This work is licensed under Creative Common AttributionNonCommercial-NoDerivatives 4.0 International (CC BY-NC-ND 4.0).
No permission to resale without signed publisher agreement.

Neuroendocrinology Letters Volume 39 No. 2 2018
ISSN: 0172-780X; ISSN-L: 0172-780X; Electronic/Online ISSN: 2354-4716
Web of Knowledge / Web of Science: Neuroendocrinol Lett
Pub Med / Medline: Neuro Endocrinol Lett

Discrepancy between readiness to change, insight
and motivation in alcohol-dependent inpatients

Department of Psychology Sciences, Faculty of Social Science and Health Care, Constantine the
Philosopher University in Nitra, Slovak Republic
2 OLUP Predna Hora, Muranska Huta, Predna Hora 126, 049 01 Muran, Slovak Republic
3 Psychagogia, Garbiarska 3948, 03101 Liptovsky Mikulas, Slovak Republic
4 Katedra Psychiatrii, Uniwersytet Jegiellonski, Collegium Medicum, Krakow, Poland
5 Hospital dr. Josef Babinski Krakow, Poland
6 Department of Psychiatry, Faculty of Medicine and Dentistry, University Palacky Olomouc,
University Hospital, 77520 Olomouc, Czech Republic
1

Correspondence to:

PhDr. Milos Slepecky, Ph.D.
Department of Psychology Sciences, Faculty of Social Science and Health Care,
Constantine the Philosopher University in Nitra,
Kraskova 1, 94974 Nitra, Slovak Republic
tel.: +421 903 500 887; e-mail: milos.slepecky@gmail.com

Submitted: 2017-09-30
Key words:

Accepted: 2017-11-10

Alcohol dependence; Alcohol Therapy; Treatment; Theory of Change
NEL390218A02 © 2018 Neuroendocrinology Letters • www.nel.edu

BACKGROUND: Poland, Czech Republic, and the Slovak Republic are countries
with high alcohol consumption, and alcohol-induced disorders are in the ten
leading causes of Years Lost due to Disability. Therefore it is necessary to study
factors as insight, motivation, and readiness to change for the better understanding the variables which are in probably connected with therapeutic effectiveness.
AIM: The purpose of the study was to examine the state of readiness to change at the
beginning and the end of inpatient short (six weeks) and long (12 weeks) therapeutic program in the Slovak Republic, Poland, and the Czech Republic, and look for the relationship
between readiness to change, insight, and motivation in alcohol-dependent persons.
METHODS: We studied a sample of 380 alcohol-dependent inpatients (282 men
and 98 women) by Alcohol Use Disorders Identification Test (AUDIT), The Stages
of Change Readiness and Treatment Eagerness Scale (SOCRATES), Readiness to
Change Questionnaire (RCQ), and Demographic Questionnaire.
RESULTS: The unmarried patients declare a higher severity of alcohol dependence
than married or divorced ones in AUDIT questionnaire. At the beginning of the
treatment, the majority of patients declared Action (68.5%) or Preparation (26.3%)
motivation stage according to RCQ questionnaire. At the end of the treatment,
married patients showed higher readiness to change in domain Taking steps of
SOCRATES questionnaire. The unmarried patients displayed the decrease of
domain Ambivalence. The duration of the completed therapeutic program may
not be crucial for improvement in preparedness to change.
CONCLUSION: The intention and motivation to alcohol dependence treatment
seem to be high at the beginning of the treatment, but recognition of the alcohol
problems were low in highly dependent patients. Marital status was connected
with an increased active component for readiness to change. The passive component (decreasing the ambivalence) was observed in the unmarried patients.
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INTRODUCTION
Substance-related disorders are the global problem,
affecting the persons of any nationality, race, social
environment, education or gender. It is expected that
about 50 million people are suffering from substancerelated problem worldwide. The adverse use of alcohol
results in 3.3 million deaths each year (WHO 2014).
According to WHO, alcohol use disorders are among
the ten leading causes of Years Lost due to Disability
(YLD) in low-income, middle-income and also highincome countries (WHO 2014).
Understanding the processes that determinate the
positive motivation to change in alcohol abuse is an
area of active investigations (Huebner & Tonigan 2007).
The processes go from whether people change to how
people can change (Willenbring 2007). The treatment
approaches are different in various countries, but clinical interventions such as building motivation, enhancing relapse prevention, improving problem-solving,
strengthening relationships, and engaging in rewarding
nondrug activities were mentioned as a key factor. Prochaska et al. (1992) suggest a transtheoretical model of
behavior change to provide a comprehensive explanation of how people modify their behavior. The model
describes a series of stages through people pass when
attempting to change their behavior and it has been
applied to the excessive alcohol use (Rubak et al. 2005,
Miller & Rollnick 2009). According DiClemente et al.
(2004) readiness to change (RTC) is an essential principle of the Transtheoretical Model of Intentional change.
The concept of stages of change has obtained high
popularity among researchers but also has been criticized due to various reasons by Davidson (1992, 1998),
Sutton (1996, 2001), and West (2005). The main objection is that the model defines stages as exact phases, but
they are more as subjective divisions on a continuum
(Sutton 1996, 2001; West 2005).
Bertholet et al. (2009) studied how readiness to
change predict subsequent alcohol consumption in
medical inpatients with unhealthy alcohol use. They
recognition of problems reﬂect more heavy drinking than readiness to change. Higher levels of Taking
Action seem to predict less drinking. Skewes, Dermen,
& Blume (2011) were studying the connection between
readiness to change and post-intervention drinking
among Hispanic college students. The results showed
that higher readiness to change predicted decreased
alcohol drinking only among the heaviest drinkers.
Motivation is an essential first step toward any action
or change in behavior. Motivational interviewing (MI)
is an empirically based psychotherapy method in which
a clinician uses a non-confrontational, collaborative,
and non-judgmental style to resolve a client's ambivalence to changing his/her behavior (Miller & Rollnick
2012). Motivation to change has been identified as

