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Abstract

Aims: To estimate the prevalence of family members affected by addictive disorders
(FMA) with regard to various types of addictive disorders, and self-rated health and
depression in the general population.

Design: Cross-sectional general population survey.

Setting: The German Health Update study (GEDA) 2014/2015, a nationally representa-
tive panel of German residents aged 15 years or older.

Participants: A total of 24 824 residents aged 15 years or older.

Measurements: Participants were asked if they had a family member with current or
past addictive disorder, the type of addiction and the relationship status. In addition,
self-rated health and depression were assessed using standardized questionnaires.
Findings: Of the respondents, 9.5% [95% confidence interval (Cl) = 9.0-10.0] reported
being affected by a current addictive disorder of a relative (cFMA), with a further 4.5%
(95% Cl =4.2-4.9) reported having been affected by the addictive disorders of a relative
in the past but not within the last 12 months (pFMA). Most FMAs reported having been
affected by disorders due to alcohol, followed by cannabis and other drugs. Compared
with life-time non-FMAs, FMAs reported significantly (P < 0.001) higher odds ratios for
depression (cFM = 2.437; 95% Cl = 2.082-2.853; pFMA = 1.850; 95% Cl = 1.519-2.253)
and ill-health (cFMA =1.574; 95% Cl =1.374-1.805; pFMA =1.297; 95% Cl =1.082-
1.555).

Conclusions: In Germany, family members affected by addictive disorder are a substan-
tial group within the general population. This group is characterized by ill-health and has

not yet been adequately addressed by the addiction treatment system.
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INTRODUCTION

Substance misuse and substance-related disorders affect not only
consumers, but also their social environment. It is assumed that,
depending upon the specific addictive behaviour, the overall societal
costs incurred, such as the damage to third parties, may be consider-
able [1]. In some instances the damage to third parties may be compa-
rable in size or even greater than the damage to the user. While
negative effects of parental—especially maternal—substance abuse on
children has been well researched [2, 3], effects on adolescent and
adult others have been studied less extensively.

There are two empirical research paradigms within which the
effects of addictive disorders or problematic substance use on others
have been examined, but both suffer from major restrictions: one
looks at representative samples but mainly looks at the range of nega-
tive experiences and not at the severity of their effects; the other
looks at the specific case of family members affected by addictive dis-
orders (FMAs), but has tended to look at selected and not representa-
tive samples.

The first paradigm is the growing field of research into harm to
others (HTO). This paradigm tends to examine large and often repre-
sentative samples, and tends to ask mainly about a wide range of pos-
sible immediate consequences such as substance-associated traffic
accidents, substance-induced violence or the effects of parental
addictive disorders on children [4, 5]. Such population-based mea-
sures of HTO have been increasingly used in population-based studies
for more than 10 years [6-10], and were endorsed by the World
Health Organization (WHO) in 2010 as a priority component of the
global strategy to reduce the harmful use of alcohol [11]. For other
substances and gambling, initial findings on HTO are also available
(e.g. [12-16]), also indicating that the numbers affected by HTO are
substantial.

These studies are extremely useful in identifying the range of
negative experiences within a population due to substance use, with
items such as noise pollution, fear of physical harm or insult, as well as
destruction of property by intoxicated people, all being commonly
reported [17]. These studies also often show a high incidence of such
experiences, e.g. for alcohol alone, between 25 and 53% [18], with
most studies consistently showing that people reporting these experi-
ences are more likely to be younger, more often single and are more
likely to report risky consumption patterns of alcohol or other intoxi-
cants themselves [9, 19-22].

Within subjects experiencing HTO, effects on self-rated health
increased with the number and severity of problems and proximity of
the known substance user [23, 24]. However, while most studies
assessed only a self-rated degree of impact on personal wellbeing and
compared subgroups of individuals reporting HTO, only a few studies
compared health-related variables in individuals experiencing HTO to
individuals reporting no HTO, and all these studies were restricted to
alcohol-related harm. In general, knowing that heavy drinking was
related to lower self-rated health [23, 25] and lower quality of life
and/or wellbeing [25-29], increasing with the number of known

heavy drinkers, the number of types of harm were more pronounced

in more closely associated relationships or individuals living in one
household with the heavy-drinking person.

