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ABSTRACT 

Introduction and aim. Since February 24, 2022, military personnel of the Ukrainian Defense Forces have 

been resisting the military aggression of the Russian Federation. After participating in combat operations, 

military personnel accumulated combat stress. Drinking alcohol was one of the ways to overcome it. The 

purpose of the article is to identify the types of coping strategies for the risk of developing alcohol addiction 

among Ukrainian military personnel who participated in intense hostilities. 

Material and methods. Ukrainian Defense Forces military personnel (n=162 males, between 20 and 60 

years of age) took part in this study. To determine coping strategies and the risk of developing alcohol 

addiction the AUDIT and the COPE Inventory were used. 

Results. Cluster analysis made it possible to identify 4 types of coping strategies with different prevalence 

and levels of risk of developing alcohol addiction among participants. 



 

 
 

Conclusion. Productive coping has been associated with a reduced risk of alcohol use in military personnel, 

but the ability to be situational flexible in the use of coping is important. Compulsive alcohol use was 

preceded by a period of intensive use of social support coping by military personnel. This period is sensitive 

to the risk of developing alcohol addiction. 
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Introduction 

Since February 24, 2022, military personnel of the Ukrainian Defense Forces have been resisting the 

military aggression of the Russian Federation. Hundreds of thousands of military personnel from both sides 

participate in large-scale combat operations, where the combat contact zone is more than 1,100 kilometers.1 

Almost all military personnel who participated in combat experience combat stress, which manifests itself 

in the form of acute stress reactions, affective and anxiety disorders, adaptation disorders, addictive and 

delinquent behavior, and suicidal manifestations.2-5 Especially for military personnel called up for 

mobilization, participation in hostilities became a significant stressful event.6 On the one hand, this forced 

them to look for ways and reserves to adapt to a situation in which they had to not only be but also actively 

act, carrying out assigned combat missions.7 On the other hand, after participating in intense combat 

operations, military personnel accumulated combat stress, manifested by negative mental reactions.5 

Drinking alcohol was one of the ways to overcome it.8 It was used as a “folk” remedy in the absence of 

high-quality psychological assistance and knowledge about methods of self-help and self-regulation.9 

Although the effectiveness of this method of overcoming negative experiences is relative, military 

personnel used this coping even if before the war they were not prone to drinking alcohol. 

Traditionally alcohol has been used by the military to cope with the intense stress of battle but also as a 

way of mediating the transition from the heightened experience of combat to routine safety.8,10 The use of 

alcohol has divided researchers. Some viewed it as wholly harmful to both social and occupational function 

and to health, while others argued that alcohol had a specific role in lifting morale, aiding unit cohesion, 

and protecting soldiers from adjustment disorders.11,12 Although alcoholism has always been identified as 

incompatible with military service, the effects of habitual heavy drinking among military personnel are less 

well understood. Recent studies have suggested that young single males, who have less education, are of 

lower military rank and those who have undergone particularly stressful experiences are at the greatest risk 

of misusing alcohol.13 

Overcoming difficult life situations, including combat stress, is often associated with mechanisms and 

strategies for coping with stress.14,15 The most common are problem-focused coping, which is aimed at 

getting out of a problem situation, and emotion-focused coping, aimed at experiencing difficult emotional 

events without the possibility of influencing them.16,17 In our opinion, the most used psychodiagnostic 

technique for determining strategies for coping with stress is the COPE Inventory.17 



 

 
 

It was previously found that drugs, substance abuse, and alcohol were often used by military personnel in 

various military conflicts as a means of relieving stress both in the combat zone and after its completion.8,18-

21 It has also been shown that alcohol may be a coping mechanism for traumatic events.22 However, 

excessive alcohol consumption can negatively affect the mental and physical health of military personnel 

and the combat effectiveness and combat readiness of troops as a whole.23,24 

The study on the impact of military service on military personnel’s alcohol use found that changes in troop 

deployments, the dangerous nature of deployments, and combat stress were associated with alcohol abuse 

among military personnel.25 The main factors influencing alcohol consumption among military personnel 

were: mental health, family status, age, type of army, active participation in hostilities, and family problems. 

