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Summary

Aim. The target of the present study was to show the relationship between time and mo-
tives for maintaining abstinence and metacognitive beliefs about alcohol and self-conscious 
emotions.

Methods. Ninety-one alcohol-dependent individuals who are currently maintaining 
abstinence participated in the study. Three instruments were used to measure individual 
variables: RALD was used to examine motives for maintaining abstinence, MPA was used 
to measure the level of individual metacognitive beliefs about alcohol, and SUM 5 was 
used to measure the level of self-conscious emotions in addicts who maintain abstinence. 
Correlation analyses were performed and differences in mean ranks of metacognition and 
self-conscious emotions were examined for the two independent samples.

Results. All metacognitive beliefs were shown to negatively correlate with abstinence time. 
Some metacognitive beliefs were negatively associated with abstinence motives. Moreover, 
positive associations of self-conscious emotions and metacognitive beliefs with time and 
abstinence motives were found. Both metacognitive beliefs and self-conscious emotions have 
different mean levels depending on the duration of abstinence.

Conclusions. The study revealed that both psychological constructs are related to absti-
nence maintenance and can be creatively used in further analyses of addiction recovery and 
relapse prevention.
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Introduction

In light of the latest research on the heteronomous model of alcohol dependence, the 
recommendations and goals of treatment should be adjusted depending on the type of 
alcohol dependence. Researchers referring to the above-mentioned model recommend 
that total abstinence as a therapeutic target is optimal for people with Lesch types I and 
IV alcohol dependence, the symptoms of which are: strong withdrawal symptoms, i.e., 
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hand tremors, tachycardia, changes in blood pressure, seizures, and severe cravings for 
alcohol intake [1, 2]. In other types of addiction, abstinence still remains the optimal 
goal, however, it does not exclude other therapeutic strategies [3, 4]. Referring to the 
above distinction, in this research, the problem of abstinence in addicts is understood 
as a state of remission of addiction symptoms, never a return to the state of full control 
of drinking. The concept of remission and its division have been adopted in this study 
in accordance with the latest ICD-11 classification [5].

Bearing in mind that the addict in his motivational processes focuses primarily 
on the use of alcohol and the expectations related to it, it is necessary to focus on the 
reasons for not drinking in the analysis of abstinence. Most generally, among addicts, 
the motives for not drinking can be divided into two groups: external and internal [6]. 
Research focusing in detail on the problem of not drinking motives is quite rare [7]. 
At the moment, there is no systematic and common classification of the motives of 
abstinence. For example, there are studies that identify ten motives for not drinking 
[8], but there are also studies that identify up to fourteen factors [9]. Other authors 
conducted studies using one or two factors, motives for not drinking [10]. According 
to the authors of the research, the full factor structure of the motives for not drinking 
includes religious/moral reasons, the desire to maintain personal control, upbringing, 
concerns about expenses, and the desire to avoid negative consequences. This model 
was the best developed psychometrically [11].

Researchers and addiction therapists agree that the internal change of an addict 
occurs when the patient has the appropriate motivation to change his previous be-
havior [12]. The main goal of treatment is to help the patients gain insight into their 
own thinking and emotions in the context of dealing with dysfunctional beliefs about 
alcohol and about themselves. The next step is learning to find constructive behaviors 
that remained beyond the limits of mental perception during addiction [13]. Thus, 
at this stage, we can conclude that it is precisely two aspects of a person’s mental 
life that are of fundamental importance in the development of addiction as well as in 
obtaining abstinence. These are cognitive processes and experienced emotions. Both 
of these constructs in the context of abstinence will be discussed later in the paper. 
The analyses will be presented in terms of metacognition and self-conscious emotions.

Metacognition

The term metacognition is everything that people know about their own cognitive 
processes and use this self-knowledge to regulate their own behavior and information 
processing [14]. In this approach, we can most simply define it as “thinking about 
own thinking” or “cognition of cognition”. Metacognition theorists distinguished two 
levels of cognitive structures: the meta-level (self-knowledge) and the object-oriented 
level (cognitive and affective processes). Their mutual relation is described in terms of 
monitoring (when the level of meta processes observes changes at the object level) and 
control (when the object level is regulated by meta structures). In the metacognitive 
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paradigm, monitoring is defined as being aware of having one’s own knowledge and 
monitoring the course of one’s own cognitive and emotional processes on an ongoing 
basis [14]. Control, on the other hand, appears as a disposition to regulate one’s own 
behavior in accordance with the intention.