While controlling for the participant’s own frequency or quantity
of alcohol intake did not account for the association of HTO and
health in most studies [25, 27, 29, 30], three studies that measured
problematic alcohol use (signs of dependence, harmful consumption)
by individuals affected by HTO found significant associations
between severity of own alcohol use and degree of HTO [10, 31, 32].

The findings noted above suggest two things. The first is that
studies of HTO often capture somewhat immediate experiences,
often from individuals who are themselves risky users of substances.
The second is that items used for assessing HTO in surveys typically
measure type of harm, not severity. A recently published analysis
based on a survey of leaders of national alcohol surveys suggested
that further studies should focus in more detail on the harms with a
perceived high severity [33].

The second empirical research paradigm, instead of looking gen-
erally at a cross-section of the population, looks more specifically at
the effects of addictive disorders or problematic substance use on
family members, and examines not only immediate harms but the
severity of those, and the more complex social impacts, such as conse-
quences for the social environment over a long period of time that
typically are associated with substance use disorders [34]. Such stud-
ies (which usually do not use representative samples) have shown that
family members are often severely affected by a relative’s addictive
disorders or problematic substance use [35]. Qualitative studies indi-
cate that other interpersonal factors, such as concerns about relatives,
are additional sources of stress [36] which can also contribute to
chronic stress and depressive developments, especially when levels of
human resources and resilience factors are low [37]. Therefore, ana-
lysing the impact of addiction on health of family members might
complement research on HTO in order to determine the public health
impact of substances upon third parties.

Negative effects of addictive disorders on the health of relatives
have been consistently demonstrated. In FMAs, increased rates of vic-
timization, injuries, mood disorders and anxiety disorders, a reduced
overall health status, significantly increased health-care utilization,
medical treatment costs and productivity losses have all been demon-
strated, compared to people with comparable life situations without a
relative suffering from addictive disorders [35, 38-40].

Furthermore, insurance data from the United States also show
that the general medical treatment costs of FMAs compared to indi-
viduals not affected by addictive disorders in the family (nFMAs) are
associated with drinking status of the reference population;
i.e. evidence suggests that increased morbidity and treatment needs
for FMAs are a direct consequence of the addictive disorder present
in the family and are reduced once abstinence of the relative has been
achieved [41, 42].

These data suggest that the impact on FMAs is severe; but unlike
the HTO paradigm, no population-based representative samples have
been examined to understand the true prevalence or seriousness of
the situation. Because of this, the overall social health effects on rela-

tives cannot yet be assessed satisfactorily, as there are no
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representative figures regarding the number of relatives of individuals
with addictive disorders and their health impairments, which is the
starting-point for the research presented in this paper. Data from a
German study using a primary health-care sample indicate substantial
rates of FMAs and significantly elevated depression scores in this
group [43]; however, the representativeness of these findings remains
unclear. To date, no epidemiological data are available that have spe-
cifically assessed the proportion of individuals faced with a relative
suffering from addiction, nor their level of harm.

Accordingly, within the framework of the representative German
Health Update survey (GEDA; in cooperation with the Robert Koch
Institute), this study has two aims: (1) estimating the prevalence of
people who have family members affected by current or past addic-
tive disorders in Germany; and (2) estimating differences in self-rated
health and depression between those with current, past or no family
members affected by addictive disorders, accounting for their own

substance use and socio-demographic characteristics.