136

a critical component of the reaction to alcohol interventions (Vasilaki et al. 2006). Studies have demonstrated
the prominence of motivation for management in predicting adherence to the treatment and recovery of substance abuse patients (DeLeon et al. 1997, Simpson &
Joe 1993). The motivation for the change of the alcohol
drinking, however, is not the same as the motivation
for the entering to the treatment. Many clients come to
the therapy under pressure from social environment,
and they are not ready to change drinking patterns
and actively participate in treatment. Motivation “To
Change” and “Motivation for Treatment” seems to be
a critical component in persuading patients to search
for, act by with, and complete the treatment as well as to
make long-term positive changes (DiClemente & Scott
1997).
Clients can be categorized into the different “stages of
change” according to their preparedness to modify their
drinking behavior. Subsequently, investigators have to
reflect more seriously the character of motivation in
the therapy and recovery. Therapists typically compare
internally (e.g., feeling a sense of accomplishment) and
externally driven sources of motivation (e.g., financial
incentives) (Deci & Ryan 1987). In general, the internal motivation is accompanying with greater long-term
changes than the external motivation (Deci & Ryan
1987). Unrelatedly to the level of external motivation,
outpatients with low internal motivation had the worst
treatment outcomes. Martin & Rehm (2012) found that
motivational enhancement therapy (a variation of MI),
behavior therapies, CBT, and brief therapies were the
most efficient for alcohol use problems.
The main objective of this research was to examine
the state of readiness to change at the beginning and the
end of inpatient short (six weeks) and long (12 weeks)
therapeutic program and look for the relationship
between readiness to change, insight, and motivation
in alcohol-dependent persons in the Slovak Republic,
Poland, and the Czech Republic.

