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Background & objectives: A substance dependent person in the family affects almost all aspects of family 
life. This leads to problems, difficulties or adverse events which impact the lives of family members and 
causes enormous burden on family caregivers. The present study aimed to assess the pattern of burden 
borne by the family caregivers of men with alcohol and opioid dependence.
Methods: A cross-sectional study was conducted with ICD-10 diagnosed substance dependence subjects 
and their family caregivers attending a de-addiction centre at a multispecialty teaching hospital in north 
India. Family Burden Interview Schedule was used to assess the pattern of burden borne by the family 
caregivers of 120 men with alcohol and/or opioid dependence.
Results: Compared to opioid and alcohol+opioid dependence groups, more often the alcohol dependence 
group was older, married, currently working, having a higher income and with the wife as a caregiver. 
Family burden was moderate or severe in 95-100 per cent cases in all three groups and more for 
‘disruption of family routine’, ‘financial burden’, ‘disruption of family interactions’ and ‘disruption 
of family leisure’. Family burden was associated with low income and rural location. It was associated 
neither with age, education or duration of dependence of the patients, nor with family size, type of 
caregiver or caregiver’s education and occupation.
Interpretation & conclusions: Almost all (95-100%) caregivers reported a moderate or severe burden, 
which indicates the gravity of the situation and the need for further work in this area.
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 Family is the key resource in the care of patients 
including those with mental illness in India. This has been 
attributed to the Indian tradition of inter-dependence, 
and the concern of close relatives in adversity, as also 
to the paucity of mental health professionals1. The 
family caregivers are those who provide care to other 
family members who need supervision or assistance in 

illness or disability2 or those who provide unpaid care 
to the family members with special needs3.
 An illness adversely affects the individual as 
well as those around in terms of physical, emotional, 
and financial distress, and social and occupational 
dysfunction. This leads to problems, difficulties or 
adverse events which impact the lives of the significant 



others. This adverse impact has been described as 
burden4. Burden is said to be largely determined 
by family environment in terms of coping styles of 
different family members and their tolerance of the 
patients’ aberrant behaviour5. 

 Even though substance abuse is well recognized 
as a complex biopsychosocial phenomenon, substance 
dependence is considered as a ‘family disease’6. A 
substance dependent person in the family affects almost 
all aspects of family life, e.g., interpersonal and social 
relationships, leisure time activities, and finances. 
Substance dependence invariably increases conflicts, 
negatively affects family members, and burdens the 
families. The psychological and behavioural impact 
on others is often far greater than on the substance 
dependent family member. Yet, because of the historical 
emphasis on substance dependence as an individual’s 
problem, the study of family’s problems has been 
relatively neglected. Consequently, systematic research 
on substance dependence related burden among the 
family members is very limited. 

 Traditionally the research on families with substance 
dependent members has examined the family and the 
family process almost exclusively as an aetiological 
entity that affects the subject’s substance use7. The 
burden is more often related to disruptive activities 
of the substance dependent person, and financial 
difficulties due to loss of income and/or diversion 
of funds to substance dependence8. The families of 
alcoholics, specially the spouses, have increased risk of 
stressful life events, medical and psychiatric disorders, 
and greater use of medical care services9-13. 

 An earlier study14 from India compared families 
of 30 subjects each with alcohol dependence, opioid 
dependence, and schizophrenia. The burden was 
assessed by the Family Burden Interview Schedule 
(FBIS)15. Moderately-severe objective, subjective, 
and different domain burden were reported for alcohol 
dependence, opioid dependence and schizophrenia 
groups14. Another study from India16 used FBIS to 
assess burden in wives of men with opioid dependence 
syndrome. The patients were aged 31-40 yr, urban, 
and educated below 12th standard. Severe burden was 
reported more often than moderate burden on both 
subjective and objective assessment16. A study from 
Nepal compared FBIS assessed family burden in 30 
subjects each with intravenous drug use and alcohol 
dependence; the overall burden was higher with the 

former, and compared to other family caregivers, 
the spouses were more tolerant and reported a lower 
perceived burden17.