MATERIALS AND METHODS
Study design and participants

Data were obtained from the cross-sectional GEDA study, which is
part of the nation-wide health monitoring system administered by
the Robert Koch Institute. GEDA is a national health survey based on
a resident’s registration office sample among individuals aged 15
years and older living in Germany, that aims to provide data on popu-
lation health, health determinants and the use of health services for
national and European health reporting systems, health policies and
public health research. In our analysis, data were used from the
GEDA 2014/2015 study, conducted from November 2014 to July
2015. Detailed information on the design, contents, survey metrics
and results of the GEDA study can be found elsewhere [44]. The
achieved sample distribution comparing the crude sample with the
reference population has been shown to be satisfactory in relation to
sex, age and federal state distribution. In addition, a weighing factor
that targets the total study population aged 15 years and older was
provided by the Robert Koch Institute. The weighing factor is the
product of a design weight and an adjustment weight. The design
weight considers the sampling design; the adjustment weight con-
siders the age and sex distribution, as well as the structure of federal
states and community and population size structure between urban
and rural areas (region) according to the population projection of the
Federal Statistical Office [44].

Within the scope of this survey, a representative sample of 24
824 participants in two waves were comprehensively questioned by
means of standardized questionnaires on health impairments, health
behaviour and utilization of medical services. The response rates were
calculated according to the standards of the American Association of
Public Opinion Research (AAPOR, 2016). The response rate 1 (‘mini-
mum response rate’; number of completed questionnaires divided by

all contacted individuals, including those with unknown availability)

was 27.6% and the refusal rate was 6.7%. The refusal rate results from
the number of individuals who did not respond, refused to participate
or who stopped answering the questionnaires. A detailed description
of response rates by age group and gender can be found in Lange
et al. [44]

The study was approved by the Federal Commissioner for Data
Protection and Freedom of Information, and informed consent was

obtained from all participants in advance.

Measures
Addictive disorders in the family

Participants were asked: ‘Do you have a family member suffering
from an addictive disorder (except tobacco)?” [‘Haben Sie einen
Angehorigen, bei dem eine Suchterkrankung (ausser Tabak) vorliegt?’].
Answer formats were yes, problem persisted in the last 12 months;
yes, but problem resolved more than 12 months ago; no. If partici-
pants had more than one such relative, they answered this question in
relation to the more recent, i.e. ticked ‘last 12 months’ if at least one
was current in the past 12 months. If participants signified having a
family member with an addictive disorder irrespective of persistence,
a next question asked: ‘what type of addictive disorder is it [‘Um
welche Suchtform handelt es sich’]. Answer formats were alcohol,
cannabis, other drugs, prescription drugs, pathological gambling and
other; multiple entries were possible. A third question asked: ‘What is
your relation to the affected individual [‘In welchem Verhiltnis stehen
Sie zu dem Betroffenen?’]. Answer formats were partner, parent,
child, sibling, other; multiple entries were possible where someone
had more than one such relative). Addictive disorders were not other-
wise specified.

Socio-demographic assessment included sex, marital status and
level of education. Level of education was assessed according to the
International Standard Classification of Education and grouped into
three categories from ‘low’ (maximum initial vocational education) to
‘high’ (minimum specialized vocational education [45]).

Alcohol consumption during the past 12 months was measured
based on the Alcohol Use Disorders Identification Test-Consumption
questions (AUDIT-C) [46]. This information was ascertained according
to the number of standard drinks consumed on weekdays (Monday-
Thursday) and weekends (Friday-Sunday). The amount of pure alcohol
consumed per day was calculated and categorized according to risky
consumption (defined as consumption of more than 10 g of pure alco-
hol daily for women and more than 20 g for men) [47].

Heavy episodic drinking (HED) was assessed by asking: ‘In the
past 12 months, how often have you had six or more drinks con-
taining alcohol on one occasion? For instance, during a party, a meal,
an evening out with friends, alone at home, ...". Participants reporting
consuming six drinks or more on at least one occasion per month
were classified as HED.

Smoking status was measured with the item: ‘Do you smoke?’

(answer categories: ‘yes, daily’, ‘yes, occasionally’, ‘no, not any more’,
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‘I have never smoked’). Participants reporting daily smoking were
classified as smokers.