Wells and Matthews were the researchers who attempted to link psychopathol-
ogy with metacognition [15]. They included their theory in a model they called the 
self-regulatory executive function (S-REF), in which the top-down mechanism, i.e., 
metacognitive information flow plays a leading role [16]. The course of the entire 
process is specific to a given situation and exists as long as this unwanted mental state 
persists [17]. If the self-regulation strategy is maladaptive then it may contribute to the 
formation of incorrect meta-beliefs [18]. We can see that the connection of psychopa-
thology with the metacognitive model focuses on the maladaptive way of regulating 
emotions and dysfunctional beliefs about specific coping strategies.

In the S-REF model we are discussing, incorrect metacognition is manifested 
through the so-called cognitive-attentional syndrome (CAS). According to the research-
ers’ concept, it can be defined first of all as perseverative, difficult to control thinking 
in the form of worry or rumination. Secondly, it is characterized by an attentive style 
of threat monitoring. This, in turn, leads to coping strategies which, due to fixation, 
do not allow for effective modification of dysfunctional beliefs [19].

In the context of alcohol addiction, the above metacognitive model was developed 
by Spade et al. [20]. They saw that drinking alcohol was caused by the presence of an 
abnormal metacognitive process. Researchers referring to the S-REF model highlighted 
two types of dysfunctional metacognitive beliefs about alcohol consumption: positive 
and negative. The first group is the type of expectations towards alcohol consumption. 
According to them, drinking itself is a cognitive-emotional regulation strategy (e.g., 
belief: drinking alcohol helps to relax). The second group of negative beliefs is related 
to the feeling of a lack of control over the drinking process and to cognitive damage 
(e.g., belief: I am not able to control my drinking). According to the researchers, posi-
tive beliefs influence an individual’s involvement in drinking alcohol in the initial stage 
of addiction. These negative factors contribute to the further drinking of alcohol and 
the progressive development of addiction in its later stages [21]. An important ele-
ment that enhances the effects of dysfunctional metacognition is the presence of the 
cognitive-attention syndrome (CAS). It adversely affects the experience of negative 
emotional states, and also leads to their intensification and prolongation. It occurs in 
three phases of drinking alcohol: before engaging in drinking, during drinking, and 
after stopping drinking [20].

So far, research has related maladaptive metacognition to active addiction or alcohol 
abuse [22]. There are single studies that show the role of metacognitive changes in an 
addicted person in the context of maintaining abstinence [23]. As predicted, levels of 
dysfunctional metacognition were highest in current drinkers and lowest in those who 
completed inpatient therapy. Importantly, the group of addicts entering drug addiction 
treatment showed a characteristic pattern of metacognitive style, including the use of 
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positive drinking assessment as a strategy to control negative emotions and thoughts. 
Therefore, maintaining maladaptive metacognitions may have a significant impact on 
the risk of recurrence [24]. However, researchers in their analyses combining metacog-
nition with abstinence actually focus on the time dimension. There are no links in the 
literature with other dimensions of abstinence. On the basis of the research conducted 
so far, however, the authors agree that the change in metacognitive beliefs has a posi-
tive effect on the treatment of many mental disorders, including addiction [19]. The 
relationship between metacognition and abstinence will be shown later in this paper.

Self-conscious emotions

The important part for the topic of this work is the issue of self-conscious emo-
tions. The conceptualization was proposed by Lewis [25], who did it from a cognitive-
attributive perspective. Self-conscious emotions usually refer to principles and rules 
that are relevant to the individual and thus internalized. These principles and norms 
may be of a moral, social or personal nature [26]. Self-conscious emotions arise as 
a result of the self-assessment of one’s own behavior, but they can also appear in situ-
ations where someone else’s behavior is assessed in relation to norms important for 
an individual [27].