 Alcohol and opioids being the commonest 
substances for treatment seeking in India18, the present 
investigation aimed to study the pattern of burden borne 
by the family caregivers of men seeking treatment for 
alcohol or/and opioid dependence in a de-addiction 
centre in north India. 

Material & Methods

 This study was conducted at the Drug De-addiction 
and Treatment Centre, Department of Psychiatry, 
Postgraduate Institute of Medical Education and 
Research (PGIMER), Chandigarh - a multispecialty 
teaching hospital providing services to a major area 
of north India. Most patients come by family or self 
referral, and some are referred from other hospitals 
or other departments of our Institute. The services 
are run by a team of psychiatrists, social workers, 
clinical psychologists, and nurses. The services include 
outpatient, inpatient, basic laboratory, active and passive 
aftercare/follow up, and liaison with governmental 
and non-governmental agencies and self-help groups. 
The assessments include comprehensive physical and 
psychosocial evaluation, including for physical and 
psychiatric comorbidities. The treatment modalities 
used include pharmacotherapy, psycho-behavioural 
therapies, and social-occupational rehabilitation.

 The study protocol was approved by the institutional 
research ethics committee. The data collection was 
done from January 1 to August 30, 2010. A cross-
sectional design was used. The sample of convenience 
was recruited from the outpatient service. A written 
informed consent was obtained from both the patients 
and the caregivers included the study.

 The primary sample consisted of the care giving 
family members of the patients seeking treatment 
for substance dependence. The family members 
accompanying the patients were included in the study 
if they were living together with the patients and were 
involved in their care indirectly in terms of general life 
care (sharing kitchen, expenses, social relations and 
obligation, and household chores including the care 
of children, aged, and the sick family members), and 
directly in terms of his substance dependence and its 
treatment related assistance or supervision for >1 year. 
The >1 year cut-off for caring was taken for the sake 
of comparability as majority of studies from India have 
used this cut-off19-22. In case of more than one family 
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caregiver being available, the caregiver selected for the 
study was the one staying together longer and being 
involved in the care more, as agreed by a consensus 
among the patient, caregivers and the treating clinician. 
The caregivers were aged >18 yr, of either gender, and 
healthy by general clinical assessment.

 The patients were males, aged >18 yr, with 
alcohol, opioid, and alcohol+opioid dependence (40 
for each group, total 120) diagnosed as per ICD-1023. 
Most of them (100 subjects) were on medications for 
withdrawal management (chlordiazepoxide/lorazepam 
for alcohol dependence, clonidine-NSAID-nitrazepam 
combinations for opiate dependence), while others 
(20 subjects) were on anti-craving medications or 
deterrent agent (naltrexone for opiates, and disulfiram, 
acamprosate, topiramate, or naltrexone for alcohol). 
The patients and caregivers were excluded from the 
study if they had any major debilitating physical illness, 
organic brain syndrome, or mental retardation.

 Relevant demographic and clinical data for the 
caregivers and the patients were collected from the 
patients, caregivers and the case notes as appropriate. 
The selected family caregivers were assessed on 
family burden interview schedule (FBIS)15. FBIS is 
a semi-structured interview schedule that covers six 
areas: Financial burden, Disruption of family routine 
activities, Disruption of family leisure, Disruption of 
family interaction, Effect on physical health of others 
and Effect on mental health of others. It has 24 items, 
each rated on a 3-point scale (mild, moderate, severe). 
Inter-rater reliability for all items is 0.78 and the 
correlational validity is 0.72. One question to assess the 
global subjective burden is also included. The contrast 
between objective and subjective burden reflects the 
fact that many relatives may be more or less tolerant 
and may under- or over-play their problems. The 
scale has been widely used in India with the families 
of patients with mental retardation, chronic physical, 
alcohol use, and schizophrenic, affective, and neurotic 
disorders19-22. 

