

ology, 3, 321-332. 

Gamble, S. A, Conner, K. R, Talbot, N. L., Yu, X. M., & Connors, G. J. (2010). Effects of pre-

treatment and posttreatment depressive symptoms on alcohol consumption following treat-

ment in Project MATCH. Journal of Studies on Alcohol and Drugs, 71, 71-77. 

Ginieri-Coccossis, M., Liappas, I. A., Tzavellas, E., Triantafillou, E., & Soldatos, C. (2007). 

Detecting changes in quality of life and psychiatric symptomatology following an in-patient 

detoxification programme for alcohol-dependent individuals: The use of WHOQOL-100. In 

Vivo, 21(1), 99-106.  



RESIDENTIAL TREATMENT OF ALCOHOL-ADDICTED PATIENTS

�

103

Graham, J. W. (2009). Missing data analysis: Making it work in the real world. Annual Review of 

Psychology, 60, 549-576. 

Grant, V. V., Stewart, S. H., & Mohr, C. D. (2009). Coping-anxiety and coping-depression motives 

predict different daily mood-drinking relationships. Psychology of Addictive Behaviors, 23(2), 

226-237.  

Greenbaum, P. E., Del Boca, F. K., Darkes, J., Wang, C., & Goldman, M. S. (2005). Variation in 

the drinking trajectories of freshmen college students. Journal of Consulting and Clinical Psy-

chology, 73(2), 229-238.  

Grønbæk, M., & Nielsen, B. (2007). A randomized controlled trial of Minnesota day clinic treat-

ment of alcoholics. Addiction, 102(3), 381-388. 

Hartzler, B., Witkiewitz, K., Villarroel, N., & Donovan, D. (2011). Self-efficacy change as a me-

diator of associations between therapeutic bond and one-year outcomes in treatments for al-

cohol dependence. Psychology of Addictive Behaviors, 25(2), 269-278.  

Heckman, T., Sikkema, K., Hansen, N., Kochman, A., Heh, V., & Neufeld, S. (2011). A rando-

mized clinical trial of a coping improvement group intervention for HIV-infected older adults. 

Journal of Behavioral Medicine, 34(2), 102-111.  

Hobfoll, S. E. (2006). Stres, kultura i społecze�stwo. Gda sk: Gda skie Wydawnictwo Psycholo-

giczne. 

Holahan, C. J., Moos, R. H., Holahan, C. K., Cronkite, R. C., & Randall, P. K. (2001). Drinking to 

cope, emotional distress and alcohol use and abuse: A ten-year model. Journal of Studies on 

Alcohol, 62(2), 190-198.  

Howell, A. N., Leyro, T. M., Hogan, J., Buckner, J. D., & Zvolensky, M. J. (2010). Anxiety 

sensitivity, distress tolerance, and discomfort intolerance in relation to coping and conformity 

motives for alcohol use and alcohol use problems among young adult drinkers. Addictive 

Behaviors, 35(12), 1144-1147.  

Hser, Y., Shen, H., Chou, C.-P., Messer, S., & Anglin, M. D. (2001). Analytic approaches for 

assessing long-term treatment effects: Examples of empirical applications and findings. 

Evaluation Review, 25, 233-262. 

Humphreys, K., Mankowski, E., Moos, R. H., & Finney, J. W. (1999). Do enhanced friendships 

networks and active coping mediate the effect of selfhelp groups on substance use? Annals of 

Behavioral Medicine, 21(1), 54-60. 

Ivory, N. J., & Kambouropoulos, N. (2012). Coping mediates the relationship between revised 

reinforcement sensitivity and alcohol use. Personality and Individual Differences, 52(7),  

822-827. 

Juczy ski, Z. (2001). Narz�dzia stosowane w promocji i psychologii zdrowia. Warsaw: PTP. 

Kaczmarczyk, J. (2012). Poczucie własnej skuteczno�ci, emocje i strategie radzenia sobie ze stre-

sem a poczucie satysfakcji z �ycia u osób uzale�nionych od alkoholu b�d�cych w procesie 

zdrowienia. Relacje mediacyjne i moderacyjne. Unpublished M.A. thesis, Institute of Clinical 

Psychology, University of Social Sciences and Humanities, Warsaw. 

Konarski, R. (2004). Analiza zmiany z zastosowaniem analizy latentnych krzywych rozwojowych. 

ASK. Społecze�stwo. Badania. Metody, 13, 87-120. 

Kuci ska, M., & Mellibruda, J. (1997). Sposób u�ywania alkoholu po zako czeniu lub przerwaniu 

terapii uzale�nienia przez pacjentów uczestnicz"cych w programie badawczym APETA.  

Alkoholizm i Narkomania, 3(28), 373-389. 

Lahmek, P., Berlin, I., Michel, L., Berghout, Ch., Meunier, N., & Aubin, H. J. (2009). Determi-

nants of improvement in quality of life of alcohol-dependent patients during an inpatient 

withdrawal programme. International Journal of Medical Sciences, 6, 160-167. 



JAN CHODKIEWICZ, EWA GRUSZCZY�SKA

�

104

Laudet, A., & White, M. A. (2008). Recovery capital as prospective predictor of sustained recov-

ery, life satisfaction and stress among former poly-substance users. Substance Use & Misuse,

43(1), 27-54. 

Lazarus, R. S., & Folkman, S. (1984). Stress, appraisal, and coping. New York: Springer. 

Levin, C., Ilgen, M., & Moos, R. H. (2007). Avoidance coping strategies moderate the relationship 

between self-efficacy and 5-year alcohol treatment outcomes. Psychology of Addictive Beha-

viors, 21(1), 108-113. 

Maraun, M. D., Gabriel, S., & Martin, J. (2011). The mythologization of regression towards the 

mean. Theory & Psychology, 21(6), 762-784.  