METHOD
The patients treated in Psychiatric hospital Predna Hora
(OLUP, Slovakia), a Psychiatric hospital in Jemnice
(PATEB, Czech Republic), and the hospital in Cracow
(WOTUW, Poland) from September to December 2015
were included in the study. All hospitals have the similar
specific program for alcohol abuse based mainly on the
group and community psychotherapeutic approaches.
The program takes 12 weeks (long program) in Slovakia, six weeks (short program) in Poland, and both
(short or long) one in the Czech Republic, according
to the patient choice. Experienced psychiatrists had
diagnosed all patients according to the ICD-10 diagnostic system (WHO 1992), and indicated them for the
treatment.
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Measurements
Three basic questionnaires were used at the beginning
of the treatment, after six weeks and also after 12 weeks
period in patients with 12-week program. They are:
• The 10-items Alcohol Use Disorders Identification
Test (AUDIT as a brief, rapid, and flexible tool consistent with ICD-10 classifications of alcohol dependence
and harmful alcohol use. De Meneses-Gaya et al. (2009)
found 47 studies that evaluated the AUDIT in different
countries. The AUDIT was recognized as validate tool
for the identification of harmful use, abuse, and dependence of alcohol. The mean value of Cronbach’s alpha
was 0.80, indicating high internal consistency. Most
studies have found very favorable sensitivity for current ICD-10 alcohol use disorders (and lower but still
acceptable specificity) for the cut-off eight points (Allen
et al. 1997). Polish version of AUDIT has also shown
reliable psychometric properties (Cherpitel et al. 2005).
• The Stages of Change Readiness and Treatment
Eagerness Scale (SOCRATES). SOCRATES is a questionnaire designed to assess readiness for change in
alcohol abusers. The instrument yields three factorialderived scale scores: Recognition (Re), Ambivalence
(Am), and Taking Steps (Ts). Psychometric analyses
revealed the Cronbach alpha for ambivalence 0.60-0.88,
for recognition 0.85-0.95, and for taking Steps 0.83 –
0.96. Test-retest reliability is excellent, from 0.83 to 0.94
in subscales (Miller & Tonigan 1996).
High Recognition scores mean that patients have
difficulties associated with their drinking, have a tendency to express a wish for change and to recognize that
impairment will persist if they avoid change. Low score
mean disagreement that alcohol makes them severe
difficulties. High Ambivalence rating means that person
sometimes doubts if they are out of the control of the
alcohol drinking, causing complications. Low Ambivalence scores mean that person "knows" that his/her
drinking is causing complications (high Recognition),
or because he "knows" that he does not have drinking
difficulties (low Recognition). Thus a low Ambivalence
score must be interpreted with adding the score of Recognition. High Taking steps score maps the willingness
to make a constructive change in drinking. The change
is underway. A high score has been found to be prognostic of successful change.
• Readiness to Change Questionnaire (RCQ) is
12-items questionnaire which evaluates an individual’s
readiness to change the alcohol abuse (Heather et al.
1993). The questionnaire shows four stages of change:
Pre-contemplation (no interest in change), Contemplation (considering a change), Preparation (ready to
change) and Action (making a change) (Heather et al.
1991). Cronbach's alpha coefficients are follows: Precontemplation = 0.73; Contemplation = 0.80; Action =
0.85 (Rollnick et al. 1992).
• The demographic questionnaire contains basic
information: sex, age, marital status, employment status,
pension income, education, duration of alcohol abuse,

the age of the disorder onset, the length of attending
the adiktology services, the number of past hospitalizations, comorbid psychiatric disorders, including abuse
or dependency on other psychoactive substances, reference and motivation to treatment.
Statistics
All analyses were calculated using the SPSS (Statistical
Packages for the Social Sciences (SPSS 16.0) for Windows. Demographic and psychological data were analyzed using column statistics. The Shapiro-Wilk W test
determined normal distribution of the demographic
and questionnaire variables. Differences between
scores measured have been computed by parametric
or nonparametric pair t-tests, one-way ANOVA or
Kruskal-Wallis test. The chi-square tests were used for
the categorical variables. Correlations reflected relationships between treatment result and other factors.
Differences were considered to be significant when
p-values were less than 0.05.
Ethics
The investigation was performed in agreement with
the Guideline for Good Clinical Practice (EMEA
2002/2009) and the latest version of the Helsinki Declaration. The local ethical committee of Faculty of
Social Science and Health Care, Constantine the Philosopher University in Nitra accepted the study. Written
informed consent was picked up from participants after
the procedures were fully explained.