Statistical analysis: The data were analyzed using 
SPSS version 14.0 for Windows (Chicago, Illinois, 
USA). Descriptive data were analyzed by frequency, 
percentage, mean, standard deviation, ANOVA and 
post-hoc analysis with Bonferroni’s correction. The 
substance groups as well as moderate vs. severe 
burden groups were compared for demographic and 
clinical variables, with the continuous normally 
distributed variables by independent t test, and the 
discrete variables by chi-square test. Binomial logistic 

regression analysis was used to find out the predictors 
of severe objective or subjective family burden. 

Results

Patients

Demography: Compared to the opioid dependence 
and alcohol+opioid dependence groups, the alcohol 
dependence group was older (44.72 ± 8.95 yr vs. 28.12 
± 7.06 and 32.15 ± 9.13 yr, respectively, P<0.01), 
was more often working (82.5 vs. 47.5 and 37.5, 
respectively, P<0.01), with income of ` >6000 per 
month (67.5 vs. 15 and 27.5%, respectively, P<0.001), 
and less often with no income (12.5 vs. 55 and 67.5%, 
respectively, P<0.001), and was mostly married (95 
vs. 47.5 and 62.5%, respectively, P<0.01). The three 
groups were comparable for education, religion, family 
type, family size and rural-urban location (Table I). On 
Post-hoc analysis with Bonferroni’ correction, patients 
with alcohol dependence were significantly older than 
in opioid dependence group (44.72 ± 8.95 vs. 28.12 
± 7.06 yr, P<0.001), and alcohol+opioid dependence 
group (44.72 ± 8.95 vs. 32.15 ± 9.13 yr, P<0.001).

Clinical profile: Compared to the opioid dependence 
and alcohol+opioid dependence groups, the alcohol 
dependence group had a significantly longer duration 
of substance dependence (P<0.01). The duration of 
dependence was >5 yr in 64.2 per cent patients; more 
in alcohol dependence group than in opioid dependence 
and alcohol+opioid dependence groups (75 vs. 60 and 
57.5%, respectively). Comorbid nicotine dependence 
was present in 65 per cent patients; more in opioid 
dependence group than in alcohol dependence and 
alcohol+opioid dependence groups (Table I). On Post-
hoc analysis with Bonferroni’ correction, patients with 
alcohol dependence had longer duration of dependence 
than opioid dependence group (12.92 ± 9.18 vs. 5.82 
± 4.39 yr, P<0.001), and alcohol+opioid dependence 
group (12.92 ± 9.18 vs. 7.6 ± 7.34 yr, P=0.004).

 Psychiatric comorbidity was present in 17.5 per 
cent patients; more in alcohol dependence group than 
in opioid dependence and alcohol+opioid dependence 
groups; and included psychosis (N=6), depression 
(N=5), bipolar and anxiety disorder (N=4 each), and 
personality disorder (N=2). Physical comorbidity 
was present in 10.8 per cent patients; more in alcohol 
dependence group (17.5%) than in opioid dependence 
and alcohol+opioid dependence groups (7.5% each); 
and included seizure disorder (N=9), gout, hepatitis 
and alcoholic liver disease (N=2 each), and diabetes 
mellitus, pulmonary tuberculosis and hypertension  
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Table I. Socio-demographic and clinical profile of patients
Variable  Total 

 (N=120)
 Alcohol 
 (N=40)

 Opioid
 (N=40)

Alcohol+Opioid
 (N=40)

P value

Age (yr) 35 ± 10.97 44.72 ± 8.95 28.12 ± 7.06 32.15 ± 9.13 <0.01
Duration of dependence 8.78 ± 7.79 12.92 ± 9.18 5.82 ± 4.39 7.6 ± 7.34 <0.01
Marital status
Single
Married
Divorced

37 (30.8)
82 (68.3)
1 (0.83)

1 (2.5)
38 (95)
1 (2.5)

21 (52.5)
19 (47.5)
0

15 (37.5)
25 (62.5)
0

<0.01

Occupation
working
Unemployed

67 (55.8)
53 (44.2)

33 (82.5)
7 (17.5)

19 (47.5)
21 (52.5)

15 (37.5)
25 (62.5)