Markiewicz, M. (2012). Duchowo��, strategie radzenia sobie ze stresem, wsparcie społeczne  

i style atrybucyjne a poczucie satysfakcji z �ycia u osób uzale�nionych od alkoholu b�d�cych 

w procesie zdrowienia. Unpublished M.A. thesis, Institute of Clinical Psychology, University 

of Social Sciences and Humanities, Warsaw. 

Marlatt, G. A. (1985). Coping and substance abuse: Implications for research, prevention and 

treatment. In S. Shiffman, & T. A. Wills (Eds.), Coping and substance abuse (pp. 54-82). 

New York: Academic Press. 

Marlatt, G. A., & Gordon, J. (1985). Relapse prevention: Maintenance strategies in the treatment 

of addictive behaviors. New York: Guilford Press. 

McArdle, J. J. (2009). Latent variable modeling of differences and changes with longitudinal data. 

Annual Review of Psychology, 60, 577-605.  

Mellibruda, J. (1997). Strategiczno-strukturalna terapia uzale�nienia. Alkoholizm i Narkomania, 

3(28), 307-324. 

Mellibruda, J., & Sobolewska-Mellibruda, Z. (2006). Integracyjna psychoterapia uzale�nie�. 

Teoria i praktyka. Warsaw: IPZ. 

Mellibruda, J., & Włodawiec, B. (1997). Zmiany funkcjonowania społecznego po terapii odwyko-

wej pacjentów uczestnicz"cych w programie badawczym APETA. Alkoholizm i Narkomania, 

3(28), 389-405. 

Miller, W. R., Walters, S. T., & Bennett, M. E. (2001). How effective is alcoholism treatment in 

the United States? Journal of Studies on Alcohol, 62(2), 211-20. 

Molenaar, P. M., & Campbell, C. G. (2009). The new person-specific paradigm in psychology. 

Current Directions in Psychological Science, 18(2), 112-117.  

Moos, R. H., & Moos, B. S. (2006). Rates and predictors of relapse after natural and treated remis-

sion from alcohol use disorders. Addiction, 101, 212-222.  

Moser, A. E., & Annis, H. M. (1996). The role of coping in relapse crisis outcome: A prospective 

study of treated alcoholics. Addiction, 91(8), 1101-1114.  

Mroziak, B., Wójtowicz, S., & Woronowicz, B. (1999). Zmiany poczucia koherencji i stylu radze-

nia sobie ze stresem po podstawowym programie psychoterapii osób uzale�nionych od alko-

holu. Alkoholizm i Narkomania, 2(35), 225-236. 

Nevitt, J., & Hancock, G. R. (2001). Performance of bootstrapping approaches to model test sta-

tistics and parameter standard error estimation in structural equation modeling. Structural  

Equation Modeling, 8(3), 353-377. 

Norman, S. B., Tate, S. R., Willkins, K. C., Cummins, K., & Brown, S. A. (2010). Posttraumatic 

stress disorder's role in integrated substance dependence and depression treatment outcomes, 

Journal of Substance Abuse Treatment, 38(4), 346-355.  

Orford, J., Hodgson, R., Copello, A., Behv, J., Smith, M., Black, R., Fryer, K., Handforth, L., 

Alwyn, T., Kerr, C., Thistlethwaite, G., & Slegg, G. (2006). The clients’ perspective on chan-

ge during treatment for an alcohol problem: qualitative analysis of follow-up interviews in the 

UK Alcohol Treatment Trial. Addiction, 101(1), 60-68. 



RESIDENTIAL TREATMENT OF ALCOHOL-ADDICTED PATIENTS

�

105

Park, C. L., & Levenson, M. R. (2002). Drinking to cope among college students: Prevalence, 

problems and coping processes. Journal of Studies on Alcohol, 63, 486-497. 

Parnowski, T., & Jernajczyk, W. (1977). Inwentarz Depresji Becka w ocenie nastroju osób zdro-

wych i chorych na choroby afektywne. Psychiatria Polska, 11(4), 417-421. 

Project MATCH Research Group (1997). Matching alcoholism treatments to client heterogeneity: 

Project MATCH posttreatment drinking outcomes. Journal of Studies on Alcohol, 58, 7-29. 

Raytek, H., Morgan, T., & Chung, N. (2005). Interwencje poznawczo-behawioralne w nadu�ywa-

niu alkoholu i uzale�nieniu od alkoholu. In M. Reinecke, & D. Clark (Eds.), Psychoterapia 

poznawcza w teorii i praktyce (pp. 367-397). Gda sk: GWP. 

Schwarzer, R., Boehmer, S., Luszczynska, A., Mohamed, N. E., & Knoll, N. (2005). Dispositional 

self-efficacy as a personal resource factor in coping after surgery. Personality and Individual 

Differences, 39(4), 807-818.  

Veenstra, M. Y., Lemmens, P. M., Friesema, I. M., Tan, F. S., Garretsen, H. L., Knottnerus, J.,  

& Zwietering, P. J. (2007). Coping style mediates impact of stress on alcohol use: A prospec-

tive population-based study. Addiction, 102(12), 1890-1898.  

Willinger, U., Lenzinger, E., Hornik, K., Fischer, G., Schönbeck, G., Aschauer, H. N., & Mesza-

ros, K. (2002). Anxiety as predictor of relapse in detoxified alcohol-dependent patients. Alco-

hol and Alcoholism, 37(6), 609-612. 

Wojnar, M., Slufarska, A., & Klimkiewicz, A. (2007). Nawroty w uzale�nieniu od alkoholu.  

Cz!�# 3: Społeczno-demograficzne i psychologiczne czynniki ryzyka. Alkoholizm i Narkoma-

nia, 20(1), 81-102. 

�


