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The purpose of this article is to find answerswo tguestions of practical nature regarding the
effectiveness of psychotherapy by referring to aese results. These questions are the following:
(1) In the case of which mental disorders is trereed to increase the skills of coping with stress
in order to prevent the recurrence of symptoms2aABat would that increase in coping skills be
based on? A review of research on the deferredtsffaf psychotherapy showed that, firstly, stud-
ies address only depressive disorders, and, sgcdhdt teaching different cognitive and behav-
ioral skills is effective in preventing the recuroe of these disorders. A review of studies on the
contribution of stress to the etiology of mentaatders showed that in case of 13 disorders the
contribution of stress is confirmed by empiricaidance. The theoretical clinical literature sug-
gests that stress contributes to the inductioryofpgoms in cases of a larger number of disorders.
Based on a review of research on coping with siresspresentative general populations of adults
experiencing stressful situations or traumatic &vghwas determined what the ability of effective
coping with stress consists in. It consists in dgidgpappropriate coping strategies aimed at elimi-
nating the stressor or at mitigating the negativetions associated with stress. In psychotherapy,
teaching this skill seems to be a promising metbiopreventing the recurrence of mental disorder
symptoms whose formation is associated with stress.
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INTRODUCTION

The theory explaining the etiology of mental dissnd (Bennett, 2003) as-
sumes that vulnerability to disorders and mentaédses is determined by three
groups of factors: (1) biological (genetic susdeipity to disorders, viral infec-
tions of the brain, and brain damages affectingimehemical activity of the
brain); (2) psychological (nonadaptive cognitivaaons to negative events in
the social environment, for example due to a traumahildhood); (3) social
(stress caused by difficulties in relationshipswgtose relatives, a lack of social
support, or economic hardship).

Whether a disorder will develop or not depends betiver stressors work in
the family or in further social environment andwhether the person affected by
them has got mental and social resources to cohestvess. On the basis of this
theory, it can be concluded that people with a genailnerability and those
exposed to stressors in their social environmentheaprotected against the oc-
currence of disorder symptoms if their deficitshe field of stress management
skills are remedied.

Behavioral therapists try to prevent the recurresfceymptoms by teaching
their patients how to identify the events threatgna relapse and how they
should react then (Larimer, Palmer, & Marlatt, 19%Xrategic therapists try to
prevent the recurrences of problems by teachinigmatto adopt a positive atti-
tude to temporary relapses, strengthening theitrabover the behavior that per-
petuates the problem, as well as strengthening tiaief in the ability to solve
their problems on their own (Rakowska, 2000). Theoiof other psychothe-
rapeutic approaches, such as the psychoanalysistedi humanistic systems
(other than strategic therapy), do not deal with igsue of protecting patients
against the recurrence of disorder symptoms.

The purpose of this article is to search for answertwo questions of prac-
tical nature concerning the effectiveness of pstlorapy by referring to re-
search results. These questions are: (1) In the elwhich mental disorders is
there a need to increase the skills of coping sitless in order to prevent the
recurrence of symptoms? and (2) What is this irgtnggin coping skills sup-
posed to consist in?

A review of research on the deferred effects ofchsyherapy, the contribu-
tion of stress to the etiology of mental disordars] coping with stress in adults
experiencing stressful situations and traumatints/evas carried out. EBSCO
databases of psychological articles were searched, @cademic Search Com-
plete, Health Source, MEDLINE, PsycARTICLES). Ddta the years 1900-
2014 were considered.
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DEFINITIONSOF KEY CONCEPTS

Stress is defined as physiological and mental i@ato the assessment re-
lated, on the one hand, to the requirements oétivironment in terms of a loss,
threat, or challenge, and on the other hand —eoatrailable resources, seen as
insufficient needed to meet the requirements (Lez& Folkman, 1984).

Stressors are defined as selective pressures fremhysical and social envi-
ronment that threaten or challenge an organisme&od compensatory response
patterns (Weiner, 1991). In terms of the Diagnosind Statistical Manual of
Mental Disorders (5th ed.; DSM-5) and on the ba$isesearch, presented be-
low, on the contribution of stress to the etiolafymental disorders, the follow-
ing stressors can be identified: (1) traumatic é&vewhich include (a) life-
-threatening events and (b) health-threatening teydi) stressful situations,
which include (a) events that threaten meeting nateeeds, (b) events that
threaten meeting interpersonal needs, and (c) difficulties giving rise to
a sense of threat; (3) events requiring adaptationew requirements; (4) the
experience of harm; (5) a loss of a significanteott6) failure to satisfy the es-
sential psychological needs; and (7) an objechobia.

Coping with stress is defined as activities undemain order to remove the
stress experience by eliminating the stressor oredsing the negative emotions
associated with stress (Lazarus & Folkman, 1984is possible to distinguish
a particular style of coping with stress, which mga person’s constant disposi-
tion to deal in a certain way with stressful sitoas, and strategies for coping
with stress — namely, cognitive and behavioral méshapplied by a person in
specific stressful situations (Lazarus & Folkma®84).

Effective coping with stress is defined as (1) abdity to overcome negative
events (an experience of stress and return totdte ef normal psychological
functioning), (2) the ability not to experienceess in spite of a working stressor,
or (3) the capacity for posttraumatic growth (Mast@009). Posttraumatic
growth means a positive change in the way of undeding the world as well as
the purpose and meaning of personal existence esswdt of experiencing
a traumatic event (Tedeschi & Calhoun, 2004).

The recurrence of mental disorder symptoms meahgdao maintain the
desired behavior change (Dimeff & Marlatt, 1995).dther words, it means is
a recurrence of symptoms after a period of theinmlete remission or a return
of the severity of symptoms after their partial bignificant improvement.
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PREVENTING THE RECURRENCE
OF DEPRESSION SYMPTOMS

Research on the effectiveness of modifying copirtl wtress in preventing
the recurrence of mental disorder symptoms apmlidg to the symptoms of
depression (Zuroff, Blatt, Krupnick, & Sotsky, 200@xman, Hegel, Hull, &
Dietrich, 2008; Brunwasser, Gillham, & Kim, 2009hé&hg, Kogan, & Chio,
2012). People with depressive disorders and subalimepression have been
examined. Subclinical depression is a conditionwimich a person manifests
symptoms of depression that do not meet the aitefridepressive disorders but
significantly reduce the quality of life, thoughtrto the same extent as depres-
sive disorders do (Cuijpers & Smith, 2008). Theutssof that research confirm
that there is a need for psychotherapy to modifyirapwith stress in people with
depressive disorders or depressive symptoms. Tlseyshow that stress man-
agement skills can be acquired in two ways. Thgestd in the first group
gained cognitive and behavioral stress managenkdl# i& the course of thera-
peutic work aimed at eliminating problems relatedhe occurrence of depres-
sion symptoms (Zuroff, Blatt, Krupnick, & Sotsk¥003) or during training ses-
sions aimed at learning stress management skikksné@, Hegel, Hull, & Die-
trich, 2008; Brunwasser, Gillham, & Kim, 2009; Chgeogan, & Chio, 2012).

M odifying coping with stressin psychother apy
in peoplewith depressive disorders

On the basis of a study on people with depressiserders (Zuroff, Blatt,
Krupnick, & Sotsky, 2003), it can be stated thatewtthe way of responding to
stressful situations has changed under the infei@figpsychotherapy, the symp-
toms of depressive disorders do not appear aftehpsherapy is finished. At the
time of follow-ups 18 months after the end of cdigei-behavioral and interper-
sonal therapy in people with depressive disordexgrbsed according to DSM-
Il criteria, it was found that those who were alde maintain positive self-
esteem, control the symptoms, and establish relstiips with people did not
have the symptoms, even if the stressors operatérg numerous and assessed
by the examined individuals as being of considerabiiportance. By contrast,
those who were not able to do so at the time dbfolips had symptoms of de-
pression as a result of stressors, even if thambar and importance as assessed
by the participants were small.

Another study on people with depressive disorddrewed that when
a change in he manner of responding to stresdfuht®ns continues after the
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end of psychotherapy, then no symptoms appear éfterompletion (Oxman,
Hegel, Hull, & Dietrich, 2008). Nine months aftéetend of behavioral problem-
-solving training it was found that the persisteeduction of avoiding confronta-
tions with problems co-occurs with a reduction epression symptoms in peo-
ple with depressive disorders diagnosed accordirthg DSM-IV. Furthermore,
it was found that this phenomenon occurred to atgreextent in people trained
in problem-solving than in those subjected to staddmedical care — that is,
receiving psychological support and pharmacotherdpe problem-solving
training involved defining problems, setting aclable goals, generating solu-
tions, evaluating potential solutions in terms lodit strengths and weaknesses,
as well as planning the next steps to be takermrderao solve the problem and
apply them in life. The training was supplementéthwole plays.

