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Abstract: Addiction is a complex psychosocial problem that has significant psychosocial effects on
family members. The aim of this study is to gain insight into the burden and psychological distress
suffered by caregivers of drug abusers. Ninety-nine caregivers of hard drug addicts participated in
this study. The test group consisted of 50 participants and the control group had 49 participants. The
participants filled out the General Demographic Questionnaire; Caregiving and the Experience of
Subjective and Objective Burden; SCL-90-R; and WHOQOL-BREF. Caregivers of addicts who were
preparing to join the community exhibited a significantly higher objective burden, subjective burden,
subjective stress burden and greater psychological distress in comparison to caregivers of addicts
in the community, and their quality of life was poorer (p < 0.001). The following showed to be risk
factors for psychological distress: families with a greater number of children, marital, employment
and economic status and duration of addiction. The protective factors were better quality of life,
long-term marriage and higher education level of caregivers. Caring for addicts who are living with
their families is a significant responsibility and burden for caregivers.

Keywords: addiction; caregivers; caregiver burden; psychological distress

1. Introduction

Over the past two decades, the focus of mental health care has shifted from institu-
tionalization to community-based programs and shorter hospital treatment. This change
means that there is an increased role of caregivers, mostly family members, in the treat-
ment of people with mental illness. Although there is evidence to support the benefits of
deinstitutionalization, there are also indications of a substantial burden experienced by
caregivers [1]. Social sensitivity to substance abuse varies and occurs on several levels
(individual, interpersonal and social). Interdisciplinary collaborations between basic and
behavioral sciences have facilitated the investigation of biological factors that interact with
social and societal factors to place individuals at risk of developing substance use disorders.
Chronic exposure to stressors and a maladaptive stress response to those stressors can
influence the development of physical dependence and substance use disorders [2].

Families are the basic social unit. Therefore, families will inevitably affect the progress
or regression of individuals and, in turn, impact communities and society [3]. Substance
use and addiction impact families in different ways. Children exposed to illicit substances
are at risk of developing psychiatric issues such as anxiety or depression, behavioral and
cognitive difficulties that can affect their learning abilities [4–6]. Furthermore, substance
abuse not only affects addicts but also the quality of life of their family or caregivers. The
burden can have a devastating effect on the entire family system, adversely affecting the
emotional climate and identity of the family, family members’ abilities to function and
relationships within the family [7].
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The effects on the immediate family can be understood through the concept of family
burden: objective family burden includes the time and energy a family member spends on
health and caregiving; subjective family burden includes the emotional stress that arises
from such caregiving situations. Family burden affects many aspects of family members’
lives, including social relationships, health, work life and finances [8]. The term “family
burden” was initially applied to chronic psychiatric disorders such as schizophrenia, and it
was later used for substance abuse [9].

Family caregivers contribute to treatment engagement and adherence, reducing sub-
stance abuse and relapse, and increasing the well-being of the person with an addiction
disorder. However, caregiving is also associated with negative emotional and physical
health outcomes for caregivers [10]. Mental health problems, such as depression and
anxiety, have been reported among relatives with a substance use disorder [11,12].

The findings of this study indicate that care for drug addicts, while they live in their
families, is a significant objective and subjective burden to their caregivers, and also affects
their mental health and psychosocial balance. The way in which our study will contribute
to other research in this field is through knowledge about protective factors from the
psychological disturbances of the caregivers such as higher quality of life, the health of
other children, marital status, marriage length and higher educational degree.

Families are under constant stress, especially primary caregivers (parents) during
their care for addicts at home. There is a need for permanent improvement of the skills
and knowledge of caregivers in order to reduce their psychological distress and its further
potential progression into mental disorders. This would contribute to caregivers better
coping with the feelings that arise within themselves during the provision of care. The
authors’ aim is to gain insight into the burden and psychological distress suffered by
caregivers of drug abusers.

2. Materials and Methods
2.1. Participants

The study was conducted in the out-patient center for the treatment and prevention of
addictions at St. Peter and Paul’s Church in Mostar and in the Community of the Merciful
Father in Med̄ugorje, Bosnia and Herzegovina, between April 2021 and April 2022. It was
a cross-sectional study, with a test group comprising 50 caregivers (one of the parents) of
drug addicts (opioid addicts) who were preparing for inclusion in the community, and a
control group comprising 49 caregivers of addicts already in the therapeutic community in
Med̄ugorje. The inclusion criterion for the test and control group was: the family member
that had been diagnosed as a drug addict, and the exclusion criterion was: previously
diagnosed psychotic disorder in addicts or caregivers. All caregivers were informed about
the aims of the study, participation was voluntary and signed informed consent was
obtained from all participants. The Ethics Committee of the aforementioned institutions
approved the study, which conforms with the provisions of the Declaration of Helsinki (as
revised in Edinburgh, 2000).