RESULTS
Sample
The research sample consisted of 380 inpatients suffering with alcohol dependence (mean age=44.6 ±
10.5); 282 men (mean age=44.0 ± 10.8) and 98 women
(mean age=46.1 ± 9.4). The patients of OLUP Predna
Hora (n=212) created the majority of the sample, followed by the patients of Wotuw Cracow (n=117) and
patients of the psychiatric hospital in Jemnice (n=51).
Almost half of the patients (46.5%) were unemployed,
36.4% had a stable employment, 6.9% of patients were
receiving a disability pension, 9% were retired. There
was also 1% of students. Around one-third of patients
was married (37.4%), followed by a single (30.1%),
divorced (28.7%) and widowed (3.8%). Statistical
analysis shown that unmarried patients (26.50 ± 8.30)
showed higher AUDIT score than married (23.96 ±
6.55) (Mann-Whitney U test: U=1423.50; p<0.05) or
divorced patients (24.31 ± 6.89) (Mann-Whitney U test;
U=1304.00; p<0.05).
Almost 60% of patients had at least one comorbid
psychiatric disorder. As regard psychoactive substances
the most comorbid disorders were following: abuse of
tobacco (40%), sedatives and hypnotics (2,5%), cannabis (1%) or other specific combinations (3.5%). The
presence of other disorders was following: affective dis-
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Tab. 1. Means, medians and standard deviations of AUDIT and subscales of SOCRATES regarding occupational status of the patients
AUDIT

Recognition

Ambivalence

Taking steps

Employed

24.39 ± 6.96

31.45 ± 4.03

16.59 ± 2.64

35.16 ± 4.23

Unemployed

25.64 ± 6.79

30.82 ± 5.46

16.64 ± 3.74

34.54 ± 5.47

Disability pension

23.40 ± 5.28

30.20 ± 4.94

15.60 ± 1.84

34.60 ± 3.27

Retired

23.94 ± 8.51

30.47 ± 4.61

16.00 ± 2.73

32.00 ± 6.06

Kruskal-Wallis test:
KW = 3.64; n.s.

Kruskal-Wallis test:
KW = 1.18; n.s

Kruskal-Wallis test:
KW = 2.90; n.s

Kruskal-Wallis test:
KW = 4.98; n.s

Statistics

Tab. 2. Stages of the Reason to change according to employment status
Precontemplation

Contemplation

Preparation

Action

1 (1.4 %)

3 (4.2 %)

15 (21.1 %)

52 (73.2 %)

2 (2 %)

3 (3 %)

29 (29.3 %)

65 (65.7 %)

0

0

2 (20 %)

8 (80 %)

1 (6.3 %)

0

3 (18.8 %)

12 (75 %)

Employed
Unemployed
Disability pension
Retired

chi-square: χ2 (12) = 5.64, n.s.

Tab. 3. Stages of change measured by RCQ according to the marital status
Beginning of treatment

End of treatment

Marital status

Recognition

Ambivalence

Taking steps

Recognition

Ambivalence

Taking steps

Unmarried

31.18 ± 12.16

16.33 ± 2.91

34.56 ± 4.59

31.17 ± 4.83

14.32 ± 4.44

34.76 ± 6.16

Married

30.90 ± 4.98

16.55 ± 2.86

34.04 ± 5.74

32.57 ± 3.88

16.51 ± 3.14

37.33 ± 2.16

Divorced

30.84 ± 4.66

16.59 ± 1.3

35.16 ± 4.64

31.26 ± 10.16

15.05 ± 3.36

35.23 ± 3.72

Statistics

Kruskal-Wallis:
KW=0.28; n.s.

Kruskal-Wallis:
KW=0.39; n.s.

Kruskal- Wallis:
KW=1.31; n.s.