The individual compares the sphere of self in relation to norms, standards and 
own aspirations, and then carries out the self-attribution of himself and his behavior 
and their interpretation as consistent or inconsistent with the above-mentioned prin-
ciples [25]. Self-attribution is of two types. Firstly, it concerns the entirety of the self, 
hence we can talk about the self-esteem of a global individual or a characterological-
personality self-esteem. On the other hand, we can talk about partial attribution, when 
not the individual as a whole is assessed, but his specific behaviors and deeds, so we 
are dealing here with a behavioral assessment [28].

In the context of the emergence of self-conscious emotions in mental life, we will 
be most interested in the aspect of self-esteem. On the basis of the presented concept, 
specific self-conscious emotions can be distinguished: shame, guilt, hubris, and pride 
[25].

When an individual transgresses, he may feel ashamed. It is an emotion that has 
a particularly negative impact on the inner life of an individual. It concerns the overall, 
global attribution of an individual. Experiencing shame, a person identifies himself with 
a wrong deed or failure, and thus experiences himself as morally bad or unfulfilled in 
achieving goals that are important to him [29].

Guilt is an emotion that is much more constructive to an individual’s inner life and 
is considered more mature in relation to shame. First of all, the feeling of guilt is not 
experienced in the context of the overall self-esteem of the individual. Therefore, a bad 
act or failure in a specific action do not affect the global self-esteem of an individual, but 
some aspects of it, and enable constructive coping with this affective state. The feeling 
of guilt is therefore associated with the possibility of redress and improvement [30].
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Pride is associated with the positive consequences of what you have done, which 
can be perceived objectively. Authentic pride derives from partial attributions of 
specific achievements or the achievement of goals, and often focuses on the efforts 
made to achieve that goal. It can be concluded that it is pride of an individual’s own 
behavior [26].

On the other hand, hubris, like shame, is an emotion that manifests itself in global 
self-esteem. This means that a positive assessment of oneself affects the whole self 
of an individual, and the source of a given act is found in permanent and unchanging 
features related to an individual [25]. Such a pattern would be consistent with the link 
between pride and the tendency to global attribution of success [31]. A person under 
the influence of this emotion feels satisfied with himself, regardless of the objective 
quality of his own achievements. As such, it is recognized as a dysfunctional emotion 
that leads to cognitive distortions of oneself

Due to the fact that maintaining abstinence is a complex problem affecting the 
sphere of emotions and their regulation, and is also a specific value for addicts, self-
conscious emotions seem to be a construct that is also related to abstinence. The authors 
studying the population of both healthy and addicted people noticed that both positive 
and negative self-conscious emotions are related to abstinence [32]. The frequency of 
their occurrence, as well as the level of severity, have specific implications for both 
active addiction and the recovery process.

In line with the conceptualization of these emotions, researchers have shown that 
genuine pride has a positive relationship with maintaining abstinence among addicts. 
Also, people who experience these emotions in the non-addicted population are less 
likely to engage in problem drinking [32]. The same researchers showed that people 
who were driven by hubris were less prone to change their self-image and modify 
their behavior. In the context of drinking, this was associated with clinging to a drink-
ing strategy for emotional regulation. On the other hand, in the group of people who 
started abstinence after previous problem drinking, they showed a greater tendency 
to relapse [32].

Other authors have tried to see how negative self-conscious emotions are related 
to alcohol use [33]. It turned out that depending on the specific type of emotion, there 
is a separate strategy for using alcohol. Researchers have shown that the tendency to 
shame is linked to repetitive destructive patterns in alcohol use. This is because this 
emotion intensifies the experience of negative well-being, and alcohol becomes a strat-
egy of reducing and relieving unpleasant affects. However, the same researchers noted 
that guilt can be a protective factor against problem drinking. The reason for this is 
partial attribution, which focuses the individual’s attention on specific behaviors and the 
consequences that flow from them. It should be noted that the above-mentioned study 
concerned healthy people and referred directly to problematic drinking and indirectly 
to abstinence, which was not understood in the clinical context.
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Aim