Depression in the last 2 weeks was assessed using the eight-item
patient health questionnaire (PHQ-8) [48], that covers eight of the
nine diagnostic criteria for major depression according to DSM-IV:
depressed mood, anhedonia, significant change in weight or appetite,
insomnia or hypersomnia, psychomotor agitation or retardation,
fatigue or loss of energy, feelings of worthlessness or guilt and dimin-
ished ability to think or concentrate. The criterion regarding thoughts
of death and suicidality was not assessed. The German translation of
the items was retrieved from Lowe et al. [49]. Items were assessed on
a four-point Likert scale (O ‘not at all’; 1 ‘on several days’; 2 ‘more
than half of the days’; 3 ‘nearly every day’). We used a cut-off score
of 10 points or more, which has been shown to classify individuals
with clinical depression with high diagnostic accuracy [48].

Self-rated health (SRH) was assessed in accordance with WHO
recommendations by asking participants: ‘How is your health in gen-
eral’ on a five-point Likert scale (0 ‘very good’ to 4 ‘very poor’) [50].
For the present study, response categories were collapsed and dichot-
omized: the response categories ‘fair’, ‘poor’ and ‘very poor’ were
coded as ‘poor SRH’ with a value of 1; all other categories were
coded as O.

ANALYSIS

All analyses were carried out using SPSS version 28.0, using the SPSS
module Complex Samples to be able to take weightings into account
(see Study design). First, groups were compared regarding categorical
socio-demographic variables and substance use (using 2 tests) and
age (using general linear models). Then blockwise logistic regressions
were conducted to analyse the predictive value of group membership
on self-rated-health and depression, controlling for socio-
demographic variables and substance use. The variance inflation fac-
tor (VIF) method was used to test the possible collinearity between
variables before establishing the model. Because adjusted odds ratios
(ORs) in common outcomes (< 10%) overestimate the risk ratio, we
also calculated the relative risk (RR) using the formula RR=OR/(1-
Po) + (Po x OR) [51]. The analysis presented in this paper was not pre-

registered and is considered exploratory.

RESULTS

A total of 24 450 participants provided valid data on the question of
whether they had a family member with an addictive disorder;
284 participants did not answer this question. Among these, 23 partic-
ipants provided valid data regarding the relationship to the individual
with addictive disorders and two more specified the type of addictive
disorders without indicating the type of relationship, indicating that
although at least one addictive disorder was present in the family, the
latency of addiction could not be specified by the participants. These
25 cases were conservatively classified as family members affected by

an addictive disorder that was not ongoing during the last 12 months.
The remaining 259 participants without valid data were omitted from
the analysis.

Among the 24 475 respondents included in the analysis, a total of
9.5% (95% Cl =9.0-10.0) of all respondents self-reported as FMAs of
a relative with an ongoing addiction (current FMAs, cFMA) and addi-
tionally 4.5% (95% Cl =4.2-4.9) of the total sample self-reported as
FMAs of a relative with a past addictive disorder (i.e. no longer active
in the previous 12 months; past FMAs, pFMA). Overall, 79.3% (95%
Cl =77.2-81.2) reported to have one relative with one or more addic-
tive disorder, 14.1% (95% Cl=12.5-15.7) named two relatives and
another 4.6% (95% Cl = 3.7-5.6) identified three relatives. Fewer than
2% of the sample reported to have four or more relatives with addic-
tive disorders.

For type of addictive disorder(s) (multiple entries possible), most
FMAs reported alcohol (80.5%, 95% Cl = 78.8-82.2), followed by can-
nabis (16.5%; 95% Cl = 14.8-18.5) and other illicit drugs (12.2%; 95%
Cl=10.9-13.7). All other substances and pathological gambling were
mentioned by fewer than 10% of FMAs.