Another study found that alcohol use was considered highest among those who performed combat missions 

or participated in more intense combat.22 It was found that military personnel who had a higher risk of death 

or injury were more likely to abuse alcohol.26 However, the prevalence of alcohol abuse among military 

personnel of different branches was not the same: among Special Operations Forces soldiers, alcohol use 

was the same or less than in the US military.27 Although combat experience was positively correlated with 

alcohol abuse, killing experience significantly reduced alcohol use following deployments.28 This was 

explained by the awareness of one’s mortality and the inclusion of self-preservation mechanisms, 

manifested in a decrease in alcohol consumption. 

Studies have revealed a relationship between the amount and frequency of alcohol consumption and the 

diagnosis of post-traumatic stress disorder (PTSD) in military personnel.29-31 However, the results of 

studying the relationship between alcohol consumption and the consequences of stress on the body of 

military personnel were ambiguous. For example, stress was equally likely to predict increases, decreases, 

and no association with alcohol use, although overall stress showed a positive association with craving for 

alcohol.32 As a coping strategy with stress, alcohol consumption and its ability was reduce mental stress has 

been indicated in some studies.33-36 The results suggested a moderating effect of alcohol on stress levels and 

reactivity. However, these studies showed that as the intensity of acute stress increased or stress became 

chronic, alcohol abuse became more compulsive, moving from a method of stress reduction to a dominant 

or sole means of maintaining homeostasis.37 Thus, long-term alcohol use may have increased baseline stress 

levels, causing persistent cravings to drink. 

Coping strategies as moderators of the relationship between stress and alcohol use have also been examined 

in studies, but their effects have been mixed.32 Specifically, in the study with an all-female sample, it was 

determined that participants with low levels of problem-solving focus drank more alcohol during a low-

stress week.38 At the same time, other researchers using a different sample found the opposite result among 

college students.39 They found that the effects of alcohol coping strategies differed significantly among 

college students by race/ethnicity: emotional rumination reduced alcohol use among African American 

students, had no effect among Hispanic students, and increased alcohol use among White students.39 



 

 
 

It should be noted that the nature of alcoholism is such that it does not matter for what reasons alcohol 

addiction was formed.8 Over time, these motives are lost, and alcohol abuse continues, destroying a person’s 

physical and mental health, social connections, and personality.40 This makes it urgent to search for 

preventive measures in situations that can provoke long-term alcohol consumption. It is also important to 

identify groups of military personnel who are prone to using coping to overcome negative experiences such 

as alcohol abuse and to study the tendency to use a certain type of coping associated with alcohol abuse. 

 

Aim 

The purpose of the article is to identify the types of coping strategies for the risk of developing alcohol 

addiction among Ukrainian military personnel who participated in intense hostilities. 

 

Material and methods 

Study design and participants 

All participants gave their informed consent for inclusion before participating in the study. The ethics 

committee’s approval was obtained before the initiation of the study (meeting date; 17/07/2023, decision 

number; 2023/19). All procedures performed in this study involving human participants were by the ethical 

standards specified by the institutional and national research committee and with the Helsinki Declaration 

and its later amendments or comparable ethical standards. 

This study is a cross-sectional, descriptive study. Ukrainian Defense Forces military personnel (n=162 

males, between 20 and 60 years of age, 41.84±6.49 years) participated in this study. All participants (71% 

were privates, and 29% were non-commissioned officers) took part in the Russian-Ukrainian war and had 

combat experience 6–10 months (8.75±2.58 months). Before the war, 62% of participants had urban origin, 

38% had rural origin; 24% had secondary education, 57% had secondary specialized education, and 19% 

had higher education. The military personnel were sent to the rehabilitation center from combat positions 

to participate in the psychological recovery program (“Invincibility Program”) lasting 14 days.41 

The “Invincibility Program” goal was to reduce combat stress’s impact on combatants, strengthen mental 

health and mobilize their psychological resources, improve adaptation and resilience, and promptly return 

to combat activities. The main criteria and indications for the selection of military personnel were: 1) acute 

stress reactions in the form of motor and mental disorders, requiring psychological first aid and subsequent 

outpatient or inpatient treatment; 2) prolonged states of psycho-emotional stress; various sleep disorders 

that worsen well-being, and performance and require psychotherapy; 3) an increase in irritability, 

unmotivated aggression, conflict, and decrease in behavioral, and cognitive functions, leading to a violation 

of combat activity, in which a critical attitude towards the mental state is not maintained; 4) vegetative 

disorders after minor psycho-emotional stress; 5) an anxious, pessimistic, depressive, or other negative 

mental reactions and conditions detected during psychodiagnostics; 6) stable preservation of asthenic 