2.2. Measures

The authors of the study used self-rating scales as follows: the sociodemographic
questionnaire constructed for this study covered key demographic information about
caregivers, their social relationships, marital status and basic information about the addicts.
The Caregiving and the Experience of Subjective and Objective Burden Scale consists of
14 questions. Six of these relate to caregivers’ objective burden, four relate to subjective
demands and four relate to the subjective experience of stress overload. A total objective
burden score over 23, subjective demand score over 15 and subjective experience of stress
overload score over 13.5 are considered high. The Brief Symptom Inventory—SCL-90 is
a self-rating scale to determine the existence of psychiatric symptoms. It consists of 53
items, includes three global indicators of distress and has nine subscales: somatizations,
obsessive-compulsive problems, interpersonal sensibility, depression, anxiety, hostility,
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phobic anxiety, paranoid ideation and psychoticism. The items comprising each of the nine
primary symptom dimensions are as follows: (somatization: items 2, 7, 23, 29, 30, 33 and
37; obsession-compulsion: items 5, 15, 26, 27, 32 and 36; interpersonal sensitivity: items 20,
21, 22 and 42; depression: items 9, 16, 17, 18, 35 and 50; anxiety: items 1, 12, 19, 38, 45 and
49; hostility: items 6, 13, 40, 41 and 46; phobic anxiety: items 8, 28, 31, 43 and 47; paranoid
ideation: items 4, 10, 24, 48 and 51; psychoticism: items 3, 14, 34, 44 and 53. Items 11, 25, 39
and 52 do not factor into any of the dimensions but are included because they are clinically
important. The authors report good internal consistency reliability for the nine dimensions,
ranging from 0.71 on Psychoticism to 0.85 on Depression. The test–retest reliability for the
nine symptom dimensions ranges from 0.68 (somatization) to 0.91 (phobic anxiety) [13]. The
WHOQOL-BREF (World Health Organization Quality of Life) is a measuring instrument to
determine quality of life and perceived social support, and it consists of 26 questions.

2.3. Statistical Analysis

SPSS for Windows was used (17.0, SPSS Inc., Chicago, IL, USA) and Microsoft Excel
(11, Microsoft Corporation, Redmond, WA, USA) was used for statistical analysis. The
normal distribution of continuous variables was tested with the Kolmogorov–Smirnoff
test. The median was used to show the mean value and the measure of dispersion, and
the interquartile span was used to show distribution that was significantly different from
normal. Differences in continuous variables between the two main groups (the test group
and control group) were tested with the Mann–Whitney U test, and those between more
than two groups with the Kruskal–Wallis test. The possibility of error was α < 0.05, and
differences between groups were accepted as statistically significant at p < 0.05. Linear
regression analysis with a grading method was used as the prediction model.

3. Results

As mentioned earlier, the test group consisted of 50 caregivers (one of the parents)
of opioid addicts who were preparing for inclusion in the community, and the control
group consisted of 49 caregivers of addicts in the community in Medjugorje. The χ2

test was used for variable differences expressed at the nominal level (data expressed
in frequencies), and a t-test was used for variables expressed at the interval level. The
sociodemographic characteristics (gender, education, employment, marital status, duration
of marriage, parenthood and economic status) of the caregivers are shown in Table 1.

Caregivers in the test group had statistically higher results on all subscales of the
Caregiving and the Experience of Subjective and Objective Burden Scale as compared to
the control group. Objective burden (MW = 134; z = −7.621; p < 0.001), burden of subjective
demands (MW = 184.5; z = −6.734; p < 0.001) and burden of subjective stress (MW = 49.0;
z = −7.817; p < 0.001) were statistically significantly higher in caregivers of addicts who
were not in the process of psychosocial community rehabilitation as compared to caregivers
of addicts who (at the time) were in the community.

