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Abstract
Background: Families living in poor socio-economic circumstances, already confronted with social and
health inequalities, are often not reached by family-based addiction prevention services. Besides
quantitative models and health literacy approaches, qualitative research is lacking that could shed light
on the exact circumstances and processes that lead to hindered addiction prevention service uptake by
these families. Drawing on the concept of candidacy, we therefore reconstructed how socio-economically
deprived parents and their (pre)adolescent children in the German-speaking part of Switzerland
(non-)identi�ed their candidacy for family-based addiction prevention services.

Methods: Following grounded theory, we collected and analysed data in an iterative-cyclical manner
using theoretical sampling and theoretical coding techniques. Sixteen families with children aged 10–14
years were interviewed in depth (parent/s and child separately). All but one family lived below the at-risk-
of-poverty threshold.

Results: Socio-economically deprived families’ modes of recognizing and handling problems in everyday
life were found to be core phenomena that structure the process towards (non)identi�cation of candidacy
for family-based addiction prevention services. Four modes anchored within socio-demographic
resources were found: Families with mode A perceived their current life situation as existentially-
threatening and focused daily coping on the main pressing problem. Others (mode B) perceived prevalent
multiple problems as normal (now); problems were normalized, often not recognized as such. In mode C
families, problems were pragmatically recognized at a low threshold and pragmatically dealt with, mostly
within the family. In mode D families, problems were constantly produced and dealt with early by the
worried and anxious parents monitoring their child. From modes D to A, vulnerability increased
concerning non-identi�cation of candidacy for family-based addiction prevention services. Further,
thematic relevance of addiction prevention, past experience with offers, integration in systems of
assistance, strategies to protect the family, and families’ search for information in�uenced whether
identi�cation of candidacy took place.

Conclusions: Socio-economically deprived families differ in modes of problem construction and handling
in everyday life; this differently opens up or closes routes to family-based addiction prevention. Addiction
prevention practice should build on a bundle of diverse strategies for outreach to these families, stressing
especially interventions on the structural and environmental level.

Background
Vulnerable populations most in need are often the least reached by health promotion and prevention
services [1–5]. This is also the case when it comes to involving socio-economically deprived families with
(pre)adolescent children in family-based substance abuse prevention programmes ([6], p. 8). Risk and
protective factors in families [6–8], adolescence as a window of opportunity for shaping health behaviour
[9], and effects of parental monitoring on adolescent’s substance use behaviour [10–14] are well known.
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Therefore, some preventive efforts are directed towards parents and families. They are named, for
example, “family-based prevention programmes for alcohol use in young people” [15] or “family-based
prevention of substance use disorders” [8], depending on whether the focus is on certain substances,
tackling substance use disorders overall, or addressing non-substance related behavioural
problems/addictions (e.g. excessive smartphone use). In the following, we use the term ‘family-based
addiction prevention services’ (FAPS) to include both substance and non-substance use-related
programmes.

The extent and form of FAPS can vary [8, 15, 16]. The services can be directed towards parents
exclusively, whole families (children and parents), students and parents (school-based), or – beside
parents and children – diverse parties, such as a wider population in a city quarter, sport clubs, etc. [16].
“[M]ost existing programs however target parents and do not include the adolescents” [8]. Many
programmes do not focus exclusively on substance or excessive media use but also address and
promote wider familial resources and competencies, such as parenting skills, parental monitoring, and
life skills [8, 15]. The overall goals of FAPS on the universal and selective level are to prevent or delay the
initiation of (substance) use, “…or to reduce the frequency or volume of use among children of
participating parents” [15]. Indicated interventions intend to reduce already prevalent risky (use) patterns
among children of participating parents.

That families living in poor socio-economic circumstances are not su�ciently reached by FAPS ([16], p. 6)
is also a problem for equity in health in supposedly rich Switzerland. In 2018, 13.9% of the Swiss
population was living below the at-risk-of-poverty threshold. Families, especially single-parent households
and couples with two or more children, are particularly affected [17]. Not reaching these underprivileged
families more at risk of social exclusion and future substance abuse by their children [13, 18–20] would
further accentuate already existing social and health inequalities through health promotion and
prevention activities. Universal policies and strategies are in demand that must be implemented at “…a
level and intensity of action that is proportionate to need…” ([21], p. 6). Policies and interventions should
address – and reach! – above all the most vulnerable population groups. But do we currently have
enough, and sound scienti�c, knowledge to better understand barriers and facilitators towards the
(non-)participation in FAPS by socio-economically deprived families?

Understanding access to and utilization of FAPS as health-related behaviour means that we must consult
different models and theories explaining health behaviour and health services use [22–27]. These models
identify and relate factors to each other that impact health behaviour and/or health services use. For
instance, parents with low socio-economic status (socio-demographic factor), low self-e�cacy (personal
factor), and low social support in their municipality (social factor) in which there is a lack of �nancial
resources (structural factor) will have disadvantages not only regarding their own but also their children’s
health, and regarding access to and utilization of preventive offers. Access to and utilization of services
is also determined by health literacy [28]. A social gradient has been identi�ed in this line of research:
Higher proportions of people with limited health literacy were found among persons with �nancial
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deprivation who had low social status and low education ([29], p. 1053). This is also the case for
Switzerland [30].

Along with these general models and health literacy research, the research on parental engagement in
preventive parenting programmes is limited [6, 31–33]. Speci�cally for FAPS, Laging compiled the factors
that in�uence willingness to participate in these programmes [6], differentiating between intra-family and
programme organizational factors. Intra-family factors are cognitions (e.g. privacy concerns [34]), extent
of family con�icts, parenting and communication styles, level of order and organization, and the
in�uence of individual family members that are not willing to participate. Some studies found that
families most likely to bene�t from such programmes are less likely to participate [35–37]. On the
programme organizational level, logistical barriers and pragmatic aspects (childcare, costs, transport,
time, place, programme duration), gratuities for participants, involvement of schools and communities
(active promotion), and programme coordination and support were identi�ed as relevant for participation
([6], p. 10). But, due to the state of research, Laging cannot set the intra-family and programme
organizational factors in relation to families with socio-economic deprivation. Up to now, we do not know
how, exactly, limited access to FAPS comes about in these families. Existing models and health literacy
approaches are mostly quantitative and rather static. Besides identifying relevant factors, they cannot
shed light on the exact circumstances and processes that lead to families with socio-economic
disadvantage being poorly reached by FAPS. Moreover, qualitative research methods are generally
underrepresented in health services use research, also in exploring prevention and health promotion
services [2], even though qualitative methods could be a very important add-on to existing research [38].