Hypotheses

The research presented below aims to show the relationship between metacogni-
tion, self-conscious emotions and abstinence and its motives. In addition, the study will 
check the intragroup difference among addicts in terms of the level of metacognition 
during abstinence and the level of self-conscious emotions experienced in the course 
of abstinence. In line with the research hypotheses, it was expected that:
1. There is a negative relationship between dysfunctional metacognitive beliefs about 

alcohol and abstinence time and motives.
2. The level of maladaptive meta-beliefs about alcohol is lower in subjects in complete 

remission than in subjects with early remission.
3. Self-conscious emotions have a positive relationship with time and the motives 

of abstinence.
4. The level of self-conscious emotions is higher in people in complete remission 

than in people with early remission.

Material

Participants and procedure

The research was conducted anonymously using the pen-and-paper method, as 
well as via the Internet. All persons were informed in the manual about the anonymity 
of the research and its scientific goals. The study was conducted in accordance with 
the Declaration of Helsinki. Everyone agreed to participate in the research. The study 
involved n = 91 people aged 22 to 80 years (Mage = 46.68; SDage = 12.41), among whom 
nm = 53 were men (58.2%), and nw = 38 were women (41.8%).

These people were recruited in 24-hour drug rehabilitation centers from among 
people diagnosed with alcohol dependence as well as from Alcoholics Anonymous and 
other self-help groups. The mean age of the respondents when they started problem 
drinking was Mage = 25.11; SD = 9.81. According to the ICD-11 classification, two 
research subgroups were distinguished among the respondents: (1) people in early 
remission (ne = 41) and (2) in full remission (nf = 50).

Methods

Research tools

Reasons for Abstaining or Limiting Drinking (RALD)

Reasons for Abstaining or Limiting Drinking (RALD) [11] (Polish adaptation by 
Ślaski [34]) is a tool for measuring the motives of not drinking alcohol. This ques-
tionnaire consists of 10 questions on the motives for maintaining/reducing abstinence 
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[11]. It is made up of three scales that contribute to the motivation to not drink: “Loss 
of control” – Cronbach’s α = 0.84; “Adverse consequences” – Cronbach’s α = 0.90; 
“Convictions” – Cronbach’s α = 0.54. The value of individual answers ranges from 1 
(“strongly disagree”) to 6 (“strongly agree”).

Metacognitive Beliefs about Alcohol Use (MPA)

Metacognitive Beliefs about Alcohol Use [18] (Polish adaptation by Ślaski [35]) is 
a tool for measuring maladaptive metacognitive beliefs about alcohol. The questionnaire 
consists of 18 questions. In them, the respondents indicated their metacognitive beliefs 
about alcohol. Two main factors have been distinguished in it; positive alcohol meta-
cognitions (first two scales) and negative alcohol metacognitions (the next two scales):

(a) Positive metacognitive beliefs about emotional self-regulation (Cronbach’s 
α = 0.91);

(b) Positive metacognitive beliefs about cognitive self-regulation (Cronbach’s 
α = 0.81);

(c) Negative metacognitive beliefs about the lack of control (Cronbach’s α = 0.82);
(d) Negative metacognitive beliefs about alcohol-induced cognitive harm (Cron-

bach’s α = 0.80)

Moral Feelings Scale (MSF-5)

Moral Feelings Scale – version 5 [27] is a tool that measures certain inclinations 
to experience different feelings in a situation of transgression or the implementation of 
subjectively important moral principles [36]. In this study, the instruction was changed 
in such a way (with the consent of the author) that this important moral principle was 
to exceed or abstain from abstinence when the addiction relapsed. MSF-5 consists of 
Part A, which relates to the situation of failure to abstain from abstinence, and Part B, 
which measures feelings related to abstinence. The respondent responds to the questions 
on the scale of answers 0–6, where 0 means “never” and 6 means “always, every time.”

MSF-5 on the A scale consists of 26 questions measuring 6 scales. This study fo-
cused on three scales that relate to self-conscious emotions. They are: “Shame scale” 
(Cronbach’s α = 0.72), “Global guilt scale” (Cronbach’s α = 0.90), “Repentance scale” 
(Cronbach’s α = 0.80).