<0.01

Educational status
Illiterate
1-5 yr
6-10 yr
>11 yr

1 (0.83)
15 (12.5)
38 (31.7)
66 (55)

0
7 (17.5)
12 (30)
21 (52.5)

1 (2.5)
4 (10)
13 (32.5)
22 (55)

0
4 (10)
13 (32.5)
23 (57.5)

NS

Monthly income (`)
Nil 
Up to 2499
2500-5999
>6000

54 (45)
6 (5)
16 (13.3)
44 (36.6)

5 (12.5)
2 (5)
6 (12.5)
27 (67.5)

22 (55)
4 (10)
8 (20)
6 (15)

27 (67.5)
0
2 (5)
11 (27.5)

<0.001

Religion
Hindu
Sikhism
Other

58 (48.3)
58 (48.3)
4 (3.3)

22 (55)
16 (40)
2 (5)

22 (55)
17 (42.5)
1 (2.5)

14 (35)
25 (62.5)
1 (2.5)

NS

Family type
Nuclear
Extended
Joint

66 (55)
39 (32.5)
15 (12.5)

23 (57.5)
13 (32.5)
4 (10)

23 (57.5)
12 (30)
5 (12.5)

20 (50)
14 (35)
6 (15)

NS

Family size
<6 members
>6 members

79 (65.8)
41 (34.2)

25 (62.5)
15 (37.5)

27 (67.5)
13 (32.5)

27 (67.5)
13 (32.5)

NS

Locality
Urban
Rural

81 (67.5)
39 (32.5)

28 (70)
12 (30)

29 (72.5)
11 (27.5)

24 (60)
16 (40)

NS

Nicotine dependence present 78 (65) 24 (60) 29 (72.5) 25 (62.5) NS
Psychiatric comorbidity- present 22 (18.3) 10 (25) 5 (12.5) 7 (17.5) NS
Physical comorbidity- present 13 (10.8) 7 (17.5) 3 (7.5) 3 (7.5) NS
Family history of substance 
dependence

69 (57.7) 28 (70) 16 (40) 25 (62.5) <0.05

NS, not significant; values in parentheses are percentages

(1 each). Family history of substance dependence was 
present in 57.5 per cent; more in alcohol dependence 
and alcohol+opioid dependence groups than in opioid 
dependence group (P<0.05) (Table I).

Caregivers

 Demography - Mean age and education of 
caregivers were 43.8 ± 12.4 and 10.42 ± 3.91 yr, 

respectively. Compared to the opioid dependence 
and alcohol+opioid dependence groups, the alcohol 
dependence group had higher proportion of caregiver 
being the wife (P<0.01). The family caregivers of the 
three substance dependence groups were comparable 
for age, education and occupation (Table II).

 Burden - Across the three groups, the global 
severity of care giver’s objective and subjective burden 
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was broadly similar, and reported as either moderate 
(52.5%) or severe (45.8%) and rarely as absent (1.7%). 
For the different areas of burden under consideration, the 
profile of severity was similar across the three groups; 
except for disruption of family leisure being reported 
as severe more often in alcohol+opioid dependence 
group than in alcohol dependence or opioid dependence 
groups (17.5 vs. 2.5% in other groups) (P=0.01)  
(Table III).

 In terms of burden severity scores, the scores were 
comparable across the three groups except for the areas 
of ‘disruption of family leisure’ and ‘effect on physical 
health of family members’ for which alcohol+opioids 
dependence group had higher scores (P<0.05). For 
objective and subjective burden the differences were 
not significant for the duration of substance dependence 
of <5 vs. >5 yr and as reported by wives vs. other 
caregivers.

 On comparing the demographic and clinical 
variables of subjects (N=120) with severe vs moderate 
subjective or objective burden, higher proportion of 
rural subjects reported severe subjective burden (61.53 
vs. 39.24%, P<0.05) compared to urban subjects. 
When similar comparison was made for various areas 
of burden, significantly higher burden was seen in 
unemployed subjects in the areas of financial burden 
(13.20 vs. 2.98, P<0.05), disruption of family routine 
(54.71 vs. 31.34%, P<0.05) and disruption of family 
interaction (20.75 vs. 10.44%, P<0.05) compared to 
employed subjects. Higher proportion of rural subjects 

reported moderate-severe burden in the effect on 
physical health of family members (42.59 vs. 24.62%, 
P=0.05) compared to urban subjects.