 

 
 

symptoms; 7) progressive isolation, the desire for loneliness, limiting the circle of communication with 

colleagues, a decrease in interest in life; 8) unmotivated and unusual for a serviceman increased activity 

during the performance of combat missions or after their completion, combined with an unstable mood; 9) 

signs of increasing distress, manifested in a decrease in the quality and volume of tasks performed, including 

daily duties, with a general desire to fulfill the assigned tasks; 10) long-term pain syndromes after traumas, 

wounds without signs of development of organic changes in the places of injuries. The participants were 

identified: with various manifestations of acute stress reactions; significant negative experiences, including 

signs of depression and suicidal ideation; presence of PTSD symptoms; sleep problems (more than 50%); 

somatic complaints (more than 80%), wounds and contusions (more than 75%); difficulties in returning to 

combat missions due to the consequences of illness, injury and wounds. According to military specialties, 

there were infantrymen, attack aircraft, scouts, snipers, tankers, artillerymen, and other military specialists. 

The “Invincibility Program” began in June 2022 and continues to this day based on the sanatorium in the 

Kharkiv region of Ukraine. All participants were divided into 9–10 groups for group psychotherapy and 

psycho-correction (15–20 people in a group with 1–2 military psychologists). The total number of military 

personnel involved since the beginning of the psychological recovery program has amounted to more than 

6,000 people. Female military personnel were excluded in this study because less than 0.5% of female 

combatants participated over the entire program period. Officers were also not included in the study because 

there were a small number of them in the psychological recovery program (less than 1%). Participants were 

randomly selected for the study. 

 

Instruments 

To determine the risk of developing alcohol addiction among study participants, the Alcohol Use Disorders 

Identification Test (AUDIT) was used, and the COPE Inventory was used to determine coping strategies. 

The AUDIT (Cronbach’s α=0.864) is a 10-item screening tool developed by the World Health Organization 

to assess alcohol consumption, drinking behaviors, and alcohol-related problems.42 The test allows you to 

determine the risk levels of alcohol addiction: 0-7 points – a low level; 8-15 points – an average level; 16-

19 points – a high level; 20 or more points – a probabilistic alcohol addiction level. According to 

researchers, the AUDIT and AUDIT-C are the most common tests for studies related to alcohol use 

problems in military personnel.26 

The COPE Inventory assesses a variety of functional and dysfunctional coping strategies utilized by 

individuals in their response to stress, adapted into Ukrainian.17,43 The Ukrainian-language version of COPE 

(Cronbach’s α=0.732) also consisted of 60 statements that must be answered on the Likert scale from “1” 

to “4”. All items in the questionnaire are grouped into 15 scales, with 4 statements per scale, following the 

original version. The scores on the scales were determined simply by adding all the values of the answers 

to the statement (numbered from 1 to 60) included in a certain scale. 



 

 
 

The COPE can determine someone’s primary coping styles with scores on the following three subscales: 

“Problem-focused coping”, “Emotion-focused coping” and “Avoidant coping”. “Problem-focused coping” 

is characterized by the facets of active coping, the use of informational support, planning, and positive 

reframing. A high score indicates coping strategies that are aimed at changing the stressful situation, are 

indicative of psychological strength, grit, and a practical approach to problem-solving, and are predictive 

of positive outcomes. “Emotion-focused coping” is characterized by the facets of venting, the use of 

emotional support, humor, acceptance, self-blame, and religion. A high score indicates coping strategies 

that aim to regulate emotions associated with the stressful situation. High or low scores are not uniformly 

associated with psychological problems or ill health but can be used to inform a wider formulation of the 

respondent’s coping styles. “Avoidant coping” is characterized by the facets of self-distraction, denial, 

substance use, and behavioral disengagement. A high score indicates physical or cognitive efforts to 

disengage from the stressor. Low scores are typically indicative of adaptive coping. 

For the data presented basic descriptive statistics were used (arithmetical mean M, standard deviation SD). 