Regarding the type of relationship they had with their relative
(multiple entries possible), most participants mentioned that their rela-
tive was from outside the nuclear family (i.e. ‘other’; 37.9%; 95% Cl =
36.0-39.9), followed by the FMA being a child (28.7%; 95% Cl=
26.9-30.5), sibling (19.4%; 95% Cl=17.9-21.0), partner (13.4%; 95%
Cl=12.0-14.9) and parent (10.3%; 95% Cl = 9.1-11.6).

Univariate group differences according to FMA status are shown
in Table 1. Compared to participants with no family member suffering
from addictive disorders (nFMA), FMAs are significantly younger,
more often female, were less often married, less often had a high level
of education, were more often smokers and reported higher alcohol
consumption in terms of binge drinking, as well as at-risk drinking and
higher rates of depression. Differences were more pronounced in
cFMAs than in pFMAs. No differences between FMAs and nFMAs
could be identified regarding low self-rated health. As significant
group differences in terms of socio-demographic and substance use
characteristics are known to be associated with depression and self-
rated health, multivariate analyses were conducted controlling for age,
gender, being married, high formal education and substance use.

Table 2 shows the multivariate logistic regression for predicting
low self-rated health. The multicollinearity test showed that the value
of variance inflation factor VIF between explanatory variables was
between 1.03 and 1.17, indicating that there was no multicollinearity
between explanatory variables. Most socio-demographic variables
were significantly associated with SRH, and there was also a signifi-
cant association between all risky drinking, binge drinking and
smoking and low self-rated health categories. Compared to nFMAs,
FMA group membership predicted low SRH. Compared to nFMAs,
cFMSs had a relative risk of low self-rated health of 1.339 (95% Cl =
1233-1448), with pFMAs relative risk being 1189 (95% Cl = 1056-
1329).

Table 3 shows the multivariate logistic regression for predicting
depression. The multicollinearity test showed that the value of vari-

ance expansion factor VIF between explanatory variables was
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TABLE 1 Socio-demographic factors, substance use and self-rated health and depression according to recency of addictive disorders

cFMA (n = 2286) pFMA (n=1116) nFMA (n=21163) P

Age (SE) 39.8(0.39) 44.7 (0.63) 50.0 (0.15) <0.001
Female % (SE) 56.9 (1.4) 54.3(2.0) 50.1(0.4) <0.001
Level of education % <0.001

Low (SE) 21.2(1.1) 21.1(1.6) 21.5(0.5)

Medium (SE) 61.2(1.3) 58.3(1.9) 56.2(0.5)

High (SE) 17.6 (0.8) 20.5(1.3) 22.3(0.5)
Family status % <0.001

Unmarried (SE) 43.0(1.4) 35.8(1.9) 29.5(0.5)

Married (SE) 46.6 (1.4) 49.2 (1.9) 56.6 (0.5)

Widowed (SE) 2.1(04) 4.2(0.7) 6.7 (0.2)

Separated (SE) 8.2(0.7) 10.7 (1.2) 7.2(0.2)
Smoking (%) 31.1(1.3) 25.5(1.9) 16.0(0.3) <0.001
% At-risk drinking (SE) 20.2(1.1) 16.0(1.5) 15.8(0.3) <0.001
% Binge drinking (SE) 37.4(1.4) 33.3(1.7) 32.5(0.5) <0.001
% SRH low? (SE) 31.9(1.3) 31.3(1.8) 30.6 (0.4) 0.560
% Depression (SE) 20.9(1.2) 16.3 (1.3) 8.6(0.3) <0.001

cFMA = family member of a relative with current addictive disorder(s); pFMA = family member of a relative with past addictive disorder(s); nFMA = family

member with no relative with addictive disorder(s); SE = standard error.
3self-rated health\.