 Simple binary logistic regression analysis with 
enter method was used to study the relationship among 
independent variables (demographic and clinical 
variables) which were more frequently present in 
subjects with severe burden. Living in rural locality 
was the only significant predictor of severe subjective 
burden with odds ratio of 2.47 (CI=1.12-5.44, P<0.05). 
Other parameters like marital status, occupation 
(employed or unemployed), family type, duration 
of dependence, presence of psychiatric or physical 
comorbidity and family history were not found to be 
predicting severe subjective burden.

Discussion

 Substance abuse impacts the functioning of the 
family and the society, and the families of substance 
abusers experience considerable burden of care. The 
study of family burden in substance dependence assumes 
importance because the profile of the associated factors 
can both influence the outcome of the problem, and be 
useful in designing and planning interventions to help 
the families cope with substance dependence. 

 The traditional family in India is the joint family. 
It is a group with several family subunits living in 
separate rooms of the same house24. Substance abuse 
related family burden is important for India and other 
developing countries because joint family is a more 

Table II. Demographic profile of caregivers

Variable  Total 
 (N=120)

Alcohol 
(N=40)

Opioid
(N=40)

Alcohol+Opioid
(N=40)

P value

Age (yr) 43.85 ± 12.4) 41.17 ± 10.65 47.3 ± 13.15 43.07 ± 12.74 NS

Education (yr) 10.42 ± 3.91) 10.77 ± 4.44 10.27 ± 3.35 10.22 ± 3.95 NS

Relation with patient

Wife
Father
Mother
Son
Brother

59 (49.1)
29 (24.1)
18 (15)
7 (5.8)
7 (5.8)

31 (77.5)
2 (5)
1 (2.5)
4 (10)
2 (5)

11 (27.5)
15 (37.5)
12 (30)
1 (2.5)
1 (2.5)

17 (42.5)
12 (30)
5 (12.5)
2 (5)
4 (10)

<0.01

Occupation

Working
Unemployed 

46 (38.3)
74 (61.7)

13 (32.5)
27 (67.5)

15 (37.5)
25 (62.5)

18 (45)
22 (55)

NS

NS, not significant; values in parentheses are percentages
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Table III. Family burden
Variable Total

(N=120)
Alcohol
(N=40)

Opioid
(N=40)

Alchol+Opioid
(N=40)

P value

Objective burden

No
Moderate
Severe

2 (1.7)
63 (52.5)
55 (45.8)

2 (5)
22 (55)
16 (40)

0
22 (55)
18 (45)

0
19 (47.5)
21 (52.5)

NS

Subjective burden
No
Moderate
Severe

2 (1.7)
63 (52.5)
55 (45.8)

2 (5)
24 (60)
14 (35)

0
22 (55)
18 (45)

0
19 (47.5)
21 (52.5)

NS

Areas of burden 
Financial
No 
Moderate
Severe

4 (3.33)
107 (89.17)
9 (7.5)

4 (10)
34 (85)
2 (5)

0
37 (92.5)
3 (7.5)

0
36 (90)
4 (10)

NS

Disruption of family routine 
No 
Moderate
Severe 

5 (4.17)
65 (54.17)
50 (41.67)

4 (10)
20 (50)
16 (40)

1 (2.5)
22 (55)
17 (42.5)

0
23 (57.5)
17 (42.5)

NS

Disruption of family leisure
No 
Moderate 
Severe 

6 (5)
105 (87.5)
9 (7.5)

5 (12.5)
34 (85)
1 (2.5)

1 (2.5)
38 (95)
1 (2.5)

0
33 (82.5)
7 (17.5)

NS

Disruption of family interaction
No 
Moderate 
Severe

6 (5)
96 (80)
18 (15)

5 (12.5)
30 (75)
5 (12.5)