MSF-5 in part B consists of 25 questions forming 5 scales. For the purposes of this 
study, three scales related to self-conscious emotions of interest to us were used. They 
are: “Hubris scale” (Cronbach’s α = 0.91), “Pride scale” (Cronbach’s α = 0.90), “Duty 
to principles scale” (Cronbach’s α = 0.85). The first of these measures dysfunctional 
hubris. The other two – functional sense of pride.
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table continued on the next page

Statistical methods

The Shapiro-Wilk test was used to verify whether the analyzed variables were 
normally distributed. The test results turned out to be statistically significant for all 
analyzed variables. Due to the fact that the distribution of the analyzed variables differs 
from the normal distribution, the non-parametric Mann-Whitney U test was used to 
compare the level of variables in the specified groups. The analyses of the differences 
between the probability distributions were supplemented with the calculation of the 
effect size using the r-factor measure for the Mann-Whitney U test. Due to the fact that 
the variables analyzed in our study differ in the normal distribution, the non-parametric 
Kendall’s tau-b coefficient was used in the correlation studies.

Results

Metacognition and abstinence

There are significant (all at the p <0.05 level) relationships between maladaptive 
metacognitive beliefs and the time and motives of abstinence (Table 1).

Table 1. Kendall’s tau-b correlation between metacognitive beliefs about alcohol  
and the time and motives of abstinence (N = 91)

Scale Time of abstinence Loss of control Adverse 
consequences Convictions

PP-RE -0. 28* -0.08 -0.05 -0.16*

PP-RP -0. 25* -0.09 -0.04 -0.11

NP-BK -0. 32* -0.19* -0.16* -0.10

NP-SZP -0. 27* -0.17* -0.17* -0.12

* p <0.05 (one-tailed). PP-RE – positive metacognitive beliefs about emotional self-regulation; 
PP-RP – positive metacognitive beliefs about cognitive self-regulation; NP-BK – negative 
metacognitive beliefs about the lack of control; NP-SZP – negative metacognitive beliefs about 
cognitive damage.

The Mann-Whitney U test was used to test the hypothesis about a significantly 
higher level of maladaptive beliefs in people in early remission compared to those 
who have already achieved full remission (Table 2).

Table 2. The results of the Mann-Whitney U test for metacognitive beliefs  
in both groups N = 91

Scale Average rank – group 
in early remission

Average rank – group 
in full remission

Mann-Whitney
U

Z Effect 
size Significance

PP-RE 55.45 38.25 637.50 -3.09 0.32 0.02

PP-RP 56.83 37.20 581.00 -3.57 0.37 0.001
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NP-BK 60.23 34.33 441.50 -4.76 0.50 0.001

NP-SZP 55.83 37.94 622.00 -3.29 0.34 0.001

PP-RE – positive metacognitive beliefs about emotional self-regulation; PP-RP – positive 
metacognitive beliefs about cognitive self-regulation; NP-BK – negative metacognitive beliefs 
about the lack of control; NP-SZP – negative metacognitive beliefs about cognitive damage

Self-conscious emotions and abstinence

There are significant relationships between the level of self-conscious emotions 
and the time and individual motives of abstinence (Table 3).

Table 3: Kendall’s tau-b correlation between dimensions of self-conscious feelings  
and motives of abstinence (N = 91)

Scale Time of abstinence Loss of control Adverse 
consequences Convictions

Shame 0.11 0.18** 0.14* 0.06
Overall feeling of 
guilt 0.04 0.13* 0.06 -0.06

Feeling of remorse 0.24** 0.25** 0.18** 0.13*
Hubris 0.11 0.15* 0.17* 0.10
Pride 0.21** 0.35** 0.32** 0.16*
Duty to the rules 0.28** 0.37** 0.36** 0.19*
* p <0.05 (one-tailed); ** p <0.01 (one-tailed)

The Mann-Whitney U test was used to test the hypothesis of a significantly higher 
level of self-conscious emotions in people in full remission compared to those who 
have not yet achieved full remission (Table 4).