On the SCL-90 scale, caregivers of addicts who were in the community had statis-
tically significantly lower levels of the following: somatizations (MW = 268; z = −6.713;
p < 0.001); obsessive-compulsive symptoms (MW = 294.5; z = −6.534; p < 0.001); sensitiv-
ity in human relationships (MW = 410.5; z = −5.728; p < 0.001); depression (MW = 140;
z = −7.613; p < 0.001); anxiety (MW = 207; z = −7.167; p < 0.001),); hostility (MW = 409;
z = −5.73; p < 0.001); phobia (MW = 352.5; z = −6.131; p < 0.001); paranoid ideas (MW = 403;
z = −5.781; p < 0.001); psychoticism (MW = 337; z = −6.242; p < 0.001); PSD (MW = 7.5;
z = −8.524; p < 0.001); and GSI (MW = 88; z = −7.993; p < 0.001), as compared to caregivers
of addicts who were preparing for inclusion in the community. Only the PSDI index
(MW = 1096.5; z = −0.899; p = 0.368) did not show a statistically significant difference
between the test and control group (Table 2).
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Table 1. Sociodemographic characteristics and differences between the test and control groups.

Test Group Control Group χ2 p

Employment 0.713 0.401

Unable for work 6 (12.00) 1 (2.00)

Unemployed 12 (24.00) 18 (36.70)

Employed 17 (34.00) 25 (51.00)

Temporary jobs 11 (22.00) 3 (6.10)

Retired 4 (8.00) 2 (4.10)

Marital status 17.086 <0.001

married 21 (42.00) 41 (83.70)

divorced 17 (43.00) 4 (8.20)

widowed 6 (12.00) 4 (8.20)

separated 6 (12.00) 0

Duration of marriage 1.238 0.269

<10 years 3 (6.00) 0

10–20 years 10 (20.00) 4 (8.20)

20–30 years 28 (56.00) 41 (83.70)

>30 years 9 (18.00) 4 (8.20)

Parenthood 5.324 0.023

One child 20 (40.00) 1 (2.00)

Two children 19 (38.00) 42 (85.7)

Three and more children 11 (22.00) 6 (12.3)

Economic status 6.019 0.015

Low 25 (50.00) 9 (18.40)

Average 21 (42.00) 38 (77.60)

Good 4 (8.00) 2 (4.10)

Table 2. Presence of main psychological symptoms according to the SCL-90 questionnaire in the test
and control group.

Main Psychological C–Median
[Q-Interquartile Span]

Symptoms Test Group Control Group z p *

(n = 50) (n = 49)

Somatization 2.3 [0.6] 1.4 [0.9] −6.71 <0.001

Obsesive-compulsive 2.5 [0.5] 1.5 [0.8] −6.534 <0.001

Sensitivity in interpersonal

relationships 2.3 [0.8] 1.0 [1.8] –5.728 <0.001

Depression 2.5 [0.5] 1.3 [0.7] –7.613 <0.001

Anxiety 1.5 [0.3] 1.3 [1.1] –7.167 <0.001

Hostility 2.5 [1.0] 1.4 [1.3] –5.730 <0.001

Phobia 2.4 [0.8] 1.0 [1.2] –6.131 <0.001

Paranoid ideas 2.0 [0.8] 1.0 [1.1] –5.781 <0.001

Psychoticism 2.0 [0.7] 1.2 [0.8] –6.242 <0.001

PST 2.3 [0.2] 1.4 [0.4] –8.524 <0.001

GSI 48 [2] 28 [7] –7.993 <0.001

PSDI 2.6 [0.2] 2.5 [0.5] –0.899 0.368
* Mann–Whitney (MW) test. PST—total number of symptoms. GSI—average intensity of all symptoms. PSDI—
average intensity of present symptoms.
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As can be seen in Table 1, 79 caregivers were female and 20 were male. Table 3 shows
differences in presence of the main psychological symptoms among caregivers, taking
gender into account.

Table 3. Differences in presence of the main psychological symptoms among caregivers, taking
gender into account.