We posit that the concept of candidacy can aid a better understanding of (limited) access to and
utilization of FAPS by socio-economically deprived groups. The concept of candidacy using qualitative-
interpretative methodology emerged from a “critical interpretive synthesis” of the scienti�c literature and
empirical studies on access to healthcare by vulnerable groups in the UK [1, 5]. The concept of candidacy
draws on an interactionist and process-oriented perspective and sees access to services as in�uenced by
simultaneously ongoing processes determined by users and health services. According to Dixon-Woods
et al.:

“Candidacy describes how people's eligibility for healthcare is determined between

themselves and health services. (…) Health services are continually constituting and seeking to de�ne the
appropriate objects of medical attention and intervention, while at the same time people are engaged in
constituting and de�ning what they understand to be the appropriate objects of medical attention and
intervention. Access represents a dynamic interplay between these simultaneous, iterative and mutually
reinforcing processes. By attending to how vulnerabilities arise in relation to candidacy, the phenomenon
of access can be better understood, and more appropriate recommendations made for policy, practice
and future research.” ([1], p. 1)
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The concept of candidacy was further developed by Mackenzie et al. [39]. It has been considered useful
to understand journeys of vulnerable groups not only through different kinds of health services [40–50]
but also through public services in general [39]. The candidacy journey through health services consists
of seven stages: identi�cation of candidacy; navigation of services; permeability of services; appearing at
services and asserting candidacy; adjudication by professionals; offers of, resistance to, services;
operating conditions and local production of candidacy ([39], p. 809). The entrance gate to access
services is the “process by which individuals come to view themselves as legitimate candidates for
particular services.” ([39], p. 809). Identi�cation of candidacy thus plays a key role in facilitating or
hindering access of (vulnerable) groups to services. Dixon-Woods et al. found that managing “health as a
series of minor and major crises”, potentially due to normalization of health problems within socio-
economically deprived communities, affects identi�cation of candidacy for health services negatively,
especially for prevention services ([5], p. 103). Whether this is also the case for identi�cation of candidacy
for FAPS, and what other aspects and processes concerning candidacy would be relevant within socio-
economically deprived families, cannot be determined based on existing research. Therefore, we posed
the following research questions:

How do socio-economically deprived parents and their (pre-)adolescent children become candidates
(identify their candidacy) for FAPS in the German-speaking part of Switzerland?

Based on what constellations and (life) circumstances do parents and children conclude (or not
conclude) that information about addiction prevention, offers of help, and/or contacts to specialists
(e.g. social workers) are relevant for them and worth considering?

Methods
Grounded theory following Strauss and Corbin [51] provides a well-proven set of qualitative-interpretative
procedures for developing theory from data, especially in new and emerging research areas. We therefore
concluded that grounded theory [51] and the concept of candidacy as a “sensitizing concept” [52] would
�t our research purposes best. A completed COREQ checklist (consolidated criteria for reporting
qualitative research) can be found in Additional �le 1.

Data collection

From May 2017 to January 2020 we conducted and analysed 32 interviews with socio-economically
deprived families in the German-speaking part of Switzerland. Following a theoretical sampling strategy
[51], we alternated phases of data collection and analysis. This iterative procedure allowed us to be
driven by concepts identi�ed in and raised by empirical data and to move towards a saturated grounded
theory.

Inclusion criteria and sampling procedures

To include all forms of families (e.g. single parents, two-parent families, same-sex couples with children,
etc.), we de�ned ‘family’ as a social community consisting of at least one child and at least one adult, in
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which the adult(s) has/have a caring role towards the child. Families were included in the study that:

consisted of at least one child aged 10–14 years

lived in the German-speaking part of Switzerland

had less than 60% of the national median equivalized income (= at-risk-of-poverty threshold [53]) at
their disposal

The ages 10 through 14 are formative years in developing health behaviours [9], particularly concerning
�rst interest in and potential use of psychoactive substances [54–57]. For that reason, families with
children aged 10–14 are often targeted by FAPS and were thus of key interest for our study.

The family’s socio-economic status (SES) was determined by parents’ income, education, and
occupational status [58]. As recent research draws attention to the diversity of families with socio-
economic deprivation [58, 59], using the at-risk-of-poverty threshold [53], we only de�ned family income
as hard inclusion criteria concerning SES. In line with theoretical sampling, we included also families with
inconsistencies in SES (for example, higher educational backgrounds) in order to get a fuller picture of
socio-economically deprived families. Taking into account different walks of life and different
backgrounds, for example in terms of family size and constellation, parents’ and child’s age, ethnicity, and
gender, and based on concepts and questions that the analysis of previous data offered, the overall
research team decided continuously what type of family to include next in the study. Drawing on
grounded theory methodology, we hereby applied strategies in maximizing and minimizing contrasts [51].

Recruitment of participants

How can a population group that is already hard-to-reach for prevention and health promotion services be
included successfully in a study? Drawing on methodological literature [60], we resolved that challenge
by carefully thinking through effective recruitment strategies and potential biases that could arise from
applying strategies (e.g. by exclusively recruiting within the social services sector).

In several German-speaking cantons of Switzerland, we (two women and one man) directly approached
adults on the street that could potentially be parents of a child aged 10 to 14 or that were accompanied
by a child at that age. Guided by national and regional statistics, we were present in less a�uent city
quarters, in front of grocery stores that are limited to people with low socio-economic status, or in front of
second-hand shops. We also asked persons to spread the information among their acquaintances. Every
time we visited sites and locations, we placed and distributed �yers and sensitized persons at the site for
our study. Further, we recruited online, placed study information and digital �yers in Internet forums for
parents, and maintained a Facebook pro�le. Occasionally, we collaborated with mediators from the social
sector. During the research process and onward theoretical sampling, we needed to also include families
that made their way to FAPS in order to be able to qualitatively reconstruct processes of successful
candidacy for FAPS. We therefore presented our study and distributed �yers at a parents’ evening on
addiction prevention.
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When both parent/s and their child aged 10 to 14 consented to participate in the study, primary
information was gathered: number of persons in the household, number of children and their age,
parents’ educational attainment, occupational status (incl. percentage of full-time work), and monthly net
household income in the household in which the child mainly lived. When families met hard inclusion
criteria, and depending on the status of the theoretical sampling, the respective family was either included
in the study right away or was put on a waiting list.