Table 4: Mann-Whitney U test results for self-conscious emotions in both groups N = 91

Scale/variable
Average 

rank (early 
remission)

Average rank 
(full remission)

Mann-Whitney 
U Z Effect 

size Significance

Shame 41.56 49.64 843.00 -1.45 0.15 0.14
Overall feeling of guilt 44.48 47.25 962.50 -0.50 0.05 0.61
Feeling of remorse 36.66 53.66 642.00 -3.06 0.32 0.002
Hubris 42.01 49.27 861.50 -1.30 0.13 0.19
Pride 39.04 51.71 739.50 -2.28 0.23 0.02
Duty to the rules 36.29 53.96 627.00 -3.18 0.33 0.001



Mateusz Wojtczak, Sławomir Ślaski1286

Discussion of the results

In this research, an attempt was made to show that the low level of maladaptive 
metacognitions, and thus their greater adaptability, is an important factor in the recov-
ery from addiction. The performed correlation studies fully confirmed the assumed 
hypothesis. This means that, in accordance with the results of the research to date [23], 
the lower the level of maladaptive metacognition, the more we can talk about a poten-
tially longer period of abstinence. Hence, a predictive conclusion can be drawn that 
the more metacognitive beliefs become adaptive, the more they constitute a factor that 
maintains abstinence and constitutes a prophylaxis of relapses in alcohol dependence.

In this study it was checked whether maladaptive metacognition is negatively as-
sociated with the motives of abstinence and what significance it has in the context of the 
recovery process. The results of the study partially confirmed the assumed hypothesis. 
There are no unequivocal studies in the literature that would show the relationship 
between metacognition and the motives of abstinence, hence it can be concluded that 
these results are a novelty in this matter.

It was shown that both dimensions of negative metacognitions are negatively related 
to the motives of loss of control and adverse consequences. This means that probably 
with the reduction of dysfunctional negative beliefs, addicts increasingly notice the 
lack of control over their drinking and gain a better ability to properly perceive and 
assess the negative effects of drinking (impact on cognitive-emotional processes) [37].

An interesting fact is the lack of significant relationships between positive meta-
cognitions and the abstinence motives discussed above. Perhaps this is due to the fact 
that the structure of these beliefs presupposes a sense of control and self-efficacy, and 
even their low level does not make the addicted person abstinent due to the lack of 
control and negative consequences.

The final motive for abstinence that is the subject of this study is beliefs. The results 
showed only a negative weak association with positive metacognitive beliefs about 
emotional self-regulation. According to the results of studies by other authors, it has 
been shown that with the reduction of this type of metabeliefs, addicts begin to regulate 
their emotional state in a different way [19]. Perhaps, along with learning new strategies 
for emotional self-regulation, there is some re-evaluation in the motivational sphere.

In order to check when and if there is actually an improvement in the level of dys-
functional metabeliefs in people maintaining abstinence, two groups were compared: 
people in early remission (less than 12 months) and those in full remission (more 
than 12 months). This division was dictated by the fact that it is within the first year 
after stopping drinking that most people return to active addiction [38]. It turned out, 
in line with hypothesis 2, that there are indeed significant differences in the level of 
maladaptive metacognitions in favor of the group in full remission. Similar results were 
obtained in other studies [23]. It is likely that patients who learned to cope with mental 
distress without alcohol with the intervention of therapeutic programs and self-help 
groups changed some of their beliefs about alcohol consumption.
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Another goal of this study was to verify the hypotheses about the positive relation-
ship between conscious emotions and time and the motives of abstinence. Hypothesis 
4 was partially confirmed. According to the results of research by other authors, it is 
assumed that genuine pride is related to maintaining abstinence, while the experi-
enced hubris may favor abstinence at the beginning of its duration, and then it may be 
a predictor of relapse to addiction [32] There are also divergent studies showing that 
arousing negative self-conscious emotions such as shame and guilt have a different 
effect on the strategy of supporting abstinence in addicts [39, 40].

This study showed that only adaptive self-conscious emotions, i.e., guilt (measured 
with the scale of remorse) and pride (measured with the scale of pride and duty to 
principles) significantly positively correlate with the time of abstinence. This is a par-
tial confirmation of the above-mentioned studies. This means that the functional and 
mature self-conscious emotions (even negative ones) that the addicted person begins 
to experience while maintaining abstinence may be helpful in the further recovery 
process [32].