Main Psychological C–Median
[Q-Interquartile Span]

Symptoms Female Male χ2 p *

(n = 79) (n = 20)

Somatization 1.9 [1.1] 2.1 [1.0] 2.629 0.230

Obsesive-compulsive 2.2 [1.2] 1.9 [0.8] 7.563 0.834

Sensitivity in
interpersonal

relationships 2.0 [1.5] 1.9 [1.4] 9.028 0.976

Depression 2.2 [1.3] 1.8 [0.8] 21.005 0.594

Anxiety 2.3 [1.2] 2.4 [1.5] 9.261 0.478

Hostility 2.0 [1.6] 2.4 [0.8] 4.956 0.037

Phobia 1.8 [1.4] 2.2 [1.0] 3.344 0.259

Paranoid ideas 1.8 [1.0] 1.6 [1.0] 2.591 0.362

Psychoticism 1.8 [1.0] 1.5 [1.3] 14.260 0.157

PST 2.1 [1.0] 1.8 [0.7] 14.352 0.931

GSI 46 [20] 36 [19] 13.404 0.363

PSDI 2.6 [0.3] 2.5 [0.4] 3.224 0.906
* Kruskal–Wallis test. PST—total number of symptoms. GSI—average intensity of all symptoms. PSDI—average
intensity of present symptoms.

Female caregivers (χ2 = 3.956; ss = 1; p < 0.037) had significantly lower scores for hos-
tility compared to male caregivers, whereas for other psychiatric difficulties (somatization,
obsessive-compulsive symptoms, sensitivity in human relationships, depression, anxiety,
phobia, paranoid ideas and psychoticism), as well as for total indicators on the SCL-90-R
scale, there was no statistically significant gender difference (p > 0.05) (Table 3).

Married caregivers had statistically lower levels of: sensitivity in human relationships
(χ2 = 9.028; ss = 3; p = 0.029); depression (χ2 = 21.005; ss = 3; p < 0.001); anxiety (χ2 = 9.261;
ss = 3; p = 0.026); psychoticism (χ2 = 14.26; ss = 3; p = 0.003); PST (χ2 = 14.352; ss = 3;
p = 0.002); and GSI (χ2 = 13.404; ss = 3; p = 0.004) compared to those who were divorced,
widowed or separated.

Objective burden (χ2 = 11.313; ss = 2; p = 0.003), burden of subjective demands
(χ2 = 17.483; ss = 2; p < 0.001) and burden of subjective stress (χ2 = 12.584; ss = 2; p = 0.002)
were statistically lower among caregivers who had two children compared to caregivers
with one or three or more children.

Scores for objective burden (χ2 = 24.086; ss = 3; p < 0.001), burden of subjective demands
(χ2 = 12.43; ss = 3; p = 0.006) and burden of subjective stress (χ2 = 19.844; ss = 3; p < 0.001)
were statistically significantly lower in caregivers whose children had been addicts for
longer than 5 years, as compared to those whose children had been addicts for less than
5 years (Table 4).
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Table 4. Caregivers’ burden considering the duration of children’s opioid addiction.

Caregivers Burden C–Median
[Q-Interquartile Span]

<1 1–3 3–5 >5 p *

Objective burden 26 [1.25] 27 [1] 26 [3.5] 22 [4] <0.001

Burden of subjective demands 12.5 [4.6] 14 [3] 13.5 [3.3] 10 [6] 0.006

Burden of subjective stress 17.5 [2.3] 17 [3] 17 [2] 9 [8.8] <0.001
* Kruskal–Wallis test.

Caregivers whose children had been addicts for longer than 5 years had statistically
lower levels of the following: somatization (χ2 = 17.64; ss = 3; p = 0.001); obsessive-
compulsive symptoms (χ2 = 11.651; ss = 3; p = 0.009); sensitivity in human relation-
ships (χ2 = 8.44; ss = 3; p = 0.038); depression (χ2 = 16.274; ss = 3; p = 0.001); anxiety
(χ2 = 19.743; ss = 3; p < 0.001); hostility (χ2 = 16.316; ss = 3; p = 0.001); phobia (χ2 = 19.116;
ss = 3; p < 0.001); paranoid ideas (χ2 = 17.382; ss = 3; p = 0.001); psychoticism (χ2 = 8.042;
ss = 3; p = 0.045); PST (χ2 = 20.446; ss = 3; p < 0.001); and GSI (χ2 = 18.790; ss = 3; p < 0.001)
compared to caregivers whose children had been addicts for 5 years or less. Caregivers
who did not have any other children addicted to drugs or alcohol had a significantly lower
level of subjective stress burden (χ2 = 7.285; ss = 2; p = 0.007) as compared to caregivers
with other children who were addicts. Caregivers with positive psychiatric history of
treatment had a significantly higher level of subjective stress (χ2 = 4.045; ss = 1; p = 0.044)
than caregivers who had not previously received psychiatric treatment. Caregivers who
reported being treated for one or more somatic illnesses had a statistically higher level
of burden of subjective demands (χ2 = 5.399; ss = 1; p = 0.02) as compared to caregivers
without somatic illness.