Problem-centred interviewing

Interviews were conducted following Witzel’s problem-centred interview, which is a loosely structured in-
depth interview [61, 62]. Parent/s and the child were interviewed separately. The interviews with the
parents lasted on average 93 minutes (range 34 to 157 min), the interviews with the children 57 minutes
(range 39 to 83 min). Prior to the interview, researchers informed parents and children about the study
(goals, data handling, etc.) and both parent/s and the participating child gave oral consent to participate.
Parents moreover provided written consent (also for their minor child). Parents’ interviews took place
either with one parent or whenever possible with both parents. Interviewed families were free to choose
the place for the interview (e.g. at their home, at a cafeteria). The present authors conducted most of the
interviews, mainly the two research associates. The authors are trained and experienced interviewers; they
hold either a Master of Arts in Sociology or a PhD in Educational Sciences/Social Pedagogy. The
interviews were conducted in Swiss German, German, or French. Two native-speaking university students
in Social Work and Teaching conducted interviews in Tamil and Kurdish with non-German parents and
translated the interviews into German. The students were trained and supported by two of the authors.

The interview guides can be found in Additional �le 2 (parent interview guide) and Additional �le 3 (child
interview guide). Following Witzel’s problem-centred interview technique, our opening question aimed at
encouraging narratives ([62], p. 68): “I am interested in how you live. As a family, what do you do all day?
What are you engaged in? Please tell me about it.” We then asked the parents about their everyday life
and about the child’s development (incl. substance use experiences) and health. We also asked parents
about their knowledge and experience regarding FAPS and other support offers. When interviewing the
children, we started with warm-up questions and asked about their age, class level, and leisure activities.
Afterwards, the opening question, posed in a child-appropriate manner, invited the young respondents to
talk about their day and what they were generally engaged in. Then, always following child’s narrative, the
overall same topics were covered as in the parent interview. At the end of the child and the parent
interview, we used a semi-standardized short interview questionnaire to record socio-demographic
characteristics. After interview completion, parents and the child received a small expense allowance (in
form of a voucher for daily products). We then noted down the circumstances of the interview (e.g.
setting of the interview, interactions between interviewer and interviewee) in a postscript.

Participant characteristics

The �nal sample consisted of 16 families (20 interviewed parents, 16 interviewed children) that resided in
rural and urban areas (incl. urban agglomerations) in the German-speaking part of Switzerland in the
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cantons of Basel-Stadt, Bern, Lucerne, Nidwalden, Obwalden, St. Gallen, and Zurich. For contrasting
purposes, one family was included that lived above the at-risk-of-poverty threshold [53] (see all participant
characteristics in Table 1).

Data analysis

The interviews were audio recorded, fully transcribed, and coded using MAXQDA software. We
anonymized the transcripts and safely stored the data on a Swiss university server. The coding strategy
followed the guidelines of grounded theory [51]. As suggested by the approach, the analysis oscillated
between inductive and deductive proceeding, continuously asking questions and making comparisons.
We started with open coding and gradually built, tested, reviewed, and enriched concepts to answer our
research questions (axial and selective coding). After coding the parents’ and the child’s interview, we set
them in relation to each other in writing a case characterization. This helped us to understand candidacy
processes in the overall family unit. Every interview was coded in minimum by two authors. Case
characterizations were always discussed and reviewed by the overall research team (three persons). The
concept of candidacy served as sensitizing concept [51, 52], suggesting directions along this process. At
�nal stage of the analysis, in a daily workshop with two external social work professors and one
specialized addiction prevention practitioner, we discussed and validated the preliminary �ndings. The
aim was to discover potential blind spots in the analysis and to ensure scienti�cally sound results that
can instruct policy and practice.

Results
Mode of recognizing and handling problems in everyday life

As the way problems were recognized and handled determined not only what was seen as a problem but
also when and what kind of action was required, families’ modes of recognizing and handling problems
in everyday life were found to be core phenomena that structure the process towards (non-)identi�cation
of candidacy for FAPS. We identi�ed four different modes in the verbal data:

Mode A – existentially-threatening: The family’s current life situation was perceived as existentially
threatening. The focus of coping was on the problem perceived as existentially threatening.

Mode B – normalizing: The burden of multiple problems in the family’s everyday life was perceived
and experienced as normal (now). Problems were normalized, often not recognized as such.

Mode C – pragmatic-processing: The family’s everyday life continued on, despite �nancial
precariousness. Problems were pragmatically recognized at a low threshold and dealt with
pragmatically (mostly within the family).

Mode D – worried: Problems were constantly produced in everyday life by worried and anxious
parents monitoring their child. Problems were dealt with at an early stage (low problem threshold).

Mode A: Existentially threatening
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Some families saw their existence threatened by one main problem. A high level of �nancial
precariousness, unsecured residence status (e.g. provisionally admitted foreigners – Permit F), or a single
father’s incompatibility of poorly paid shift work (working poor status) with caring for his child were such
existentially threatening problems. For instance, one mother, a social welfare recipient, sometimes ran out
of food: “I said there'd be money today. I checked. It hasn't come yet. I only have 2 francs... I bought
potato chips for the children” (NH, mother, age 36).

Parents’ perception and identi�cation of a main existential burden in their daily life created a speci�c
pressure to cope with that issue �rst, because it was seen as the origin of all misery: “…you know, I think if
we get a residence permit, all my problems are over” (GAA, father, age 50). Therefore, a speci�c and
thematic focus on action and coping was set in these families. All other issues were regarded as
secondary or as a consequence of the existentially threatening problem. The families’ coping and survival
strategies were focused on the existentially threatening problem even though identi�ed problems were
often beyond the parents’ control due to Swiss legislation, social welfare practice, and low employment
opportunities for low-skilled workers. As a result, few resources were freed up for dealing with other
problems and issues on a day-to-day basis. Topics in the area of addiction prevention such as substance
use, media use, or parenting skills were subordinated to the processing of and coping with the situation
perceived as existentially threatening. Hence, health issues and problems were only perceived (if at all)
when they were very acute (high problem threshold), which turned out to be a barrier to identi�cation of
candidacy for (addiction) prevention services. Moreover, parents with this mode of problem construction
and problem handling, in contrast to modes C and D, seemed to have low agency. Probably caused by
multiple deprivations and problem load, they preferred support for their children and not for themselves
(e.g. in order to better support their child or resolve the problem on their own). Hence, they identi�ed more
easily with offers for children than with offers for parents, which led to non-identi�cation of their
candidacy for FAPS.