Kruskal-Wallis:
KW=3.21; n.s.

order (5.5%), neurotic, stress-related, and somatoform
disorders (5%), personality disorders (4%), organic personality disorders (4%), pathological gambling (3.5%),
and schizophrenia, schizotypal and delusional disorders (2%).
According to the demographic questionnaire most
often verbalized motivation to the treatment was the
own desire to stop drinking (35.2% of patients), followed by family pressure (20.3%), inability to manage
everyday life (12.8%) and unpleasant health state
(12.3%). There was also 12.3 % court-ordered patients,
4% of patients came on the recommendation of a friend
or an ambulatory psychiatrist, and 2.2% were forced to
treatment by their partners. There were no significant
differences in the AUDIT score, SOCRATES (Recognition, Ambivalence, Taking steps) (Table 1), and stages of
Reason to Change (Table 2), according to employment
status. There were statistical differences between groups
about marital status in SOCRATES at the beginning of
the treatment (Table 3). After treatment, there were the
differences between groups concerning the Ambivalence and Taking steps. However, the comparison of
the beginning scores and end scores according to the
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Kruskal-Wallis:
Kruskal-Wallis:
KW=9.71; p<0.01 KW=11.33; p<0.01

marital status showed only change in married patients;
they increased the-the mean score of Taking steps (Wilcoxon Signed Ranks Test: Z=2.95, p<0,01; r=0,61).
Readiness to change (RCQ)
Table 4 displays both absolute and relative numbers
of patients in particular stages of change according to
RCQ in various phases of treatment. The majority of
patients were at the beginning of the treatment in the
stage of Action (68.5%) or Preparation (26.3%) (Table
4). There was also no difference in stages of change at
the end of the treatment among patients finishing the
short program and patients finishing the long program
(Table 4).
Alcohol Use Disorders Identification Test (AUDIT)
Total 212 patients completed AUDIT (mean score 25.0
+ 7.0) after admitting to the hospital. Three patients
(1.4%) scored like a normal alcohol drinking level, 13
patients (6.1%) scored as a middle level of problems
with alcohol, 31 patients (14.7%) scored as a high level
of problems with alcohol and 166 patients (75.9%)
scored as a level of alcohol dependence.
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Tab. 4. Number of patients in different stages of change measured by RCQ in a particular phase of the treatment
Phase of
treatment

Long program

N

Precontemplation Contemplation

Preparation

Action

The beginning

213

4 (1.9 %)

7 (3.3 %)

56 (26.3 %)

146 (68.5 %)

6th week

115

–

4 (3.5 %)

25 (21.7 %)

86 (74.8 %)

Statistic

comparison with the beginning: Chi-square: χ2 (6) = 7.63, n.s.

The end in 12th
week

95

Statistic

1 (1.1 %)

2 (2.1 %)

24 (25.3 %)

68 (71.6 %)

comparison with the beginning: Chi-square: χ2 (6) = 10.73, n.s.

Short program The end after 6
week

73

Statistic

1 (1.4 %)

2 (2.7 %)

7 (9.6 %)

63 (86.3 %)

comparison with the beginning: Chi-square: χ2 (6) = 3.80, n.s.

Drop-out

9

–

1 (11.1 %)

1 (11.1 %)

7 (77.8 %)

Statistic (chi-square) – comparison of the treatment time frequencies against the beginning frequencies

Tab. 5. The correlation between RCQ sub-scales and AUDI
Precontemplation

Contemplation

Action

r= -0.26**

r=0.29**

n.s.

AUDIT
Pearson r; ** p<0.01 two-tailed significance

Tab. 6. Means, medians and standard deviations of subscales scores of SOCRATES at the end of the treatment regarding treatment duration
Recognition

Ambivalence

Taking steps

12 Weeks treatment (n=150)

31.02 + 3.95

16.12 + 2.76

34.49 + 4.08

6 Weeks treatment (n=68)

32.41 + 4.55

15.31 + 4.49

36.66 + 4.13

Mann-Whitney U-test:
U=2443.50, p<0.001

Mann-Whitney U-test:
U=3180.50, n.s

Mann-Whitney U-test:
U=2568.00, p<0.01

Statistics

Pearson and Spearman's correlation were used for
evaluating the relation between RCQ sub-scales and
the final score in AUDIT. There is a negative correlation between the score of AUDIT and the scale of Precontemplation and a positive relationship between the
AUDIT score and the scale Contemplation (Table 5). It
seems that patients with a higher AUDIT scores (i.e.,
higher severity of alcohol dependence) are more probable in the stage of Pre-contemplation.
We tested the difference in AUDIT score according
the stages of the change. Patients in the stage of Action
(n=144; M=23.94 ± 7.11) reached significant lower
mean score in AUDIT than patients in the stage of
Preparation (n=55; M=27.58 ± 5.77) (Mann-Whitney
U-test: U=2647.50; p<0.01; r=0.26).
Stages of Change Readiness and Treatment Eagerness
Scale (SOCRATES)
The SOCRATES questionnaire was repeatedly administered to patients to evaluate their ability to recognize
their problems with alcohol (Recognition), the ambivalence towards their control of drinking (Ambivalence)
and their active attitude to the treatment (Taking steps).