The next point of the analyses was the verification of the hypothesis about the 
positive relationship between self-conscious emotions and the motives of abstinence, 
which was partially confirmed. In the literature, we do not find unequivocal research 
on the relationship between self-conscious emotions and the motives of abstinence. 
So far, the authors of studies on abstinence have related self-conscious emotions to 
drinking motives [33]. Hence, it will not be easy to relate the results of this research 
to other research works.

By analyzing the correlation, it was shown that all self-conscious emotions correlate 
positively with the motive of losing control. This means that insight into their own 
emotions probably allows addicts to accept that they will irreversibly lose their ability 
to drink under control. It has been shown that functional emotions (guilt, pride) have 
the strongest positive relationship with this motif, and thus they can serve to maintain 
this motivation in the long run. Shame and hubris are probably related to this motif 
at the beginning of a sober life [32]. By contrast, the functional emotions of guilt and 
pride are likely to be more pronounced in the later stages of recovery.

It was then shown that all self-conscious emotions except shame were positively 
associated with the theme of adverse consequences. Addiction causes a lot of damage 
to human mental functioning. Hence, it causes very strong, sometimes destructive 
emotions in him. Their extreme intensity (according to the metacognitive model) 
simultaneously closes the possibility of a deeper insight into oneself and the actual 
perception of objective adverse consequences.

The least significant relationships were shown by the analysis of the correlation 
between self-conscious emotions and the motive of beliefs. Here, only functional 
self-conscious emotions had a positive relationship, additionally it was a very weak 
relationship (not exceeding, 0.16). This means that people who are driven by these 
emotions are to a small extent motivated by beliefs that do not directly relate to the 
negative aspects of drinking.
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The last part of the analysis was to check whether the average level of self-conscious 
emotions differs between the distinguished groups of people in terms of the duration 
of abstinence. The analyses partially confirmed the hypothesis. It has been shown that 
the group of people in full remission is characterized by a significantly higher average 
level of emotions of guilt and pride in relation to people in early remission. This means 
that in the long run, i.e., over one year, functional self-conscious emotions begin to play 
a key role in maintaining abstinence. This result would be consistent with the results 
of other studies [32]. Nevertheless, one should remember that this conclusion is only 
partially valid, because there were no longitudinal studies conducted and we do not 
know the level of self-conscious emotions at the beginning of therapy.

Summing up, we can say that both metacognition and self-conscious emotions are 
related to maintaining abstinence. In the perspective of further research on abstinence, 
it would be worth trying to develop a metacognitive model of recovery from addiction. 
It is also possible to focus on the role of arousing self-conscious emotions (especially 
functional ones) in therapeutic programs and shaping the skills of proper insight into 
this sphere of the patient’s emotional life.

Limitations and prospect of further research

There were some limitations to this study. The RALD tool – measuring the three-
factor model – was characterized by an insufficient reliability index on the scale 
measuring the belief motive. Perhaps in the study of the motives of abstinence not 
directly related to drinking for groups of addicts, another more reliable tool should be 
used. Another limitation is taking into account only maladaptive metacognitive beliefs 
about alcohol, while no attempt was made to examine the type and level of adaptive 
metacognitive beliefs, especially in the group of people who have been abstinent for 
a long time. Another limitation of this study is the fact that only the differences in 
the level of explanatory variables in different people were studied. Probably more 
representative results would be shown by longitudinal studies if it was possible to 
measure the level of metacognition and self-conscious emotions in the same people 
at the beginning of the recovery path and after longer abstinence. Then we could also 
highlight how these variables affect abstinence motives over time.

In the perspective of further research on abstinence, it would be worth trying to 
develop a metacognitive model of recovery from addiction in a metacognitive perspec-
tive. Currently, there is no systematic model of recovery based on this paradigm. Due 
to the fact that the reduction of maladaptive metacognitions is positively associated 
with abstinence, it is worth checking whether there are types of adaptive metabeliefs 
about alcohol and how they affect abstinence.
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