Mode B: Normalizing

Some families, even though they were confronted with multiple problems in everyday life (e.g. �nancial
deprivation, parent’s mental illness, child’s psychosocial problems), perceived this situation as normal
rather than exceptional. Multiple problems and di�culties were constructed and perceived as part of the
family’s everyday life. For example, the aggressive behaviour of a 10-year-old son who had beaten his
mother was framed by his mother as a kind of normal, male behaviour. Another mother felt there was no
need for support (professionally or by herself) for her daughter after her ex-partner’s (the girls’ father’s)
second suicide attempt. The situation was normalized. The daughter just had “…to go through it, he is her
father, you know” (SS, mother, age 44), the mother told us.

As demonstrated, the threshold to perceive something as posing a need for action was high.
Circumstances that would be constructed as problematic in other families were not perceived that way
and were therefore not relevant enough for the family to take action to change the situation. Many issues
were accepted, relativized, or normalized, if they were not highly urgent, visible, and/or new to the family.
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This was also the case concerning health issues. A health problem usually became an issue for the
family only when it was acute and visible, for example when there were clear, acute complaints or signs
on the body: “…a little bad what I saw, she [the daughter/AP] has this thing with the... wrist cutting - I went
with her to a counsellor” (SP, mother, age 44). (Health) issues that did not become visible and a problem,
that did not exceed a certain problem threshold, received little attention. Therefore, mode B was generally
a barrier towards identi�cation of candidacy for addiction prevention services. As in mode A, also here we
reconstructed that the parents had low agency. If support was actually sought and received, it was mostly
for their children and not for the parents in order to better support the children. This led to non-
identi�cation of candidacy for FAPS. However, by means of professional services provided to children,
some children got in contact with health-promoting and life skill-oriented offers that were not family-
related (non-participation of parent/s).

Mode C: Pragmatic-processing

In the families with mode C, everyday life took a more or less orderly course despite resource constraints.
Issues and problems emerged from the surface of everyday family life, were noticed, and received
attention. Problems and relevant topics were constantly discovered by the families, taken up
pragmatically, then processed and worked through, one after the other. We therefore called this mode
‘pragmatic-processing’. Conversations between parents and children were found to be a favoured strategy
for tackling issues, as the following comments by a mother to her daughter illustrates: “…and when that
[menstruation/AP] comes, you don't have to be afraid, you can come to me, then we'll talk about that” (AK,
mother, age 35). Topics of prevention, also within the area of addiction prevention (media literacy,
parenting skills), came into focus if parents observed a discrepancy between their conceptions and their
children’s behaviour, or if children brought up an issue. Thus, due to the recognizing of problems in mode
C, paths to identi�cation of candidacy for FAPS generally opened up. However, due to the problem
handling strategies in mode C, identi�cation of candidacy with addiction prevention services in these
families often did not come about. Why? The dominant mode of handling issues and problems found in
these families was: ‘We’ll �nd a solution by ourselves’. These families drew a clear line between inside
and outside the family. They relied on themselves and their private network when resolving problems.
Equipped with high agency and overall high problem-solving capabilities, these families had a high
problem threshold before accepting (professional) help or service offers from outside the family, also
concerning FAPS. But the data material showed that also pragmatic-processing families could identify
their candidacy for addiction prevention services. Parents who saw it as a matter of course to participate
in parents’ events and who were �rmly integrated in a (help) system, e.g. were part of a parents’ council,
attended educational and information events for parents regardless of the topic (see ‘ Experiences with
offers and integration in systems of assistance’ below).

Mode D: Worried

In families with mode D, relevant topics and (possible) problems were regularly produced in everyday life.
This was due to the parents’ worried and sometimes anxious approach to reality and daily living. In one
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of the interviews this became evident in that the mother mentioned her worries over 17 times (e.g. worries
about her son’s safety, his emotional sensibility, or his future). The duality of worrying and caring for
children is apparent with these parents; as one mother puts it: “Well, I am rather the worried mother, I try to
prevent all kinds of things” (KG, mother, age 34). These parents monitor their child intensively in order to
promote the child’s psychosocial development and to provide the best possible future for their child.

The way that problems were actively constructed and produced within the family was the reason why
even if (possible) problems were not yet present, or the problem threshold was low, these parents – in our
verbal data, mothers – by de�nition were very sensitive in everyday life and had an impulse to act on
before something became a problem. These mothers therefore quite easily identi�ed the family’s
candidacy for addiction prevention services and other health-promoting offers.

In contrast to many families with mode C, these families were less oriented towards the inner family circle
in their approach to preventive issues and dealing with (potential) problems. They actively and broadly
put out feelers for supporting and encouraging information and offers in their social environment. For
them, it was part of the normal case, part of their educational self-image, to constantly make use of
offers, no matter what topic, and to independently process the knowledge that they acquired: “Because
(3) no matter what, you learn something. Even if it is bad. I see things this way (2). [...] I register for all
seminars, everything that is offered by the parents’ council and that comes from the school and I really go
everywhere. There is a private school [...], they often have free offers for people and I go there too, just to
listen. And sometimes there are topics that don't concern me at all […]. But still better to go and listen than
(1) not participating in anything” (IR, mother, age 44).

These parents, in contrast to parents with modes A and B, did not exclusively search for offers for their
children or put their effort into resolving problems on their own (mode C). Drawing on strong agency as
parents, parents with mode D sought support, information, and help in addiction preventive and health-
promoting offers in order to better support and educate their child. FAPS, which aim to strengthen and
develop the skills of parents, therefore �tted the needs and the habitus of these parents.

Structural anchoring of the modes

The qualitatively reconstructed modes of recognizing and handling problems in everyday life were not
simply psychological modes. They did not exist detached from a social and structural context. Rather,
socio-demographic and structural references became apparent in the data material, which served as the
basis for the shaping of these modes. If one had to draw a line between the four modes A to D that
separates families with a high level of and sometimes multiple resource deprivation from families with
slightly better resources, the line would run between two groups, A/B and C/D. In A and B there were
mainly families with very low educational attainment (even no school-leaving certi�cate, illiteracy) and
low occupational status. Some of them were only provisionally admitted foreigners in Switzerland
(Permit F). In A, the �nancial resources were very weak. All families were social welfare recipients. In B
there were families receiving social welfare as well as unemployed parents (including those receiving a
part of a pension from the Swiss invalidity insurance). Some families with mode B were characterized by
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multiple deprivations and the burden of having many problems and challenges at the same time
(�nancial, social, and health related). In contrast, families with modes C and D were generally slightly
better off �nancially. Almost all of them had educational attainment ranging from basic vocational
education and training (e.g. apprenticeship) to professional education/tertiary degrees (also from abroad,
which were not formally accepted in Switzerland!). It is further noticeable that many of them had lived in
Switzerland for a longer period of time (compared to families with mode A with a shorter period of
residence) and/or had Swiss citizenship. Moreover, social networks tended to be better developed in
families with modes C/D than with modes A/B.