M odifying coping with stressin people
with subclinical depression

The research on youth and children with subclindegression suggests that
the acquisition of cognitive behavioral skills adping with stress is related to
maintaining reduced symptoms after the end of pstyarapy (Brunwasser,
Gillham, & Kim, 2009). A follow-up was carried o months after the end of
the intervention that involved teaching 13 skilfscoping with stress, in 10 stud-
ies involving children and young people aged 8-1i wymptoms of subclinical
depression. It was found that in the examined iddiais who were taught these
skills the symptoms of depression decreased t@atgr extent than in individu-
als not subjected to this kind of intervention. Tokowing skills of dealing with
stressful events were taught: (1) increasing tharemess of the emotions expe-
rienced, (2) connecting thoughts with the expemenemotions and life events,
(3) the identification of the thinking styles — thptimistic or the pessimistic one,
(4) the attribution style, (5) developing flexiliyiand realism in thinking — the
study of alternative solutions and finding evidescgporting an interpretation,
(6) looking at events from a perspective — congmdethe consequences of an
event from the three perspectives: the worst, 8w, tand the most likely scena-
rio, (7), assertiveness, (8) negotiation, (9) mgkdecisions — considering the
advantages and disadvantages of taking and refgafrom action, (10) support-
ing decision making — generating advantages aratdantages of taking a par-
ticular action, (11) relaxation, (12) regulationdacontrol of emotions — remain-
ing calm in a state of strong emotional agitatiamg (13) turning one’s attention
away in order to deter destructive thoughts andei®e the focus on current
tasks.
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Research on people with subclinical depression shinat flexible coping
with stress in combination with cognitive-behavloséills results in a greater
reduction of symptoms after the end of psychothe@npared with the effect
obtained thanks to cognitive-behavioral skills &dq&heng, Kogan, & Chio,
2012). This regularity was found in the follow-uarded out four months after
adults with symptoms of subclinical depression hadn taught stress manage-
ment skills. In the comparison group, a set of ddgrbehavioral techniques
was used. In the research group, the same setppésdwith an additional one,
aimed at teaching flexible coping with strekavas found that people who were
taught flexibility in dealing with stress developtids ability to a greater extent
and exhibited weaker symptoms of depression medshyea questionnaire
compared with their level prior to the therapy thlase from the control group.
Teaching flexibility in dealing with stress incluti€l) differentiation between
strategies aimed at changing the situation or ahgimg the way of thinking and
emotions, (2) the identification of stressors adowy to the degree of their con-
trollability, and (3) the rules for adapting stigitss of coping with stress depend-
ing on one’s control over the stressor — the appbic of coping strategies that
focus on changing one’s own thoughts and emotior@sweakly controlled situa-
tion, and using strategies focused on changing stinessor in a controlled
situation.

THE CONTRIBUTION OF STRESSTO THE ETIOLOGY
OF MENTAL DISORDERS

The contribution of stress to the etiology of certanental disorders is indi-
cated by research and the theoretical clinicalditge. In this way, they provide
the basis for the inference that since stress ibotés to the onset of the symp-
toms of these disorders, then a change in copitig stiess has the potential to
prevent their occurrence. This change would alloweason exhibiting these
disorders not to experience stress, despite thaatmgd stressful situations.

Stressin the etiology of mental disorders
confirmed empirically

Studies have confirmed the contribution of stresshe etiology of 13 dis-
orders by demonstrating (1) a time sequence betw&essors in the form of
traumatic events and the development of disord@)sa greater frequency of
stressful situations or traumatic events experigrepeople with disorders than
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by persons from control groups, (3) a relationdh@pween the severity of dis-
order symptoms and the frequency of experiencingsstul situations, and (4)
the relationship between a specific disorder amgitigity to experiencing stress
in response to insignificant daily events. The digos in these studies were di-
agnosed on the basis of clinical interviews acewydo the criteria set out in the
DSM-1V and DSM-III classifications of mental dis@x$, on the basis of struc-
tured diagnostic interviews according to the cidteset out in the ICD-10 classi-
fication system of mental disorders, or on the dasiquestionnaires containing
diagnostic criteria for the disorders that the agsle concerned.