At the beginning of the treatment 30% of patients displayed high Recognition of their problem with alcohol,
36.7% showed intermediate Recognition of this issue,
and 33.3% exhibited low Recognition of their problem
with alcohol.
Forty percent of patients showed considerable
Ambivalence towards their problem with alcohol,
46.6% displayed intermediate Ambivalence, and only
13.3% presented low Ambivalence.
Fifty percent of patients had a high score on the
level of Taking Steps, 35.2% had a middle score in
Taking Steps scale, and 15.3% had a low level of Taking
Steps.
We tried to identify the differences in the three subscales of SOCRATES regarding the duration of the
treatment (Table 6). Patients finishing the treatment
at the sixth week showed the significantly higher level
of Recognition in compared to the patients finishing
the treatment in the 12th week. Patients finishing the
treatment at the sixth week also showed the significantly higher level of Taking Steps than the patients,
who finished the treatment in the 12th week. There
were no significant differences between these patients
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Tab. 7. The relation between SOCRATES the RCQ sub-scales and AUDIT
Precontemplation

Contemplation

Action

AUDIT

Recognition

r= -0.42**

r= 0.45**

r= 0.18**

r=0.37**

Ambivalence

r= -0.19**

r= 0.40**

r= 0.18*

r=0.14*

Taking steps

n.s.

r= 0.30**

r= 0.54**

n.s.

r=Pearson r *sig<0.05; **-sig.<0.01

two-tailed significance level

in the degree of Ambivalence according to the duration
of therapy (Mann-Whitney U-test: U=3180,50, n.s.).
In next step, we tried to find the relations between
SOCRATES questionnaire, the RCQ sub-scales, and
AUDIT questionnaire. The results showed significant
negative correlations between Precontemplation stage
of change (not ready to change) and Recognition of the
problem and Ambivalence. Contemplation (getting willing to change) correlated positively with Recognition
of the problem, Ambivalence and Taking Steps. Stage
of Action correlated positively with Recognition of the
problem, Ambivalence and Taking Steps. The score of
AUDIT (severity of alcohol dependence) correlated
positively with recognition and ambivalence.