Thematic relevance of addiction prevention

When looking at identi�cation of candidacy content-wise, that is, whether addiction prevention –
embodied by the topics ‘substance or media use/misuse’, ‘parenting skills’, or ‘life skills’ – was a major
issue in the families’ everyday life, we must clearly say no. How does that happen? What is the dynamic
that content-wise identi�cation of candidacy for FAPS – especially concerning substance use/abuse –
mostly does not occur? Three in�uencing factors were identi�ed: (1) attitude towards substance/media
use/misuse, (2) parental perception of child’s interest in substance use / media use, and (3) competing
problems and competing educational issues.

Children’s negative attitudes towards substance consumption served mainly as a barrier to their
identi�cation of candidacy for substance abuse prevention offers and related information: “Well, I really
don't care about that [psychoactive substances/AP], because - because I don't want to start with that. I
don’t want to know about drugs and stuff because (1) ((mhm)) because I think that's just gross and
not=not cool for the body simply” (AlK, daughter, age 12). Why should they learn about substances, if
they already knew that substances were bad? This main argument was put forward by several children. In
parents, the data material did not reveal any connection between negative attitudes towards substance or
media use/misuse either for non-identi�cation of their candidacy or for identi�cation of their candidacy
for FAPS. Overall, concerning future substance consumption of their child, most parents expressed the
attitude that they did not want their child/ren to use substances, or only very moderately.

In general, parents considered addiction prevention as an important parental responsibility. Many of them
educated and warned their child/ren especially about substances. But since parents perceived no
discrepancy between what they de�ned as the desired pattern of consumption and what they observed in
their children’s behaviour, it was not relevant enough to them at the time, and no content-wise parental
identi�cation of their candidacy for FAPS took place. All of the parents assessed their child’s interest in
psychoactive substances as either non-existent or not problematic, even though children sometimes
displayed interest or even indicated (�rst) substance use in the interviews. The parental (mis)perception
that their child was not yet concerned with substance use was therefore an important prerequisite for
non-identi�cation of their candidacy for FAPS. The parents based their perception of the child’s non-
interest in substance use on the following aspects:
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Child’s stage of development, believing that the child was too young or too far removed from the
subject: “…but I have a feeling she's still a little far from that [substance use topics/AP]. ((yes)) Well,
she's not that interested yet. But I know this is something that's sure to come” (VS, mother, age 35)

Child’s explicitly expressed disinterest in substance use in conversations with parents

Child having no friends who used substances (assessment of the peer environment)

Gender-biased risk assessment, thinking that daughters were less at risk of using psychoactive
substances than sons

Interestingly, parents were more critical and sensitized to children’s media use (games, Internet,
smartphone, etc.) than to their substance use; there was a difference between the parents’ desired media
use by the child and the child’s actual use (e.g. identifying excessive smartphone use). More families
attended (preventive) programmes dealing with child’s media use than programmes dealing with
substance use, parenting, or life skills. It seems that content-wise identi�cation of candidacy for FASP
tackling media use was easier than for those tackling substance use/abuse.

Addiction prevention issues were in general deemed less important than other problem burdens and
educational issues related to adolescence. Besides all families having to deal with scarce �nancial
resources, the parents were mostly concerned about the education and school performance of their 10- to
14-year-old child, the child’s physical changes and sexual development, new �nancial demands from the
child (new clothes, shoes, etc.), and the increased autonomy of the child, raising parental questions about
safety.

Experiences with offers and integration in systems of assistance

Positive as well as negative experiences with any services of social or health assistance, whether
prevention or treatment, even informal help in private settings, shaped future journeys towards
identi�cation of candidacy for FAPS.

The experience with professional services was rated positively or negatively depending on the behaviour
and expertise of the respective professional, the course and outcome of the intervention, and the
conditions of the offer (e.g. free of charge vs. costly). The interviews revealed that negative experiences
within a system of assistance potentially hindered further contacts with this speci�c system, whereas
positive experiences facilitated contact; the positively evaluated system of assistance was then often the
�rst reference point when families were confronted with further problems or unresolved questions.

Integration in professional systems of assistance (including close bonds with speci�c professional
reference persons) could either hinder or further processes towards identi�cation of candidacy for FAPS.
A strong anchoring within governmental institutions that provide social welfare or advice concerning
migration turned out to be more of a barrier than a resource for identi�cation of candidacy for FAPS.
Especially families with mode A and B were in regular contact with these institutions due to their resource
deprivation. They were even often obliged to remain in close contact with these institutions, for example
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in order to further qualify for social welfare or a residence permit. But because these institutions and
professionals dealt exclusively with speci�c, acute, and urgent problems (e.g. providing social welfare,
residence permit, etc.), there was no triage of these families to health promotion-related and addiction
prevention-related offers by these professionals or institutions.

Other families – from all modes – demonstrated a �rm connection to aid organizations and educational
institutions, such as school, parents’ council, community centres, charitable organizations, and so on.
These connections turned out to facilitate the identi�cation of candidacy for FAPS, as long as the
providers conducted addiction-preventive courses. When once integrated in a system and �rmly
connected to it, families took part in offers from these institutions as a matter of course, regardless of the
topic: “I register for all seminars, everything that is offered by the parents' council and that comes from
the school and I really go everywhere” (IL, mother, age 44)

Private contexts (close family, friends, supporting neighbours) serving as a system of assistance for a
family seemed mostly to hinder identi�cation of candidacy for FAPS. Most issues were then handled
within the private contexts (see also the description under mode C above).

Strategies to protect the family

The interviewed families responded differently to being (potentially) addressed as parents by FAPS.
Some families used strategies to protect, in some cases even showcase, their role as parents or their
family’s image to the outside world. Protection strategies identi�ed were proactive or defensive. Proactive
strategies furthered the identi�cation of their candidacy for FAPS, whereas defensive strategies hindered
their identi�cation of candidacy for these services.