The fact that the contribution of stress to theletly of these disorders is
documented allows to suppose, with a high prolgpthat in the case of people
suffering from these disorders the way of copinthvéitress contributes to trig-
gering the symptoms. For this reason, a modificatib coping with stress in
psychotherapy would be helpful in preventing theureence of symptoms.

The disorders subjected to research were thodeeirtdse of which (1) the
contribution of stress to the etiology is a preisif@ — that is, acute stress dis-
orders (Classen et al., 1998), PTSD (Classen,et338; Owens et al., 2009) and
adaptive disorders (Kumano et al., 2007), as wellh@se in the case of which
(2) the contribution of stress to the etiology issk factor — that is, depressive
disorders (Mitchell, Parker, Gladstone, WilhelmA&stin, 2003; Kendler et al.,
1995; Kendler, Karkowski, & Prescott, 1999; Waldetis et al., 2008; Melchior
et al., 2007; Siegrist, 2008; Mc Cauley et al.,3)9%ocial phobia (Marteinsdot-
tir, Svensson, Svedberg, Anderberg, & von KnorrigQQ7; Stemberg, Turner,
Beidel, & Calhoun, 1995), disorders in the somé#tien (Imbierowicz & Egle,
2002; Kothy, Baraka, Sady, Ghanem, & Shoeib, 20@8phversion disorders
(Roelofs, Spinhoven, Sandijck, Moene, & HoogduidQ%), dissociative identity
disorders (Nijenhuis, Spinhoven, van Dyck, van ¢fart, & Vanderlinden,
1998), depersonalization—derealization disordergi §Chiaia, 2003), dysmor-
phic disorders (Neziroglu, Khemlani-Patel, Yarydi@ias, 2006; Buhlmann,
Marques, & Wilhelm, 2012; Didie et al., 2006), bnia (Akkermann et al.,
2012), psychotic disorders (Latester, Valmaggiardiris, van Os, & Myin-
Germeys, 2013), and insomnia (Haeley et al., 188%jn et al., 2003).

Stressin the etiology of mental disorders
not confirmed empirically

The theoretical clinical literature suggests thegss is involved in the etiol-
ogy of more disorders than just those for whichas been confirmed empirical-
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ly. For example, the DSM-5 classification systemrantal disorders (American
Psychological Association, 2013), lists additioh@ldisorders, apart from the 13
mentioned above in the case of which the role ressthas found empirical con-
firmation.

In the case of persons exhibiting symptoms of diem in which the contri-
bution of stress is suggested by theory, it caadseimed that their way of coping
with stress contributes to triggering disorder stongs. However, due to the lack
of confirmation in research, this assumption sholdd treated with caution.
There probably is a need to modify coping with sdren psychotherapy in order
to prevent the recurrence of the symptoms of thkésarders, although this can-
not be stated with certainty.

The DSM-5 lists stress-related disorders in thes adswhich (1) the contri-
bution of stress to the etiology is a prerequisitéhat is, reactive attachment
disorder in children — and disorders in the case/tith (2) the contribution of
stress to the etiology is a risk factor, namely:ifaadults — generalized anxiety
disorder, panic disorder, fear of disease, pathicédgeollecting, dissociative
amnesia, explosive disorders, anorexia, abnormalagealesire in women, dis-
orders associated with genital-pelvic soreness tpainen in women, and (b) in
adults, adolescents, or children — obsessive—ca@ivautlisorders, specific pho-
bia, agoraphobia, separation anxiety disorderspsifipnal—-rebellious disorders,
behavioral disorders, nightmares and (c) in chiidreADHD and stereotypic
movement disorders.

COPING WITH STRESSIN REPRESENTATIVES
OF THE GENERAL POPULATION OF ADULTS

Research on the skills of coping with stress aggtig representatives of all
adults experiencing stressful situations providesaaswer to the question of
how to modify coping skills in psychotherapy irder to prevent the recurrence
of mental disorder symptoms. (The general populasiample of adults includes
people subjected to research among whom persoiilsitéxi symptoms of men-
tal disorders can be found; Nietzel, Russell, Hengsy & Gretter, 1987).