The reliability of differences in the results of the mean values in four interrelated groups was determined 

using the Student’s t-test. For the assessment of the statistical significance of differences, we used the level 

of significance from p<0.1 to p<0.001. To determine the relationship between the risk of alcohol 

consumption by military personnel (dependent variable) and coping strategies (independent variables), 

multiple regression analysis (linear regression) was used. To identify groups of military personnel with 

different coping strategies, a hierarchical cluster analysis procedure was used. The statistical analysis of the 

study results was carried out using the program SPSS 20.0 (IBM, Armonk, NY, USA). 

 

Results 

Table 1 shows the prevalence of risk levels for developing alcohol addiction among participants in the 

psychological recovery program. 

 

Table 1. The prevalence of risk levels for developing alcohol addiction among participants in the 

psychological recovery program 

Risk levels for 

developing alcohol 

addiction 

Low Average  High Probabilistic 

alcohol addiction 

Prevalence (%) 69.14 29.01 1.23 0.62 

 

High levels and probable alcohol addiction were identified in less than 2% of participants. However, almost 

30% of participants were diagnosed with an average risk of developing alcohol addiction, which is the 

threshold at which a service member may lose the ability to control alcohol consumption. 



 

 
 

The main indicators of alcohol consumption by study participants, identified using the AUDIT, were 

presented in Table 2. 

 

Table 2. Indicators of alcohol consumption by study participants 

Indicators % 

Period of military service 

Up to 6 months 7.37 

From 6 months to 1 year 17.89 

From 1 year to 3 years 45.26 

From 3 years to 5 years 17.89 

From 5 years to 10 years 8.42 

More than 10 years 3.16 

Frequency of alcohol consumption 

Never 11.92 

Once a month or less 28.5 

2‒4 times a month 37.31 

2‒3 times a week 16.58 

4 times a week or more 5.7 

The number of servings of alcohol consumed in 

one typical day of alcohol consumption (a serving 

of 0.5 liters of beer; or 200 grams of wine; or 50 

grams of vodka (or cognac) 

Not a single portion 14.51 

1‒2 servings 38.34 

3‒4 servings 29.02 

5‒6 servings 10.36 

7‒9 servings 4.15 

10 servings or more 3.63 

 

Using the multiple regression analysis procedure allowed us to create a regression equation: 

RIAA=3.867–0.330MD+0.439SSSI+0.654ADD–0.321P+0.79, 

where RIAA is the risk indicator for alcohol addiction using AUDIT, 3.867 is a constant, MD is coping 

“Mental disengagement”, UISS is coping “Use of instrumental social support”, SU is coping “Substance 

use”, P is coping “Planning”, 0.79 is error. 

 

However, despite the satisfactory indicators of the significance of the model (F=10.99; p<0.001) and the 

significance of the regression coefficients (p≤0.05), the calculations showed that for this model R-

square=0.213. Therefore, it is inappropriate to use it to predict the risk of developing alcohol addiction. 

The use of cluster analysis made it possible to identify four groups of participants according to indicators 

of coping strategies, taking into account the risk of developing alcohol addiction, two of which were less 

than 5% (Table 3). 



 

 
 

 

Table 3. Indicators of coping strategies in participants groups identified using cluster analysis taking into 

account the risk indicator for alcohol addiction (points) 