Several parents with modes C and D applied proactive protection strategies. These parents expected that
participation in parent events would have a positive effect on their image as a family or as parents.
Therefore, these parents identi�ed with an offer regardless of the relevance of the topic because they
expected to protect or even booster their image by participating. When S. M., a single mother of two
children, was asked why she took part in the parents’ evening on psychoactive substances, she answered:
“I just thought that if I didn't go, it would look like I were a bad parent” (SM, mother, age 43).

Parents using defensive strategies were aiming to protect their family’s or the parent’s image by staying
away from FAPS. Two conditions built the context for defensive protection strategies and as a
consequence for non-identi�cation of candidacy for FAPS: First, some parents with mode A and B feared
that an interest in certain topics could be seen as an indication of problems in the family. The same
families tried to present an exclusively positive image in the interviews and reacted defensively when
asked about problems with the child, even if it was about little everyday di�culties. Second, several
families – with different modes – avoided certain places or persons, regardless of the topic of the event.
Based on their often negative experiences, these families assumed that their image was questioned or
even threatened in these places or by certain persons: “I have very little contact with the parents [...] And I
have no relation to the state school. So this is really di�cult for me. Even after six years. I can't �nd any
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common ground with them. […] Even with the teachers. I have a completely different opinion than them”
(VS, mother, age 35).

Only families with modes C and D applied proactive protection strategies. Defensive strategies were
applied by families with modes A, B, and C. Therefore, families with modes A and B that applied no
proactive and both defensive strategies were the most vulnerable for non-identi�cation of candidacy for
FAPS. Families with mode D applied exclusively proactive protection strategies and therefore had
considerably better chances to identify their candidacy for FAPS.

Parents’ search for information or support

Verbal data revealed that how families and parents searched for information or support and what search
movements they applied was important for the process towards or away from identi�cation of their
candidacy for FAPS. Consistent with results already presented, some families looked mainly to the public
space and professional offers (e.g. teachers, professional institutions). Other families were more oriented
towards the private environment (e.g. family or friends), appreciated �nding information and informal
support from their relatives and close acquaintances. Furthermore, we found different communicative
forms when accessing information: Information or (potential) support was accessed by families using
interactive and non-anonymous channels, for example by entering into contact via phone or face-to-face
with their preferred reference person (either a professional or a private person). Information or (potential)
support was also searched via non-interactive or anonymous channels. For example, children or parents
searched the Internet, read books or articles, or participated in anonymous online forums (e.g. forums for
mothers): “If I really don't feel like talking about the subject right now, I go into my room and just spend
some time on the laptop. I'll just see what I can �nd out there. And if you �nd something there, that's �ne”
(AlK, daughter, age 12). Even though families used different and often multiple communicative ways to
access information or support, non-interactive or anonymous channels often required literacy in writing,
reading, or command of the regionally spoken German language. Information and support were therefore
less accessible for families with very low education, illiteracy, or no command of the regionally spoken
German language (mostly families with modes A and B).

The orientation of the search movements (towards public vs. private, professional vs. non-professional,
etc.) basically had two grades of activity. They were either active or passive, and they mostly took place
in families’ already established help systems (see ‘Experiences with offers and integration in systems of
assistance’ above). In active search movements, the interviewees initiated the search process on purpose
and they consciously sought information or support services. The search process was activated and
guided by a topic demanding attention that was currently occupying the family. Based on our data, active
search movements were focused mainly on �nancial issues. Passive search movements were
characterized by the fact that they were not initiated by a topic demanding attention and a deliberate
search decision. Rather, it was because of parents’ general interest (not limited to �nancial assistance)
that initial information on offers (e.g. �yers, advertisements, etc.) was perceived by the families and
search movements were initiated: “I'm the kind of person who collects information and hangs it on the
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wall. [giggles] Yes, and just on occasions I look at it and look at the date and sometimes I think, hey, that
evening I have time to do something. […] Well, I took a few courses like that” (KG, mother, age 34).

Whereas general interest and the willingness and time to receive and consider information from providers
formed the bases for passive search movements and could lead to identi�cation of candidacy for FAPS,
active search movements were mostly a barrier to identi�cation of candidacy for addiction prevention
due to the focus on topics demanding attention (e.g. �nancial assistance). Here again, families with
mode A were the most vulnerable concerning non-identi�cation of candidacy. They directed their search
and coping strategies almost exclusively towards the problem that was perceived as existentially
threatening and applied mostly active search movements, whereas families with modes B, C, and D –
especially those with C and D – applied passive search movements as well.

Self-identi�ed barriers to services

The modes and factors that were found to open up or close routes towards identi�cation of candidacy for
FAPS were the results of the qualitative-interpretative analysis using grounded theory methodology. In
addition to those interpretative reconstructions, the interviewed parents themselves had an understanding
of why they did not participate in offers, and they named explicit reasons. These understandings were
subjective theories on the part of the parents about what they thought hindered them from participating
in offers. Table 2 shows these self-identi�ed barriers to services. The barriers identi�ed did not refer
exclusively to (substance abuse) prevention or health promotion services. Drawing on Meurer and Siegrist
([63], p. 11), we grouped the barriers named into different levels: person or whole family, the supply
system, and concerning interactions between (potential) users and service providers.

Discussion
Our results con�rm previous �ndings. Persons living in poor socio-economic circumstances are hard to
reach for health promotion and prevention services [1–5]. This is also the case for socio-economically
deprived families when it comes to services and offers specialized in family-based addiction prevention
[6, 16, 35–37]. Put differently, and being critical towards social work and public health professions: FAPS
are hard to reach for socio-economically deprived families. Determinants in�uencing journeys to and
uptake of health promotion and prevention offers found in other studies [2, 3, 29], such as
income/�nancial deprivation, education, occupational and migration status, were manifest also in our
verbal data material. Families with modes A and B, with overall least resources regarding the social
determinants mentioned, faced the most barriers towards identi�cation of their candidacy for FAPS. As
we included families with inconsistencies in SES in our study, such as �nancially deprived parents with
overall good formal educational attainment and with mainly modes C and D, we could also identify that
education may to a certain extent facilitate ways towards FAPS. Results of the Swiss Health Survey also
demonstrated that in Switzerland education is a very important factor when it comes to the social
gradient in health [64].
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Further identi�ed barriers for socio-economically deprived groups to access and utilize health services,
such as handling health as a series of minor or major crises, normalizing health problems and symptoms,
and using identity protection strategies ([5], pp. 98–101), are also prevalent when it comes to FAPS, as
our results demonstrate. Moreover, also our participants mentioned classic barriers to services, e.g. lack
of time and/or childcare, expected costs, transportation problems, and so on, as already identi�ed by
other reviews in the �eld of FAPS [6, 16]. Our results support previous conceptions that a good strategy to
reach these families is by using measures of indicated prevention [16]. But, in consequence, this means
that a lot of families cannot be reached at an early point, when problems of substance use/misuse or
problems with media use have not manifested in children.