1 (2.5)
33 (82.5)
6 (15)

0
33 (82.5)
7 (17.5)

NS

Effect on physical health of family members
No 
Moderate 
Severe 

83 (69.17)
37 (30.83)
0

28 (70)
12 (30)
0

32 (80)
8 (20)
0

23 (57.5)
17 (42.5)
0

NS

Effect on mental health of family members
No 
Moderate 
Severe 

39 (32.5)
80 (66.6)
1 (0.83)

15 (37.5)
25 (62.5)
0

9 (22.5)
30 (75)
1 (2.5)

15 (37.5)
25 (62.5)
0

NS

NS, not significant; values in parentheses are percentages

common pattern. Also, it assumes greater relevance 
because of the needed emphasis on developing 
community mental health services under the primary 
health care and community participation25. The aim 
is to focus not only on the treatment of the patients, 
but also to meet the needs of the caregivers. Similar 
approach has been used successfully in other psychiatric 
disorders, especially schizophrenia26. 

 The demographic and clinical profile of our sample 
was generally similar to that reported in earlier studies 
from our centre14,27. However, compared to a study from 

another centre in north India16, our opioid dependence 
group being more educated, and more unemployed; 
and fewer urban subjects in our study, could be the 
effect of the other centre being located in a metropolis. 
In contrast, our alcohol dependence group was similar 
to a study from Nepal17 with more of urban subjects 
and more wives as caregiver.

 Given that all our patients were staying with their 
families, it was not unexpected to find ‘disruption 
of family routine’, ‘interactions’ or ‘leisure’ as the 
common areas of burden. It is well recognized that the 
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maximum impact of a psychiatric disorder is borne by 
the family and often leads to a complete disruption in its 
functioning8. Also, our finding of the most commonly 
reported burden being financial is understandable 
as well. Globally, psychiatric illness in general and 
substance abuse in particular are costly disorders to 
have. For substance abuse in particular a lot of money 
is spent on procuring and using the substances and 
living through the consequences like accidents and 
crime, and seeking treatment in terms of travelling to 
treatment centers, paying for healers - including faith 
healers, and buying medications and services8.

 In our study higher objective and subjective 
burden was found in low income and rural subjects. 
Rural location invariably reduces work and income 
opportunities. The low income group was more burdened 
in terms of finances, disruption of family routine and 
family interaction, as well as mental health of family 
members. Higher disruption of family interaction 
was seen in singles while significant disruption of 
family leisure was seen in subjects in opioid groups 
and in extended families. Higher disruption of family 
interaction might be a common factor for both the 
subject remaining single as also his family caregiver 
perceiving greater burden. Rural subjects staying in 
extended families with higher family history/risk of 
substance dependence reflects a combined effect of 
family environment and its impact on health of the 
family members. 

 We found more disruption of family leisure in 
singles in comparison to the earlier study from our 
centre that reported married subjects to be more 
burdened especially for domains of finance, disruption 
of family routine, effects on mental and physical 
health14. That study also reported higher burden being 
associated with severe dependence while such an 
association was not determined in the present study. 
Also, that study reported the rural population to be 
more burdened for financial domain, and disruption of 
family leisure was reported more in married, elderly 
and female caregivers14.

 Our study had several limitations. The sample size 
was small and recruited from a tertiary care centre; 
hence the findings could not be generalized to other 
treatment centres. As per our centre’s usual client profile 
all patients were men. Assessments of burden were 
cross-sectional and non-blind, and all information was 
obtained from a single family caregiver. Assessment of 
subjective burden was global, and several mediators 
such as coping, appraisal, expressed emotions and 

social support were not assessed. Future research 
should be conducted in a large sample with prospective 
design, to further study the exact effects of substance 
and other mediators such as family type, coping and 
social support on the family burden. 

 In conclusion, our study showed that substance 
dependence was associated with substantial burden for 
the family members, more for subjective and objective 
burdens in rural location with low income, and more 
for alcohol+opioid dependence group followed by 
opioid dependence group. These findings may suggest 
directions for future research in this area.
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