Scale name Groups of participants 

Group 1 Group 2 Group 3 Group 4 

AUDIT 

Risk of developing alcohol addiction 6.09±4.24 4.77±3.5 8.60±1.67 16±11.4 

COPE Inventory 

Positive reinterpretation and growth 12.91±1.80 8.86±2.38 8.60±2.07 12.5±3.11 

Mental disengagement 9.50±2.43 7.75±2.23 11.80±4.09 14±1.41 

Focus on and venting of emotions 10.08±2.29 8.16±2.8 12.60±1.14 13±4.76 

Use of instrumental social support 11.66±2.15 7.98±2.1 13.40±1.14 15 

Active coping 12.97±1.64 9.43±2.32 11.6±2.41 15.00±1.41 

Denial 9.03±2.34 7.64±2.72 11.6±3.05 14.25±2.87 

Religious coping 10.48±3.52 8.52±2.49 12.6±1.82 13±6 

Humor 10.81±2.78 7.61±2.61 7.20±3.27 10.75±4.65 

Behavioral disengagement 8.6±2.1 7.50±2.35 10.80±1.79 14.25±0.5 

Restraint coping 11.19±1.7 8.25±2.23 11.6±1.14 14.25±1.5 

Use of emotional social support 10.91±2.49 7.32±2.26 14.8±0.84 15.50±0.58 

Substance use 7.21±3.11 6.61±2.4 13.8±1.92 11.25±4.99 

Acceptance 11.45±2.43 8.41±2.48 9.40±3.85 13.75±1.71 

Suppression of competing activities 12.37±1.87 8.91±2.38 10±1.87 14.75±2.22 

Planning 13.43±1.66 9.34±2.47 13.2±1.79 12.75±3.77 

 

The vast majority of coping indicators in the identified groups differed from each other at a statistically 

significant level (Table 4). 

 

Table 4. Differences in coping indicators between groups of participants (Student’s t-test)a 

Scale name Differences between groups 

t1-2 t1-3 t1-4 t2-3 t2-4 t3-4 

Risk of developing 

alcohol addiction 1.98* 3.15** 1.730 4.43*** 1.960 1.29 

Positive reinterpretation 

and growth 10.16*** 4.99*** 0.26 0.29 2.28* 2.20* 



 

 
 

Mental disengagement 4.27*** 1.37 6.04*** 2.38* 7.98*** 1.21 

Focus on and venting of 

emotions 4.04*** 4.89*** 1.22 7.06*** 2* 0.16 

Use of instrumental 

social support 9.75*** 3.42*** 16.19*** 9.64*** 22.22*** 3.44* 

Active coping 9.24*** 1.38 2.80** 2.08* 7.06*** 2.81* 

Denial 2.97** 2.03* 3.59*** 3.02** 4.43*** 1.39 

Religious coping 3.87*** 2.6* 0.83 4.90*** 1.48 0.13 

Humor 6.74*** 2.65** 0.03 0.3 1.33 1.32 

Behavioral 

disengagement 2.70** 2.90** 17.56*** 4.07*** 15.58*** 4.47** 

Restraint coping 7.84*** 0.84 3.99*** 5.83*** 7.30*** 3* 

Use of emotional social 

support 8.62*** 9.33*** 12.24*** 15.51*** 18.32*** 1.57 

Substance use 1.27 7.84*** 1.61 8.31*** 1.840 0.97 

Acceptance 6.90*** 1.29 2.59* 0.61 5.73*** 2.43* 

Suppression of 

competing activities 8.62*** 3.02** 2.12* 1.29 5.01*** 3.53** 

Planning 10.09*** 0.3 0.36 4.71*** 1.770 0.22 

a 0p≤0.1, * p≤0.05, ** p≤0.01, *** p≤0.001 

 

Participants in the four groups did not differ from each other in such demographic characteristics as military 

rank, the presence of wounds and concussions, and sleep problems. However, minor age differences were 

found. 

When interpreting the data obtained, it turned out to be appropriate to present them graphically. The chosen 

form corresponded to the idea of the presence of coping strategies profiles and made it possible to form a 

visual representation of the general propensity (height of indicators) and the hierarchy of coping strategies 

used in each group (Fig. 1). 



 

 
 

 

Fig. 1. Typical profiles of coping strategies used by study participants (points): 1) “Positive reinterpretation 

and growth”; 2) “Mental disengagement”; 3) “Focus on and venting of emotions”; 4) “Use of instrumental 

social support”; 5) “Active coping”; 6) “Denial”; 7) “Religious coping”; 8) “Humor”; 9) “Behavioral 

disengagement”; 10) “Restraint coping”; 11) “Use of emotional social support”; 12) “Substance use”; 13) 

“Acceptance”; 14) “Suppression of competing activities”; 15) “Planning” 

 

As seen in Figure 1, each group occupies its niche, except for peaks, which may invade the niche of another 

group. 

 

Discussion 

The cluster analysis showed that the sample of participants was heterogeneous in using different coping 

strategies. The distribution of participants by group is presented in Table 5. 