Adding knowledge to the existent body of scienti�c literature

It is well known that a social gradient for health literacy and for access to and utilization of health
promotion and prevention services exists, thanks to quantitative models and quantitative research [2, 3,
29]. Our results, in an interactionist-processual perspective, now further the understanding of how socio-
economic deprived circumstances shape daily family life and can, for example, manifest in different
patterns and modes of recognizing and handling problems in everyday life. These modes and other
identi�ed factors (e.g. strategies to protect the family) are in turn either more facilitating or more
hindering for families’ identi�cation of their candidacy for FAPS.

Previous studies – not restricted to socio-economically deprived groups – have already identi�ed that
engagement in preventive parenting programmes is heavily in�uenced by parents’ awareness of a child’s
problematic behaviour or symptoms in the child. Children’s mental health symptoms, for example, were
found to be the only reliable factor in increasing parents’ enrolment in preventive parenting programs for
child mental health [31]. Spoth and Redmond [32] concluded that parents’ rating of the severity of
teenage problems in general (smoking, drinking, getting in trouble, etc.) as well as their perception of the
likelihood that their own child would experience these problems in�uenced parents’ participation in
preventive interventions. Our results support these �ndings also for socio-economically deprived groups
and FAPS. Parents who saw an interest in substance or (problematic) media use in their children were
more likely to identify themselves as a candidate for FAPS. Our results give detailed insights into what
factors and dynamics (e.g. gender-biased or age-biased parental risk assessment) shape and in�uence
parents’ assumption that their child is not yet concerned with substance-use topics, therefore furthering
non-identi�cation of candidacy for FAPS. Our data demonstrates, moreover, that parents’ perceptions are
deeply connected with the family’s socio-demographic position. Parents are not concerned with addiction
prevention programs as much as with other issues of everyday life, because of their lack of resources and
other more pressing issues.

Discussing the results in the light of the concept of candidacy

Our results contribute knowledge to the existing corpus of research that used the concept of candidacy to
better understand processes of a person’s identi�cation of their candidacy for various health and public
services [39–44, 46–50]. Also for the �eld of FAPS, we can state that the concept of candidacy, used as a
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“sensitizing concept” [52], helps us better understand journeys to services [45]. Furthermore, our study, by
using the concept of candidacy, is as far as we know the �rst study that speci�es processes and
circumstances of socio-economically deprived families’ identi�cation of their candidacy for FAPS. The
study therefore extends previous notions and de�nitions of the stage ‘identi�cation of candidacy’. Our
data reveal that this stage is not just about how people perceive their symptoms needing medical
attention ([5], p. 98), not only about people determining that they need and deserve it ([41], p. 590), and
not solely about people viewing themselves as legitimate candidates for certain services ([39], p. 809):
Identi�cation of candidacy for services is also strongly in�uenced by the way that people recognize and
handle problems in everyday life. The question is whether this �nding, or at least part of it, is transferable
to other areas of health promotion and prevention services. Further research is needed to clarify this.

Even though we focused on identi�cation of candidacy, several references to the other stages of
candidacy can be found in our results. This supports Mackenzie’s et al. view that the stages of candidacy
do not follow each other in a linear sequence but rather constantly in�uence each other. And each stage
of candidacy is embedded in meso and macro level in�uences [39]. We further agree with Mackenzie et
al. that the nature of candidacy has to be reconsidered ([39], p. 820). Also in our data, we found families
confronted with not one but multiple candidacies, which were competing or con�icting: competing for
example, when families were confronted with multiple important themes and issues that they had to deal
with and that were in competition with addiction prevention topics. They were con�icting, when we think
of parents that were generally interested in receiving information and attending parents’ evenings but
feared at the same time that their (potential) participation could be interpreted as showing that they had
family or substance abuse issues.

Implications for policy and practice

Socio-economically deprived families cannot be considered as a homogenous group, also when it comes
to a (potential) engagement with FAPS, as our results demonstrate. Therefore, there is no single strategy
to reach these families. Policy and practice should build on a bundle of diverse strategies that stress
especially interventions on the structural and environmental levels.

The reconstructed family modes of recognizing and handling problems can guide policy and practice
towards what kind of preventive interventions and ways to reach the respective subgroup are appropriate.
Our results indicate that from modes D to A, vulnerability increases concerning candidacy for FAPS.
Especially for families with mode A and B, the existing separation of the offers in treatment-related or
social welfare-oriented versus prevention-related or health promotion-related offers is not functional.
These families could be better reached within their already existing networks and systems of assistance
(social welfare, migration authorities, etc.). Therefore, boundaries between treatment-related and
prevention/health promotion-related offers should be removed. Intersectoral collaborations should be
strengthened, and FAPS should be offered by social welfare, migration authorities, etc. Offers addressing
the current main problem burden of a family – for example, �nancial scarcity – should incorporate
family-based (addiction) prevention measures. For group C, families that pragmatically recognized
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problems at a low threshold and dealt with them mostly within the family and their close private social
network, other ways of approaching them are appropriate. Gatekeepers situated close to these families
(e.g. grandparents, close friends) should be sensitized and given the necessary skills to transmit health-
related knowledge and support to these families. Furthermore, approaching parents as experts of their
own situation and including them in offers by using participatory intervention approaches (such as a
parent-led parents’ council) might be a good way to reach type C families.

Drawing on our �ndings that content-wise identi�cation of candidacy for FAPS is heavily restricted due to
most families setting other thematic priorities, and that assessments of topical relevance are biased, we
suggest the following strategies. In advertising FAPS, parents’ biases and interests should be anticipated
by focusing on aspects of puberty and general developmental themes in adolescence, for example.
Themes of substance use/misuse, especially for parents with younger children, should not be put in the
foreground. When substance use/misuse or other problem issues in adolescence are named in �yers,
these themes should be appropriately framed, e.g. normalized as potential problem behaviour with which
every family has to deal. This is in order to avoid defensive protection strategies on the part of the
families, which could lead to non-uptake of offers. Moreover, offers of FAPS should be provided through
different channels (interactive vs. non-interactive; anonymous vs. non-anonymous), providers (leisure
facilities, school, social work, outreach work, etc.), and persons (teachers, social workers, psychologists,
peer-to-peer counsellors) due to parents’ and children’s diverse strategies for searching for information or
support and the potential refusal of certain persons or places irrespectively of the topic of the event.
Financial incentives could increase identi�cation of candidacy with, and uptake of, services as well as
tear down or at least lessen classic barriers to services (e.g. lack of childcare).