TABLE 2 Ordinal regression for predicting low self-rated health
(Ref.: high SRH)

TABLE 3 Logistic regression for predicting depression (PHQ8
sum score > 10; Ref.: no depression)

aOR Wald P 95% ClI aOR Wald P 95% Cl

Female 0.992 0.038 0.846 0.919-1.072 Female 1.333 25.568 <0.001 1.184-1.500
Age 1.045 1217.389 <0.001 1.042-1.048 Age 1.001 0.233 0.630 0.998-1.004
Education low 1.796 208.419 <0.001 1.658-1.945 Education low 1.668 64.487 <0.001 1.485-1.919
At-risk drinking 0.845 9.709 0.002 0.818-0.971 Not married 1.545 53.952 <0.001 1.375-1.736
Not married 1.172 15.008 <0.001 1.081-1.271 At-risk drinking 0.921 1.302 0.255 0.799-1.061
Binge drinking 0.891 7.049 0.008 0.818-0.971 Binge drinking 0.803 12.611 <0.001 0.711-0.907
Smoking 1.687 105.297 <0.001 1.526-1.865 Smoking 1.904 100.096 <0.001 1.678-2.161
FMA 23.822 <0.001 FMA 73.919 <0.001

cFMA 1.574 1.374-1.805 cFMA 2437 2.082-2.853
pFMA 1.297 1.082-1.555 pFMA 1.850 1.519-2.253

aOR = adjusted odds ratio; cFMA = family member of a relative with
current addictive disorder(s); pFMA = family member of a relative with
past addictive disorder(s). Ref.: family member with no relative with
addictive disorder(s) (hFMA).

between 1.03 and 1.7, indicating that there was no multicollinearity
between explanatory variables. Again, most socio-demographic vari-
ables were significantly associated with depression, and again there
was a significant association between binge drinking and smoking (but
not at-risk drinking) and depression. Compared to nNFMAs, FMA group
membership predicted elevated depression rates. Compared to
nFMAs, cFMSs had a relative risk of depression of 2.169 (95% Cl =
1.905-2.461), with pFMAs relative risk being 1.724 (95% Cl = 1.454-
2.034).

aOR = adjusted odds ratio; cFMA = family member of a relative with
current addictive disorder(s); pFMA = family member of a relative with
past addictive disorder(s). Ref.: family member with no relative with
addictive disorder(s) (nFMA).

DISCUSSION

The data from the GEDA study allow for the first time an estimate
of the prevalence of family members affected by addictive disor-
ders in the general population. Of the German general population
aged 15years and older, 9.5% reported having a relative with an
ongoing addictive disorder problem within the past 12 months;
another 4.5% reported they had a relative with a past dependency.
Extrapolated to the total population aged 15years and older of
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71.3 million participants [52], this corresponds to approximately 6.8
million participants (95% Cl=6.94-7.13) affected by a current
dependency and a further 3.2 million participants (95% Cl=2.9-
3.5) affected by a past dependency.

As expected from previous survey data on harm from others sub-
stance use [20] and prevalence rates of alcohol and drug use in
Germany [53], being affected by family members’ alcohol use disor-
ders was most prevalent, followed by family members use of cannabis
and other illicit drugs. It can be assumed that the significantly lower
mentioning of dependence on prescription drugs (PD) indicates that
PD dependence is more likely to remain undetected by relatives, at
least for longer periods, especially if the medication has been pre-
scribed for a long time by a doctor because of existing medical
conditions.

In accordance with previous findings [35, 37, 54], FMAs
reported higher levels of depression and reduced self-rated health,
with cFMAs reporting the highest burden, followed by pFMAs.
Findings suggest a strong association between the recency of the
addictive disorders and ill-health and depression and correspond to
the results of analyses from the United States based on health
insurance data, which suggest that the psychosocial burden on
partners of males with an alcohol use disorder decreases after suc-
cessful treatment [42]. There were also significant associations
between binge- and risky drinking and smoking, with both depres-
sion and self-reported health; FMAs reported higher levels of all of
binge- and risky drinking and smoking. Overall, findings are in line
with studies on HTO that focused upon more severe experiences
due to others’ substance use [23, 30] and confirm the high public
health relevance of the topic, especially with regard to depression
[26, 30, 55]. Although an overlap between groups is to be
expected, further research is needed to determine to what extent
addiction in the family represents a measure of HTO that goes
beyond immediate experiences due to others’ drinking. It can be
assumed that both approaches might complement each other.
Restricting our approach to relatives with a recognized ‘addictive
disorder’ as opposed to asking about the effects of alcohol or drug
use, as is usually conducted in HTO studies, yielded lower preva-
lence rates. At the same time this analysis, by looking solely at
depression and self-reported health, only covers a fraction of HTO
due to problematic substance use and problematic gambling.