 

Table 5. Indicators in participants groups identified using cluster analysis taking into account the risk 

indicator for alcohol addiction 

Indicators Groups of participants 

Group 1 

(66.67%) 
Group 2 (27.16%) 

Group 3 

(3.70%) 

Group 4 

(2.47%) 

Age (years) 43.6 37.8 37.7 30.2 

Positive 

peaks of 

coping 

strategies 

“Planning”, 

“Active coping”, 

“Positive 

reinterpretation and 

growth” and 

“Planning” and 

“Active coping” 

“Use of emotional 

social support”, 

“Substance use” 

and “Use of 

“Use of emotional 

social support”, 

“Use of instrumental 

social support” and 

“Active coping” 

Group 1 Group 2 Group 3 Group 4



 

 
 

“Suppression of 

competing 

activities” 

instrumental social 

support” 

Negative 

peaks of 

coping 

strategies 

“Behavioral 

disengagement” 

and “Substance 

use” 

“Substance use” “Humor” “Humor”, 

“Substance use” and 

“Positive 

reinterpretation and 

growth” 

 

Participants in Group 1 (66.67% of the total study sample) were the oldest: the average age of the 

participants was 43.6 years. This group was characterized by an average placement of the profile of coping 

strategies, and its hierarchy, which was achieved due to pronounced positive peaks (“Planning”, “Active 

coping”, “Positive reinterpretation and growth” and “Suppression of competing activities”) and negative 

peaks (“Behavioral disengagement” and “Substance use”). These peaks formed a pronounced opposition 

between productive and unproductive coping. This profile was combined with AUDIT indicators, which 

indicates a low and average risk of developing alcohol addiction in participants in this group. 

Participants in Group 2 (27.16%) were somewhat younger than Group 1: the average age was 37.8 years. 

This group is characterized by a low and fairly smooth profile. However, weakly expressed peaks partly 

correspond to the tendency of participants to give preference to productive coping compared to 

unproductive ones. The positive peaks in this group were “Planning”, and “Active coping”, and the negative 

peak was “Substance use”. All other coping strategies are placed in a fairly narrow range of 7-9 points, 

which indicates a situational (flexible) attitude towards the use of coping strategies. In this group, the lowest 

risk of developing alcohol addiction and maintaining psychological safety of personality was determined 

among all groups.44 

Participants in Group 3 (3.7%) had an average age of 37.7 years, which was almost identical to Group 2. 

As in Group 1, their profile of coping strategies was located in the average range of indicators and was 

characterized by a pronounced hierarchy. However, its peaks were, if not mirrored to the peaks of Group 

1, and then at least shifted towards socially oriented coping, occupying an intermediate position between 

productive and unproductive coping, as in these studies.15,16 The highest peaks in this group included 

copings: “Use of emotional social support”, “Substance use”, and “Use of instrumental social support”. The 

lowest point of the profile was “Humor”, which can indicate both emotional problems (inability to maintain 

a positive mood) and certain cognitive problems (inability to anticipate inconsistencies, the pressure of 

negative experiences over cognitive abilities). This group of participants was characterized by an average 

risk of developing alcohol addiction. 



 

 
 

Group 4 (2.47%) was the youngest, with a mean age of 30.2 years. Group 4 had the highest profile of coping 

strategies, located mainly in the range of 13‒16 points, which comprised pronounced negative peaks 

“Humor”, “Substance use” and “Positive reinterpretation and growth”. If a high profile could indicate 

reactivity and tension of all resources, then negative peaks indicated an inability to maintain a positive 

mood, which was characteristic of compulsive behavior. It was in this group that the highest risk of 

developing alcohol addiction was diagnosed. 

The results obtained allowed us to conclude that coping skills such as “Planning” and “Mental 

disengagement”, which allow the ability to manage one’s behavior while maintaining the ability, predicted 

a decrease in alcohol consumption, which kept military personnel from drinking it. It was expected that the 

risk of alcohol use increased with coping “Substance use”, given its ability to reduce stress previously 

described in research.8,25 It was interesting that the risk of drinking alcohol and coping “Use of emotional 

social support” increased, which could be associated with the existing tradition of “feast”, traditionally used 

in Ukrainian culture to overcome communication barriers and, if necessary, ask for help or the need to 

speak out. 