DISCUSSION
According to the results, there were mostly middle-aged
patients, predominantly men, half of them were unemployed, only third had a stable job, and just over a third
of them were married. It is corresponding with Evren et
al. (2006) findings. The unemployment rate may reflect
the social impacts of alcohol dependence because the
unemployment range is between 6% to 11% of the general population of studied countries at that time. The
high level of unemployment was also found in another
Slovak study of hospitalized alcohol-dependent patients
(Benkovic et al. 2012), which found that 58.2% of them
were unemployed. Interestingly, the rate of divorced
patients is almost the same as in the general population
(37%) in Slovakia (Podmanicky & Podmanicka, 2013).
Comorbidity with other psychiatric disorders is relatively common, especially with tobacco dependence.
The high comorbidity with tobacco dependency was
also published by Benkovic et al. (2012). The most of
the major diagnosis like depression, schizophrenia, and
anxiety disorders were lower in our sample than was
described in the six-months Slovakian prevalence study
(Heretik et al. 2013). The rates of comorbidity in inpatients with alcohol dependence in Slovakia, published
by Benkovic et al. (2012) was more close to our data.
The research was focused on the addiction symptoms of patients when were entered to the treatment.
Most patients (3/4) scored at the level of alcohol dependence in the AUDIT questionnaire. The single patients
had significantly higher AUDIT results than married or
divorced ones. It can be interpreted that alcohol driven
behavior is more frequent or riskier in singles, who are
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probably less controled by significant others, and on the
other hand, drinking is more important part of their
way of life. Originally we expected that unemployment
would increase the severity of addiction. However,
there is no difference between the results of the AUDIT
between the unemployed and the employed patients.
Most patients coming to the treatment declared the
high readiness for change. According to RCQ data,
the vast majority of them were in the stage of Action
(i.e., they have a plan and make changes accordingly).
It is corresponding to the outcome of other studies
(Kim et al. 2007, Le Berre et al. 2012). High level of
declared readiness to change may have various explanations. The first may be an effort to meet the anticipated wishes of the therapists or want to fulfill other
social pressures (consciously or unconsciously). The
second explanation can be a “Syndrome of false hope”
(Polivy 2001). According to this syndrome, self-change
efforts (coming to the treatment) provide strong initial
rewards. Feelings of control and optimism frequently
accompany the early stages of self-modification efforts.
Also, unrealistic expectations regarding the speed, ease,
possible degree of change, and supposed benefits of
changing may overcome the knowledge of one’s prior
failures. Further research is needed to confirm this
interpretation.
The outcomes of our study also show the patients in
Action stage deny that the abuse of alcohol is a serious
problem for them in SOCRATES questionary. Paradoxically, patients expressed a particularly high readiness to change, but the relatively small insight of the
harm of alcohol in their life. We suppose that this high
level of readiness to change can reflect the situation in
which they have already finished the painful process of
decision-making.
Interestingly, the patients who were treated in the
short program (6 weeks) showed more readiness for
change than patients in the long program (12 weeks)
at the end of the treatment. We do not know the exact
explanation of this fact, and we can only speculate that
the shorter treatment for some patients is more motivational to change. The short program only was provided
in Poland, so we suppose that patients are coming to
the treatment there are more motivated for inpatient
treatment.
Patients in the stage of Action showed lower scores
in the AUDIT than patients in the stage of Preparation.
This result shows that people abuse alcohol less are
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more prepared for change. Patient in Precontemplation
stage of change (not ready to change) is characterized
by significantly lower Recognition of the problem and
Ambivalence. In the stage of Contemplation (getting
willing to change) they are more able to Recognize the
problem, be more Ambivalent and are prone to Taking
Steps to solve it. Stage of Action is characterized with
Recognition of the abuse problem, Ambivalence, and
tendency to Taking Steps. The severity of alcohol dependence correlated with Recognition and Ambivalence.
Patients in the stage of action showed lower scores
in the AUDIT than patients in the stage of Preparation.
This result shows that people abuse alcohol less are
more prepared for change.
At the beginning of the treatment, there was no difference in Recognition, Ambivalence or Taking Steps
according to the marital status. However, after the
treatment, there was the difference in Ambivalence and
Taking Steps according to the marital status; Ambivalence is lower in the single patients, and Taking Steps is
higher in the married group. Post-hoc analysis of time
changes in sub-groups was shown an increase of Taking
Steps in the married group. It could be interpreted that
married patients are motivated to the treatment more
because of the higher responsibility to the family or due
to family pressure. It could be the theme for subsequent
studies.
The results of the six weeks treatment appear to be
slightly better than 12 weeks program. The cost difference is substantial. The reason for this unexpected
outcome is unknown and need additional investigation.
Limitations of the study
The main limitation of this study is the fact that AUDIT,
RCQ, and SOCRATES were not standardized in Slovakia, Czech Republic nor Poland (expect AUDIT in
Poland). It is also questionable whether RCQ is appropriate for the differentiation of change stages in various
phases of treatment. Another limitation is using mainly
the subjective questionnaires.
The research group was from three different countries, with slightly different treatment approach and the
length of the treatment.

CONCLUSION
One of the most important research questions was in
which stage of change patients at the beginning of the
treatment are. The results show that majority of patients
find themselves on the stage of Action or Preparation.
The research was also focused on the severity of addiction in the initial phase of treatment. Contrary to the
low proportion of patients with high Recognition of
alcohol problems, these results suggest that there was
a significant population of highly dependent patients
with low Recognition of their alcohol problems. We
emphasize that a motivational interview should be an
effective intervention for them.

Future research could be more focus on the “False
hope syndrome” and should be more directed to examine whether the level of recognition of alcohol problems
predict treatment outcome.
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