Physical health (MW = 222.5; z = −7.058; p < 0.001), psychological health (MW = 16;
z = −8.499; p < 0.001), social relations (MW = 392.5; z = −5.938; p < 0.001) and perception
of own environment (MW = 358; z = −6.108; p < 0.001) were statistically significantly better
among caregivers of addicts who were in the community as compared to caregivers of
addicts who were preparing to live in the community again (Table 5).

Table 5. Results for the quality-of-life scale and perceived social support among test and control groups.

Quality of Life C–Median
[Q-Interquartile Span]

Test Group Control Group z p *

(n = 50) (n = 49)

Physical health 54 [11] 36 [4] –7.058 <0.001

Psychological health 67 [8] 33 [9] –8.499 <0.001

Social relations 54 [11] 36 [4] –5.938 <0.001

Environment 50 [9] 38 [11] –6.108 <0.001
* Mann–Whitney (MW) test.

4. Discussion

This paper highlights the psychosocial consequences that caregivers (parents) suffer
when caring for their addicted children at home. It was found that caregivers of addicts who
are preparing to enter the community are exposed to significantly higher levels of objective
burden, burden of subjective demands and burden of subjective stress, and higher psycho-
logical distress. Furthermore, their quality of life is poorer in comparison to caregivers of
addicts who are already in the community. The results showed that general psychologi-
cal symptoms were significantly higher in the test group than in the control group. The
following were found to be protective factors, mitigating the burden and psychological
distress of caregivers of addicts who are preparing to enter the community: better quality
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of life, non-existence of addiction in other children, longer duration of marriage, higher
education level on the part of the caregiver and non-existence of chronic disease. Caregivers
in the test group exhibited greater objective burden, burden of subjective demands and
burden of subjective stress as compared to the control group, and their quality of life was
lower. Psychological distress was greater in the test group than in the control group. This
finding is in line with many other studies focused on understanding the difficulties of
caregivers [14,15], which have identified the following as the most common consequences
of caring for an ill family member: burnout and a high burden of care, a high degree of
stigmatization, lack of social support for caregivers and a poor quality of life [16,17].

It is important to point out that caring for addicts is different from caring for individu-
als with chronic diseases. Caregivers of persons with mental health or addiction problems
were more likely to report that caregiving is incredibly stressful and that they felt depressed,
tired, worried or anxious, overwhelmed, lonely or isolated, short-tempered or irritable
and resentful because of their caregiving responsibilities [18]. Addicts do not consider
themselves patients, and even their families do not see them as patients. Caring for addicts
does not usually influence the everyday life of the caregiver (job, home) directly. This
is different from caring for chronically ill patients because they are more reliant on the
physical presence of the caregiver [19,20]. The emotional well-being of the caregiver of
an addict is more threatened than that of caregivers of somatic patients. Addiction in a
family can increase the relatives’ vulnerability to maltreatment and instability, leading
to violence, divorce and the inability to provide for dependents’ needs [21]. Caregivers’
experiences of emotional burden can cause feelings of confusion, anger, frustration, anxiety,
depression, abandonment, fear, embarrassment and guilt [22]. In the investigation of care
burden, the general mean was 2.2, and emotional involvement (feelings of shame and
anger) and general tension (feelings of responsibility, exhaustion, facing problems that
are difficult to resolve, injuries to health, lack of time, among others) were considered
predictors of burden [23].

In this study, the results showed that in the test group, caregivers’ scores for somatic
health, psychological health, social relations and perception of the environment were
significantly lower than those in the control group. Long-term caring for addicts, insufficient
understanding of the disease and unrealistic expectations about treatment outcomes can
cause chronic dissatisfaction, exhaustion and isolation in many families. Analysis of 81
study results relating to the source of caregivers’ stress showed that caregivers felt that
they were constantly under strain; 55.5% lost sleep because of worrying about the patient’s
illness and 80% felt unhappy or depressed [21]. The caregiver’s perceptions of their inability
to mitigate the addiction’s trajectory were expressed as helplessness and hopelessness,
which appeared to be further exacerbated by their lack of knowledge of addiction. This
conveyed exhaustion of the inner resources needed to mitigate distress and to engage
in self-care. Although many caregivers retained the hope that recovery was possible,
the painful cycle of relapse or reluctance of the individual with SUD to enter treatment
eventually stripped away any thread of hope [24]. A study from Turkey, conducted on 100
patients with opioid use disorders and their primary caregivers, showed that caregivers
experienced a greater burden if they were faced with the presence of verbal and physical
violence (between patients and other family members) and intravenous drug use [25].
Analysis of a total of 33 articles considering caregivers’ burden highlighted three key
aspects: self-perception, multifaceted strain and how long the situation lasts. Antecedents
included insufficient financial resources, conflict between multiple responsibilities and
lack of social activities. The consequences of caregiver burden resulted in negative change,
which included decreased care, decreased quality of life and deterioration in physical and
psychological health [26]. Caregivers with a high burden of care are more likely to have
depression, anxiety and poor quality of life [27]. Caregiver burden was most often reported
as moderate to severe in populations with substance use disorder [28].