Although military personnel undergoing the psychological recovery program had significant negative 

experiences, the prevalence of alcohol abuse among them was predominantly low. But, as experience in 

working with such servicemen shows, after leaving the combat zone, the number of servicemen who drank 

alcohol increased significantly. In our opinion, this was a consequence of the formation of PTSD symptoms, 

for which it is important to be able to influence reflection after leaving a traumatic situation, shifting the 

focus of attention from external events to their experiences, forming an attitude towards them, the 

possibility of processing them and “fitting them in” into one’s own experience. We also confirmed and 

identified the following factors of alcohol consumption among military personnel: physical and social 

availability of alcohol, which increases alcohol consumption among military personnel41; less expectation 

of negative consequences from drinking alcohol (being in a zone of intense combat operations, military 

personnel sought to protect each other, commanders and colleagues reduced the possibility of drinking 

alcohol). 

The results obtained in the regression equation about the positive relationship between coping “Use of 

instrumental social support” and the risk of developing alcohol addiction were consistent with the data that 

military personnel used alcohol to support social connections and sociability.8 The identified negative 

relationship between the risk of drinking alcohol and the coping “Mental disengagement” and “Planning” 

reflected the military personnel’s awareness of the negative consequences of alcohol abuse, and disapproval 

of this by comrades and commanders; these data were quite similar to the study.46 Interestingly, the 

relationship between “awareness of the potential social benefits of alcohol use and awareness of the 

negative consequences of alcohol abuse” has also been pointed out by other researchers.25 



 

 
 

We found benefits from interpreting the types of coping profiles. The results obtained using cluster analysis 

confirmed previously established findings that adaptive coping was inversely associated with alcohol 

consumption.47,48 Consistent with other studies, these data also predicted that the use of coping “Planning” 

and “Suppression of competing activities” will be associated with less alcohol consumption.48-50 

But the use of coping profiles seems to us more productive than the assessment of individual coping or their 

total assessment (combined scores on the scales “Active coping”, “Planning”, “Suppression of competing 

activities”, “Positive reinterpretation and growth”, “Religious coping”, “Acceptance”, “Use of instrumental 

social support” and “Use of emotional social support”) used in the study.39 The use of profiles made it 

possible to identify such aspects as hierarchy (providing a pronounced advantage to certain copings), 

flexibility (situational use of copings), compulsivity (demand for almost all copings and the inability to 

maintain a positive mood in other ways (without alcohol)). The graphical representation made it possible 

to identify profiles of productive coping and counterproductive types of coping or focused on social support. 

The results also suggested that compulsive alcohol use is preceded by an intense search for social support 

against the background of a decrease in one’s cognitive abilities due to stress, which was characterized by 

an average risk of developing alcohol addiction. Perhaps this is the most favorable period for preventing 

alcohol use in military personnel experiencing significant long-term stressful events. Our results supported 

those of researchers who have found that post-deployment cognitive decline in younger military personnel 

is associated with the risk of alcohol abuse.51 

 

Study limitations 

This study certainly had limitations. First, female military personnel were not included in this study 

because, over the entire period of the “Invincibility Program”, less than 0.5% of female combatants 

participated. Secondly, the sample of participants included only ordinary military personnel and sergeants; 

officers did not take part in the study. Thirdly, the study was limited by the short period of the psychological 

recovery program and the inappropriateness to overload participants with additional activities that did not 

correspond to the purpose of the program, which reduced the possibility of using research methods, 

repeatability of the survey, etc. Finally, the current study was limited by not having an active comparison 

condition and by not having a longitudinal follow-up. 

 

Conclusion 

The use of profiles to interpret coping strategies provides new opportunities for assessing the risk of 

developing alcohol addiction among military personnel participating in intense combat operations. The 

study showed that productive coping is associated with a reduced risk of alcohol use in military personnel, 

but equally important is the ability to be situationally flexible in the use of coping. Compulsive drinking of 

alcohol, which occurs against the backdrop of strain on all coping resources and the inability to maintain a 



 

 
 

positive background of mood independently, is preceded by a period of intensive recourse to coping with 

social support due to the stress experienced. Perhaps this particular period is sensitive to the risk of 

developing alcohol dependence. 

Before the mass rotation of military personnel from the combat zone, when alcohol abuse is not widespread, 

it is necessary to develop alcoholism prevention programs and evaluate their effectiveness. These activities 

should be aimed at those military personnel who have an average (threshold) level of risk of developing 

alcohol dependence. Such military personnel also need social support (the type of coping strategy 

characteristic of Group 3 participants identified in the study). 
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