However, our results have important public health ramifica-
tions, especially regarding mental health. Controlling for con-
founders, the risk of clinical depression was more than doubled in
cFMAs and elevated by 72% in pFMAs. Furthermore, the risk of
low self-rated health was elevated by 34% in cFMAs and 19% in
pFMAs. While the effect sizes on self-rated health are small, they
still can have a considerable impact at the population level. Inter-
estingly, even once the relative’s addiction has ceased, FMAs still
revealed lower levels of SRH and higher levels of depression, indi-
cating that FMAs require support and further help for a consider-
able time after their relative has ceased their problematic use of
alcohol, drugs or gambling. Because this study used a large sample,

even small differences between groups can reach statistical

significance. However, the prevalence rates and differences
reported are quite large, and imply findings that are of major prac-
tical importance as opposed to signifying simply statistical
significance.

Although our study, to our knowledge, is the first to give an esti-
mation of the burden of disease associated with addictive disorders
based on general population data, several limitations must be consid-
ered. Due to the cross-sectional data, no causal conclusions can be
drawn. Although we controlled for several possible confounders, lon-
gitudinal data would be needed in order to prove the causal chain of
the association between addictive disorders and strain in FMAs.
Although there are associations between binge- and risky drinking and
smoking with both our outcome variables, again no causal conclusions
can be made. Furthermore, the definition of ‘addictive disorders’ in
our assessment of FMA status relied upon subjective estimations of
the participants and has not been clinically validated. Accordingly, they
reflect the perception and knowledge of the participants, which is
likely to be based upon what they were able to observe about the
behaviour of their relative(s) and the attributions they were then able
to make about the relationship between these observed behaviours
and the relative’s use of substances or gambling. However, this limita-
tion also refers to other operationalizations of population-based esti-
mates of the number of individuals associated with individuals with
harmful alcohol use patterns (e.g. [56]). Furthermore, the response
rate was modest, although the sample has been shown to match with
the general population. Although the survey did not specifically label
the topic of addiction and families it is possible that FMAs are less
likely to participate in health-related surveys, which might lead to an
underestimation of the true prevalence in the population. In addition,
the GEDA data do not allow us to draw any conclusions regarding the
working mechanism of addiction symptoms on psychological strain in
FMAs. A more detailed assessment of characteristics of AFMs
(e.g. coping mechanisms) and specific stressors due to the relative’s
addiction disorder was unfortunately not possible within the frame-
work of the GEDA study. Recent studies focusing upon HTO have
included a detailed and standardized assessment on experiences asso-
ciated with substance use such as, for example, the alcohol HTO ques-
tionnaire [9] that might be expanded for addiction-related
consequences in future studies. In addition, standardized question-
naires for assessing stressors and coping behaviours of FMAs are
available and should be included in future studies [56]. Based upon
findings from qualitative research, questions focusing upon the experi-
ence of FMAs should include more psychological stressors, such as
worries for the wellbeing of the family member suffering from addic-
tive disorders [36].

Accepting these limitations, our findings complement those
from population-based studies on HTO. In addition, these findings
reflect some of the elements of the Stress-Strain-Coping-Support
Model [37] which was developed based both on qualitative and
quantitative research with selected samples of FMAs. The findings
of this survey suggest that the model should be examined
using data from unselected FMAs, recruited from the general

population.
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