Our research showed that most caregivers were women. Most of the participant
caregivers were family members of the addicted patients, and most were women who were
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above middle age; mothers or spouses mostly took the responsibility of providing care
to addicted individuals [29]. In accordance with traditional gender roles, behaviors that
require self-devotion, such as caring, feeding, growing, helping and supporting, are more
expected from females from cultures with a patriarchal family structure; caring is perceived
as the duty of females, and females are thereby expected to fulfill this responsibility. In light
of this information, it is clear that gender is a significant determinant in caregiving [29]. A
similar finding is reported by Rospenda et al. [29], who conducted a study to determine
the care burden of the families of alcohol abusers and found that most of the caregivers
were women.

In a study conducted in Nigeria, depression, schizophrenia and substance use disorder
were the main mental disorders of patients of family caregivers, as about two-thirds of the
caregiver’s patients had one of the three conditions. Globally, these three conditions are
among the top mental disorders [30].

This study highlights the importance of specific education for caregivers worldwide,
providing psychological support and the need for the development of additional commu-
nity forms of care for addicts. It shows the importance of the mental well-being of the
caregivers and the need to develop and implement strategies on a national level, which can
promote mental health and work on its strengthening.

Because of this growing concern on a global level, future research should investigate
how psychosocial interventions and specific targeted programs toward caregivers are
effective in coping with their psychological distress and the overall effects on their mental
and physical health.

5. Conclusions

This study showed that gender does not influence the level of objective burden, bur-
den of subjective demands and burden of subjective stress between two groups. Married
caregivers had a lower level of subjective burden, burden of subjective demands and de-
mands of subjective stress as compared to those who were divorced, widowed or separated.
Higher quality of life, health of other children, longer marital status and a higher education
degree of caregivers turned out to be protective against psychological disturbances. On
the other hand, having more children is a risk factor for the development of psychological
disturbances. Research thoroughly defines and connects burden, psychological distress
and the quality of life in caregivers of opioid addicts to the way in which the treatment
is applied. Treatment of addicts in the community contributes to a significantly lower
objective and subjective burden and psychological distress and increases the quality of life
in their caregivers. It is important for caregivers to seek support and assistance both from
healthcare professionals and from their own social networks. Self-care is also important for
caregivers and can include activities such as exercise, meditation and maintaining social
connections outside of caregiving. By prioritizing their own well-being, caregivers can bet-
ter manage the challenges of caregiving and provide more effective and compassionate care
to their loved ones. There is still a need for the development of treatment programs for the
management of mental health problems in caregivers. Public health services and medical
care for caregivers are important steps toward addressing caregiver health. Promoting and
supporting the mental health of caregivers is important because these interventions help to
alleviate the burden of the caregivers, which will lead to better treatment effectiveness.

Some of the limitations of our study could be that the stress/burden levels were
self-rated and were under subjective impression.

6. The Future Scope of the Work

According to the report [31], around 284 million people aged 15–64 used drugs world-
wide in 2020, a 26 percent increase over the previous decade. Young people are using
more drugs. In many countries in Africa and South and Central America, the largest
proportion of people in treatment for drug use disorders are there primarily for cannabis
use disorders. In Eastern and South-Eastern Europe and in Central Asia, people are most
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often in treatment for opioid use disorders. In the United States and Canada, there is an
epidemic of the non-medical use of fentanyl, which continues to break records.

In the future, this will become an even bigger issue globally, as it shows rapid growth.
We must prepare ourselves for the time to come by enhancing health education, organizing
specific training and screening of people for psychological morbidity and applying early
interventions if needed.
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and editing, D.D., I.Ć., D.J. and I.J. All authors have read and agreed to the published version of
the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The study was conducted according to the guidelines of
the Declaration of Helsinki and was approved by the Ethics Committee of the University of Mostar
School of Medicine (approval no. 01-1-191-a//21).