Coping with stress
in an uncontrollable situation

Studies revealing that the effectiveness of copiith stress depends on ad-
justing the strategies of coping with stress todbgree of control over a stress-
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ful situation have been identified. These studmscern the experience of loss or
traumatic events over which one has no control. &amanalysis of 20 studies
(Suls & Fletcher, 1985) shows this regularity, segjing that in the early phase
of experiencing acute stress (when the impact atressful situation is little),
avoiding thinking about the traumatic event or stfal situation results in better
relief of stress, pain, and fear in patients, faraple after a cardiac infarction or
a surgical operation, while a problem-oriented gofuis more effective at re-
lieving stress at a later stage (when the impac stnessful situation is greater).
A similar regularity concerning the effectivenedscoping with stress de-
pending on the adaptation of coping strategieshto degree of control over
a stressful situation is shown by other studies €ffectiveness of strategies
aimed at changing the stressor or alleviating riegi@motions associated with
the stress experienced in a long-term stressfubitn that is not subject to
change has been analyzed. One of such studiesn&dllaum, & Singer, 1983)
concerns people exposed to radiation sicknessiglivear the area near where
a breakdown of a nuclear power plant took placetAer one concerns women
who have been unsuccessful with in vitro fertiliaatand the partners of these
women (Terry & Hynes, 1998). It turned out thatairong-term stressful situa-
tion that is not subject to control, the use chtgtgies aimed at reducing the neg-
ative emotions associated with stress, such aadbeptance of a stressful situa-
tion (Terry & Hynes, 1998) or changing the way @frgeiving a problem by
positive reframing (Collins et al., 1983), redudkd stress and allowed the sub-
jects to adapt to the stressful situation. In castirthe use of strategies aimed at
solving the problem, such as planning how to stiheeproblem and attempting
to solve it, neither reduced stress nor allowedviddals to adapt to the stressful
situation. Two of the strategies aimed at reduciegative emotions associated
with stress were not effective in relieving stressmely avoiding thinking about
the problem (Terry & Hynes, 1998) and denial untierd as a coping strategy,
as if one were saying: “I don’t want to believe wkgagoing on” (Collins et al.,
1983). Analyses conducted by Stanton and assodi2088€) complete the infor-
mation on the effectiveness efrategies aimed at reducing stress and negative
emotions provided by the studies discussed abdwey Telate to the expression
and mental processing of negative emotions in womdfering from breast
cancer. The processing involves deliberate anabfsiegative emotions with the
intention of understanding them. In this study,tréiss understood as sensing
negative emotional states was measured. Its sgweai assessed by aggregating
the severity of anger, depression, tension, fatiguel confusion. The women
who expressed negative emotions were experienceaker distress and weaker
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side effects of medical treatment, had more enémgthe course of medical
treatment, and after its completion their physmahdition was better compared
with those who focused on negative emotions wighitiention of understanding
them.

Studies on persons mourning their partners suffefiiom AIDS (Folkman,
1997) provide further information on the effectiess of coping with stress
adapted to the degree of control over a stresgfidtion. Two strategies proved
to be effective in relieving stress associated waitoss. They are: positive reap-
praisal based on redrafting the meaning of a dtresguation so as to see it in
a better light and focusing on the problem thatuigpose-oriented and consists in
setting oneself small, realistic goals, achieveabla day. Both are related to
perceiving positive emotions as well as experieg@rsense of control and ful-
fillment. It was demonstrated that there is a fefethip between these strategies,
which suggests that a positive reappraisal undeftieusing on everyday prob-
lems and solving them with a sense of satisfacta@ur strategies turned out to
be ineffective because they were associated witingtstress and negative emo-
tions. They were three strategies aimed at redunéggtive emotions associated
with stress. Two of them are based on avoidingkihmn about a stressful situa-
tion. They are escape behaviors, such as drinkioghal (which temporarily
improves mood), and cognitive tactics, such as iniag that things could go
differently. The third one was seeking social suppib is associated with mood
deterioration in the dying person’s partner attthree of looking after that person
and at the time of mourning after his or her dedtfis relationship is the stron-
gest one month before the partner’s death. It islear whether seeking support
leads to mood deterioration or whether deteriogatitood leads to looking for
support. The fourth ineffective strategy was blagnomeself for the stressful
situation.

Beliefs underlying coping with stress
in an uncontrollable situation

Studies suggest that the effectiveness of copirtlg stress in a stressful situ-
ation related to a loss or following the experientea traumatic event depends
on the positive or negative connotations of ongistential beliefs. They imply
that a modification of coping with stress in sucdtuations in psychotherapy
should take such beliefs into account.