Facilitating access to FAPS using appropriate and equity-oriented strategies is one but not the only way
to strengthen health and preventing substance use disorders in children already experiencing
deprivations. Taking the social gradient in health for granted, even a minimal  improvement in income,
educational attainment, and occupational status would be a bene�t for socio-economically deprived
families. A Health in All Policies [65] approach that increases overall socio-economic resources and
stabilizes the life circumstances of these families (e.g. residence status) is therefore crucial. Levelling up
the social gradient would not only positively impact health and social opportunities of these families in
general but could also positively in�uence modes of recognizing and handling problems in everyday life.
This in turn would facilitate families’ identi�cation of their candidacy for FAPS, as our analysis suggests.

Limitations of the study and further research directions

Tests for data saturation provided evidence that saturation was good overall. During axial and selective
coding, already identi�ed concepts reappeared and were supported by new interview data. The carefully
theoretically sampled families and the stories and situations looked at were in our opinion diverse and
rich enough to be able to construct a sound grounded theory on processes of identi�cation of candidacy
for FAPS.
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Future research could deepen and further develop our grounded theory. We found no LGBTIQ+ families as
study participants, even though we contacted a Swiss rainbow families’ association. The results should
be put also in an international context, by studies on socio-economically deprived and more a�uent
families in other countries. Similarities and differences could be found from which we could learn when
applying measures of diversity-sensitive addiction prevention on the national and international level.
Whereas this study focused on recipients of services and offers, future studies with an interactionist
perspective could also include professionals working in services so as to better understand processes of
candidacy from both sides.

Due to our methodological approach, we cannot make any assumptions about quantities. Therefore, it
would be worthwhile to test and quantify the identi�ed modes of recognizing and handling problems in
everyday life in the overall Swiss population of families living in poor socio-economic circumstances.
How many families can be located with modes A, B, C, or D in what regions in Switzerland? Answers to
these questions would provide guidance for policy and practices regarding where and how to invest
always scarce �nancial and human resources in (addiction) prevention practice.

It would be of great bene�t to further discuss and enrich the present results and implications in a
participatory manner with the target group and with experts from the �eld. The rising paradigm of
participatory health research could be a promising methodology here [66].

Conclusions
Our results show what circumstances and processes hinder socio-economically deprived parents and
their (pre-)adolescent children from identifying their candidacy for and participating in FAPS in the
German-speaking part of Switzerland. The core category of the grounded theory that we built is four
modes of recognizing and handling problems in everyday life (existentially-threatening, normalizing,
pragmatic-processing, worried), which are anchored in different areas of family resources (e.g. degree of
�nancial deprivation, educational attainment, social and health resources, residency status). Depending
on the respective mode, routes towards identi�cation of candidacy with services/offers are furthered or
hindered. Beside these four modes, the thematic relevance of addiction prevention for a family, previous
experiences with offers and current integration in systems of assistance, the strategies used by parents
and children to protect the family, and families’ search for information or support in�uence whether
identi�cation of their candidacy for FAPS comes about or not.

We conclude that overall, identi�cation of candidacy for FAPS, and therefore also chances of access to
and utilization of services, are limited in socio-economically deprived families. Our �ndings – drawing on
the concept of candidacy – reveal different micro processes in daily practices of socio-economically
deprived families, embedded in meso and macro level in�uences that lead to non-identi�cation of
candidacy for services and shed light on the diversity of this group, which is sometimes conceptualized
as homogenous. As pointed out extensively in the Discussion section above, the diversity identi�ed has
implications for policy and practice. No single preventive intervention strategy can be applied. It is
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important to stress especially measures on the structural and environmental levels, always taking into
account the social context of deprived families. In our opinion, the results of this study have the potential
to challenge existing frameworks and systems of health promotion and FAPS with socio-economically
deprived groups in Switzerland and potentially also abroad. The results also contribute to a better
understanding of the stage of ‘identi�cation of candidacy’ in the framework of the concept of candidacy
itself. Finally, the qualitative approach pursued in this study turned out to be successful in gaining
scienti�cally sound knowledge that can guide policy and practice. Therefore, besides the very relevant
and important line of quantitative research in investigating equity in access to health and social services
that should be continued, more qualitative and also participatory research should be conducted.
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Tables
Table 1: Study sample (n = 36 interviewed persons)
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      Total

Parents (n
= 20)

Gender Female

Male

14

6

Age in years 30-35

36-40

41-45

46-50

51-55

56-60

61-65

3

7

6

3

-

-

1

Educational
attainmenta

No compulsory education

Compulsory education

Upper-secondary level (vocational education and training)

Tertiary level (professional education)b

3

1

13

 

3

Country of birth Switzerland

Otherc

9

11

Children

(n = 16)

Gender Female

Male

10

6

Age in years 10

11

12

13

14

4

2

6

1

3

Household
(n = 16)

Type of
household

Couple (married or living together) with child(ren)

Single parent with child(ren)

8

8

Number of
children in
household

1

2

3

4-6

5

4

4

3
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Financial
situation

Above the at-risk-of-poverty threshold

Income is about 60% of the median equivalent Income is
50% or less of the median equivalent income

1

5

10

Main source of
income

Employment

Social insurance (old age or disability pensions)

Social welfare

11

2

3

a In the Swiss Vocational and Professional Education and Training system ([67], p. 6)

b Some of the tertiary education quali�cations were acquired abroad and were not accepted in
Switzerland

c Five of them now have Swiss citizenship

 

Table 2: Self-identi�ed barriers to services
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Level Self-identi�ed barriers

Person or family ·      Parents’ lack of German language skills

·      General lack of time

·      Problems with securing childcare

·      Expected costs of the offer

·      Afraid of not meeting normative expectations of the other
participants

·      Concerns about gossip

·      Assumption that offers were exclusively designed for actually
experienced problems

·      Self-attributed low media literacy (hindering access to online
services/offers)

Supply system ·      Too far away / transportation problems

·      Unsuitable opening hours

·      Unfavourable time at which the offer took place

·      Costs of the offer

·      Poor advertising of the offer

·      Lack of outreach offers

Interactions between users and
service providers

·      General reservations about institutions

·      Lack of trust in professionals (e.g. due to young age of the
professional, perceived little experience)
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