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: Not applicable.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Addo, R.; Agyemang, S.A.; Tozan, Y.; Nonvignon, J. Economic burden of caregiving for persons with severe mental illness in

sub-Saharan Africa: A systematic review. PLoS ONE 2018, 13, e0199830. [CrossRef] [PubMed]
2. Amaro, H.; Sanchez, M.; Bautista, T.; Cox, R. Social vulnerabilities for substance use: Stressors, socially toxic environments, and

discrimination and racism. Neuropharmacology 2021, 188, 108518. [CrossRef] [PubMed]
3. Richardson, D. Key Findings on Families, Family Policy and the Sustainable Development Goals: Synthesis Report; Innocenti Research

Report; UNICEF Office of Research-Innocenti: Florence, Italy, 2018.
4. Solati, K.; Hasanpour-Dehkordi, A. Study of Association of Substance use Disorders with family Members’ psychological

disorders. J. Clin. Diagn. Res. 2017, 11, VC12–VC15. [CrossRef]
5. Prince Albert and Area Community Alcohol Strategy. 2017. Available online: http://paalcoholstrategy.ca/wp-content/uploads/

2018/03/2018-Alcohol-Strategy.pdf (accessed on 24 November 2022).
6. Smith, V.C.; Wilson, C.R. Families affected by parental substance use. Pediatrics 2016, 138, e20161575. [CrossRef] [PubMed]
7. Barati, M.; Bandehelahi, K.; Nopasandasil, T.; Jormand, H.; Keshavarzi, A. Quality of life and its related factors in women with

substance use disorders referring to substance abuse treatment centers. BMC Womens Health 2021, 21, 16. [CrossRef]
8. Richert, T.; Johnson, B.; Svensson, B. Being a parent to an adult child with drug problems: Negative impacts on life situation,

health, and emotions. J. Fam. Issues 2018, 39, 2311–2335. [CrossRef]
9. Mattoo, S.K.; Ghosh, A.; Basu, A. Substance use and family burden: A narrative review. Indian J. Soc. Psychiatry 2019, 35, 158–163.
10. Tyo, M.B.; McCurry, M.K. An Integrative Review of Measuring Caregiver Burden in Substance Use Disorder. Nurs. Res. 2020, 69,

391–398. [CrossRef]
11. Ólafsdóttir, J.; Orjasniemi, T.; Hrafnsdóttir, S. Psychosocial distress, physical illness, and social behaviour of close relatives to

people with substance use disorders. J. Soc. Work. Pract. Addict. 2020, 20, 136–154. [CrossRef]
12. Ólafsdóttir, J.; Hrafnsdóttir, S.; Orjasniemi, T. Depression, anxiety, and stress from substance-use disorder among family members

in Iceland. Nord. Stud. Alcohol Drugs 2018, 35, 165–178. [CrossRef]
13. Derogatis, L.R. Brief Symptom Inventory (BSI) [Database Record]. APA PsycTests. 1982. Available online: https://psycnet.apa.

org/doi/10.1037/t00789-000 (accessed on 17 May 2021).
14. Götze, H.; Brähler, E.; Gansera, L.; Schnabel, A.; Köhler, N. Exhaustion and overload of family caregivers of palliative cancer

patients. Psychother. Psychosom. Med. Psychol. 2015, 65, 66–72. [CrossRef] [PubMed]
15. Kindt, S.; Vansteenkiste, M.; Loeys, T.; Cano, A.; Lauwerier, E.; Verhofstadt, L.L.; Goubert, L. When is helping your partner with

chronic pain a burden? The relation between helping motivation and personal and relational functioning. Pain Med. 2015, 16,
1732–1744. [CrossRef]

16. Akbari, M.; Alavi, M.; Irajpour, A.; Maghsoudi, J. Challenges of Family Caregivers of Patients with Mental Disorders in Iran: A
Narrative Review. Iran J. Nurs. Midwifery Res. 2018, 23, 329–337. [CrossRef] [PubMed]

17. Alyafei, A.H.; Alqunaibet, T.; Mansour, H.; Ali, A.; Billings, J. The experiences of family caregivers of people with severe mental
illness in the Middle East: A systematic review and meta-synthesis of qualitative data. PLoS ONE 2021, 16, e0254351. [CrossRef]