The research results mentioned above on peopleewperienced a loss and
were mourning their partners who died from AIDS IdAean, 1997)illustrate
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a relationship between the choice of strategy fopimg with stress and the
accepted beliefs. The subjects who were able igpfestive emotions despite of
mourning after the loss of their partner believiedt tit was force majeure/God
that gave meaning to human life, that human lifs waart of a larger plan and
a part of a larger entirety. They believed thatrtipartner after death was in
a better and safer place and experienced contéittivn/her. They also engaged
in spiritual practices such as attending institutions relateteligion and spiri-
tuality, meditationattending talks on religious and spiritual ideasding litera-
ture on the subject, and meetings with spiritualetigious leaders. These beliefs
were the basis for the participants’ positive reajgal of the meaning of a stress-
ful situation that could not be changed by them #meir concentration on
“small” everyday life problems in order to solveeth. The application of these
two strategies in dealing with stress in connectidth partners’ death was asso-
ciated with the feeling of positive emotions by muog partners three months
and a month before the partner’s death as welrgg tand five months after his
or her death (Moskowitz, Folkman, Collette, & \fiighoff, 1996).

The relationship between existential beliefs argl ¢fffects of coping with
stress in the form of either posttraumatic growtP®SD symptoms is illustrated
by the results of research on people who have epmd traumatic events
(Gerber, Boals, & Schuettler, 2011). They show thaditive existential beliefs
are associated with posttraumatic growth, and iagyanes — with symptoms of
PTSD. The research whose results confirm thesd¢ioe$hips concerns people
who experienced a threat of death or a physicairynjwho were involved in
a car accident, a natural disaster, or an asseldt,withessed a serious injury or
death of a close relative or a stranger or receiméarmation about the death
or injury of a close relative, who were victimsatrime, aape mental or sexual
abuse in childhood or adulthood. It was found tteating the image of a benevo-
lent God, seeking support in him, having a senseooftrol over a stressor by
counting on the God’s help, understanding a streasopotentially beneficial,
forgiving those who do harm understood as liberafrom anger and purifica-
tion from sins is associated with posttraumationgho In this study posttraumat-
ic growth means (1) positive changes in the fidldnterpersonal relationships
(a feeling of having support from people, a serfsatonacy with them, the de-
sire to express emotions, showing compassion tplpeaccepting the fact that
one needs other people, a willingness to put effdd building interpersonal
relationships), (2) exploring new opportunities gleping new interests, plan-
ning new objectives, having a sense being ableakeriife better, changing what
should be changed, a feeling that new opportuniteage appeared due to the
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trauma), (3) building inner strength (feeling tlmate can rely on oneself, the
feeling that one is able to overcome the diffi@stithe ability to accept things as
they are), (4) the development of spirituality (arstanding spiritual matters and
strengthening the faith), and (5) a positive eviiduaof life (perceiving things
that are important in life, seeing one’s own ligevaluable, appreciation of each
day). When it comes to questioning the love and grosf God, the feeling of
rejection by God and the religious community, ipteting the traumatic event in
terms of punishment for sins or as caused by Sataguestioning the existence
of God, justice, and the purpose of life in resgottsthe traumatic event — these
are associated with the symptoms of PTSD.

Based on the results of this study, it can be aedutimat positive existential
beliefs serve as a frame of reference in the lgghwhich the negative meaning
of a traumatic event can be positively re-evalualiecln be further assumed that
the positive meaning attributed to a traumatic éveay contribute to a positive
change in understanding the significance of opessonal existence. Negative
beliefs mean that there are no grounds for a pesié-evaluation of the traumat-
ic event and, as a consequence, they confirm thative perception of reality.
The hypothesis explaining the role of a positivappraisal of the posttraumatic
growth is supported by the results of other regeauwmmarized in the meta-
analysis.

In the meta-analysis, a comparig@irati & Pietrantoni, 2009)f the role of
coping strategies as factors contributing to pastiratic growth in people expe-
riencing traumatic eventshows their different weightCoping with stress by
referring to positive religious valueend positive reapprais@é strongly asso-
ciated withthe sizeof posttraumatigrowth. Insteadstrategies such as seeking
social support and acceptard@monstrate a moderate relationship with it.