18. Slaunwhite, A.K.; Ronis, S.T.; Sun, Y.; Peters, P.A. The emotional health and well-being of Canadians who care for persons with
mental health or addictions problems. Health Soc. Care Community 2017, 25, 840–847. [CrossRef]

19. Bekdemir, A.; Ilhan, N. Predictors of Caregiver Burden in Caregivers of Bedridden Patients. J. Res. Nurs. 2019, 27, e24. [CrossRef]

https://doi.org/10.1371/journal.pone.0199830
https://www.ncbi.nlm.nih.gov/pubmed/30092073
https://doi.org/10.1016/j.neuropharm.2021.108518
https://www.ncbi.nlm.nih.gov/pubmed/33716076
https://doi.org/10.7860/JCDR/2017/24547.10021
http://paalcoholstrategy.ca/wp-content/uploads/2018/03/2018-Alcohol-Strategy.pdf
http://paalcoholstrategy.ca/wp-content/uploads/2018/03/2018-Alcohol-Strategy.pdf
https://doi.org/10.1542/peds.2016-1575
https://www.ncbi.nlm.nih.gov/pubmed/27432847
https://doi.org/10.1186/s12905-020-01155-7
https://doi.org/10.1177/0192513X17748695
https://doi.org/10.1097/NNR.0000000000000442
https://doi.org/10.1080/1533256X.2020.1749363
https://doi.org/10.1177/1455072518766129
https://psycnet.apa.org/doi/10.1037/t00789-000
https://psycnet.apa.org/doi/10.1037/t00789-000
https://doi.org/10.1055/s-0034-1385933
https://www.ncbi.nlm.nih.gov/pubmed/25405873
https://doi.org/10.1111/pme.12766
https://doi.org/10.4103/ijnmr.IJNMR_122_17
https://www.ncbi.nlm.nih.gov/pubmed/30186336
https://doi.org/10.1371/journal.pone.0254351
https://doi.org/10.1111/hsc.12366
https://doi.org/10.1097/jnr.0000000000000297


Challenges 2023, 14, 24 10 of 10

20. Bijnsdorp, F.M.; Pasman, H.R.W.; Boot, C.R.L.; van Hooft, S.M.; van Staa, A.; Francke, A.L. Profiles of family caregivers of
patients at the end of life at home: A Q-methodological study into family caregiver support needs. BMC Palliat. Care 2020, 19, 51.
[CrossRef] [PubMed]

21. Gupta, P.; Bharti, P.; Bathla, M.; Singh, A.H.; Bhusri, L. A cross-sectional study to assess the caregiver burden and the quality of
life of caregivers of patients suffering with psychiatric illness. Ind. Psychiatry J. 2022, 31, 151–157. [CrossRef]

22. Daley, D.C. Family and social aspects of substance use disorders and treatment. J. Food Drug Anal. 2013, 21, S73–S76. [CrossRef]
23. Marcon, S.R.; Rubira, E.A.; Espinosa, M.M.; Belasco, A.; Barbosa, D.A. Quality of life and stress in caregivers of drug-addicted

people. Acta Paul. Enferm. 2012, 25, 7–12. [CrossRef]
24. Widing, L. Stop Feeling Helpless: Releasing the Burden of Guilt during a Loved one’s Addiction Recovery. Alta Mira Recovery

Program. 2015. Available online: https://www.altamirarecovery.com/blog/stop-feeling-helpless-releasing-burden-guilt-loved-
ones-addiction-recovery/ (accessed on 3 February 2021.).

25. Biegel, D.E.; Katz-Saltzman, S.; Meeks, D.; Brown, S.; Tracy, E.M. Predictors of Depressive Symptomatology in Family Caregivers
of Women with Substance Use Disorders or Co-Occurring Substance Use and Mental Disorders. J. Fam. Soc. Work. 2010, 13, 25–44.
[CrossRef] [PubMed]

26. Liu, Z.; Heffernan, C.; Tan, J. Caregiver burden: A concept analysis. Int. J. Nurs. Sci. 2020, 7, 438–445. [CrossRef]
27. Vadher, S.; Desai, R.; Panchal, B.; Vala, A.; Ratnani, I.J.; Rupani, M.P.; Vasava, K. Burden of care in caregivers of patients with

alcohol use disorder and schizophrenia and its association with anxiety, depression and quality of life. Gen. Psychiatry 2020, 33,
e100215. [CrossRef]
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