The results of a study concernitiige effectiveness of the strategy of express-
ing and mentally processing emotidnsorder to understand them in the context
of posttraumatic growtfManne et al., 20049re complementary to the informa-
tion provided by the meta-analysis presented ablovthis studythe predictors
of posttraumatic growth in women with breast carerad in their partners mea-
sured one and a half years after the diagnosis therdifferent strategies of cop-
ing with stress used after receiving informatiomwabthe diagnosis. In women,
the predictor was the expression of negative emstiand in men the predictors
were mental processing of negative emotions andtiy®seappraisal. On the
one hand, the results of this research confirmetheiency of expression and the
ineffectiveness of mental processing of emotiongvaimen with breast cancer,
found in the previously presented study (Stantaal.e2000). On the other hand,
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they make it clear that the effectiveness of these tlstemtegies depends on
whether they are used by a person directly experngnthe negative conse-
guences of a traumatic event ordperson whom these consequences concern to
a lesser degree.

CONCLUSIONS

The purpose of this article was to find answersvim questions of a practical
nature concerning the effectiveness of psychotlyeragmely: in case of which
mental disorders there is a need to modify thdss&flcoping with stress in order
to prevent the recurrence of symptoms, and whatrtfadification increasing the
skills of managing stress would be based on. Raefgio research results has
provided the following answers to these questions.

Firstly, the effectiveness of modifying coping witress in preventing the
recurrence of depressive symptoms is confirmed ecagfly, hence the indica-
tion for the practice of psychotherapy that in deopith depressive disorders or
subclinical depression coping with stress shouldbdified.

Secondly, in the case of the 13 disorders whoséogly involves an empiri-
cally confirmed contribution of stress, it can bgicipated with a high degree of
probability that in people manifesting these digosd after a period of remission
the symptoms will occur again if the way of respiogdto the stressors trigger-
ing them remains unchanged. Therefore, it seemsoppate to formulate the
indication that in the case of these disordersrappiith stress should be mod-
ified in psychotherapy. Among these 13 disordeesdtare acute stress disorders.
In their case, it is necessary to add that anvetdion is needed when they take
the chronic form — that is, the form of PTSD. Tlsibecause research indicates
that about 50% of people with symptoms of theserders recover over time
(Blanchard et al., 1997).

Thirdly, in case of the disorders in whose etioldlgg contribution of stress
Is suggested by the theoretical clinical literaturean be assumed — with a less-
er degree of probability than in the case of disssdn which the contribution of
stress to etiology has been empirically confirmethat in peoplemanifesting
these disordersyhen stressors triggering symptoms work again afteeriod of
remissionthey will contribute to the onset of symptoms i€ tvay of reacting to
them does not chang€hus, in case of these disordarsindication can be for-
mulated that it is necessary in psychotherapy agmhse how patients cope with
stress and, depending on the needs, to increadseskiiks in this area.
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Fourthly, it has been proved in research that Hiktyato adapt the strategies
of coping with stress to the degree of control owestressful situation relieves
stress. Teaching it in psychotherapy seems togrerising method of prevent-
ing the recurrence of disorder symptoms. Studiggest that this ability com-
prises (1) the differentiation between stressfulaions that are controllable and
those that cannot be changed as well as (2) adpptinss management strate-
gies to them. In a controllable stressful situatgtnategies aiming at the elimina-
tion of the stressor should be applied, such awjptg how to solve the problem
and taking an action to eliminate A.stressful situation that cannot be changed
and lasts long requires using strategies that a@ineducing negative emotions
associated with stress — that is, a positive reagalrof the situation and accept-
ing it, expressing negative emotions, planning andlementing small objec-
tives achievable during the day. One should alsmdausing ineffective strate-
gies of coping with stress — namely, focusing ogatige emotions, avoiding
thinking about the stressful situation if it lagtsg, and blaming oneself for it.
In the case of patients experiencing a stressfuligon that cannot be changed
or a traumatic event, a reference to the patientistential beliefs seems to be
necessary. Positive beliefs may be used for aipesieappraisal of the impor-
tance of such a situation or event. It can be asdutimat having this ability, ac-
quired during psychotherapy, would make it easierpfatients to handle other
stressful situations that cannot be changed orrdt@matic events. In cases
when patients acknowledge negative existentiabfeln the light of which they
interpret the stressful situation or traumatic é¢yvenchange of the negative be-
liefs to positive ones would be needed. No chamgthis respect would mean
a lack of resource to refer to in a positive reafgal of the meaning of such
a situation or event.
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