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Background
The proportion of Australians aged over 65 years is
increasing. Although screening and treatment for alcohol
and drug issues has traditionally focused on those aged
less than 65 years, there is growing evidence of alcohol and
drug related harm among older people.

Objective
This article broadly discusses our current understanding
of alcohol and drug problems among people aged over 65
years, as well as recommended approaches to this issue
within primary care.

Discussion
Current prevalence estimates are likely to underestimate
the number of older people with alcohol and drug
misuse. Further, only a small number of older people seek
specialist treatment for alcohol or drug problems, despite
documented harms. Enhanced screening and assessment
practices in primary healthcare settings are critical for
improving health outcomes for older people with substance
use disorders.

Keywords: elderly; alcohol; drugs, screening; brief
intervention

Population surveys, both nationally and internationally,
indicate that alcohol and prescription medications are
more likely to be misused by older people than illicit
drugs.1–3 Recently the authors analysed data from the
2007 Australian National Drug Strategy Household
Survey1 to determine rates of alcohol and other drug
use in older Victorians (aged >65 years). Similar to other
age groups within the community, tobacco and alcohol
were the main drugs associated with serious harm in
people aged over 65 years (consumed daily by 8% and
15% of older people, respectively) (Table 1). Prescription
drug misuse was also a concern, with 3% reporting that
they took opioid or nonopioid analgesics for nonmedical
purposes. Furthermore, 5% of people aged over 65
years were estimated to be at risk of short term alcohol
related harm (ie. at risk of injury or accidents occurring
immediately after drinking).4
While people aged over 65 years tend to describe fewer drugs of
concern than younger people, estimates suggest that 25% of older
people are consuming up to five different prescribed medications
concomitantly.5 This is concerning, as many medications (including
those used for diabetes, arthritis or cardiovascular conditions) may
interact with alcohol, benzodiazepines, and other psychoactive
substances, increasing the risk of potential harm.

What are the harms?
Impact on physical and mental health
There are a broad range of factors, such as physical illness and
higher rates of injuries following falls that put older people at
greater risk of alcohol and drug related harm6–7 (Table 2). People
who develop alcohol problems earlier in life have a higher
likelihood of psychiatric and medical comorbidity in old age, and
are also likely to continue drinking at risky levels.8 Heavy alcohol
consumption (five or more drinks daily) may quadruple the risk
of developing functional impairment, and is a risk factor for
osteoporosis and dementia.9,10
Alcohol withdrawal has been linked with depression in elderly
patients,9 while depression and cognitive impairment are risk
factors for a relapse to drinking as well as potential triggers for
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suicide.9 In Australia, common causes of death due to risky/high risk
drinking include alcoholic liver cirrhosis and haemorrhagic stroke.11
Falls, supraventricular cardiac arrhythmias, alcohol dependence
and alcoholic liver cirrhosis are the most common reasons for
hospitalisation related to risky/high risk drinking among people aged
over 65 years.12–14 Alcohol related falls are also more common in
older people.

Table 1. Australian stats that matter1
• 15% of older people consume alcohol daily
• 8% of older people use tobacco daily
• 3% of older people use pain killers or nonopioid
analgesics for nonmedical purposes
• 5% of older people are at risk of short term alcohol
related harm

Impact of drug interactions
As the body ages, its metabolism and clearance slow, making it more
vulnerable to adverse drug interactions.8 Alcohol can interfere with
the metabolism of many medications and has been highlighted as a
leading risk factor for the development of adverse drug reactions.15
In addition, the use of alcohol in combination with drugs such as
benzodiazepines can lead to sedation, confusion, falls, and delirium.15
While older people are more likely to be taking multiple medications
than other age groups,16 many older people who are prescribed such
medications continue to drink, thereby increasing the likelihood of
potential harms.2

Is the problem being identified?
There is little available data regarding screening and identification
practices within Australian general practice. However, preliminary
findings from a recent study we conducted in Victoria suggest
that health professionals from a range of primary healthcare
settings identify very few older people with substance use
disorders. Why might this be happening? Research from overseas
suggests that practitioners may mistake symptoms of alcohol
related harm for other health problems common in old age (eg.
falls, infections, digestive problems, depression, anxiety or other
psychiatric disorders).2,17 Practitioners are also likely to prioritise
other presenting health concerns, and may have insufficient time
to explore alcohol and drug issues in a standard consultation.18
However, specific difficulties associated with screening for alcohol
problems among older people have been identified (see below).19
Indeed, our own research suggests that primary healthcare
professionals often do not know how to assess for alcohol and
drug issues among older people, nor what to do when a problem is
identified.
Differences in patient role and responsibilities are a further factor
that may influence identification of alcohol and drug issues in older
people. Retirement and more limited family or other commitments
means the social impact of substance misuse may be less evident
in older people, while increased time for socialisation creates more
opportunities for excessive drinking.
Finally, levels of alcohol or drug consumption recommended as
safe for younger people may be harmful for older people because of
the increased vulnerability of the aging body to alcohol and drugs, as
well as higher rates of morbidity and adverse drug interactions with
prescribed medications.20,21 As a consequence, problematic use may go
undiagnosed using existing screening tools.

Table 2. Problems associated with alcohol misuse in
older people
• Chronic heart disease, hypertension, diabetes and
stroke4,11,16
• Pancreatitis and liver damage4,11,16,33
• Acquired brain injury4,11,33
• Nutritional malabsorption and osteoporosis4,6,10,11
• Incontinence and gastrointestinal problems4,11
• Self neglect, such as poor nutrition and hygiene4,9
• Sleep problems or chronic pain4,6,11,33
• Memory loss and the development of dementia4,6,11
• Falls and accidents4,11–14
• Delirium tremens11
• Psychiatric problems such as depression, phobias and
anxiety4,11
• Risk of suicide4,11
If an older person presents with any of these problems,
you should ask them about their alcohol and drug use

How should we deal with the issue in
primary care?
For GPs, it is important to be aware of the possibility of substance
misuse in older people, particularly alcohol, and to highlight the
potential contraindications of drinking alcohol when taking over-thecounter or prescription medications (Table 3). Practitioners should
consider including questions about alcohol and drugs in discussions
of general health and overall wellbeing, as this is likely to enhance
open communication in a nonthreatening manner. While we currently
know little about prescription drug misuse in older people, our analysis
of National Drug Strategy Household Survey data highlights that this
may be a potential issue for older people. General practitioners should
therefore enquire about the potential misuse of such drugs, particularly
among those on long term analgesics or psychotropic agents.
While screening for alcohol and drug issues is an important
strategy within primary care settings, and is likely to capture those
who are engaging in problematic use,20,22 common screening tools
for alcohol and/or other drugs, such as the World Health Organization
Alcohol Use Disorders Identification Test (AUDIT) and the Alcohol,
Smoking and Substance Involvement Screening Test (ASSIST), have
not been validated in older populations. Indeed, such tools may not be
appropriate for use with older people as they do not take into account
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Table 3. When to ask the question about alcohol
or drug use
•
•
•
•
•

At a first consultation
After a fall
When starting a new medication
At a regular (6 monthly) medication review
When presenting with:
– depression, anxiety or insomnia
– heart, liver or kidney complaints
– gastrointestinal problems
– memory difficulties
– nutritional deficiencies

the complex health issues unique to older people that further increase
the risks of alcohol or drug related harm (such as use of multiple
medications and age related health concerns).7,8,23–25 As such, GPs
should not only assess for quantity and frequency of use, but also
how this level of use may interact with existing health conditions and
medications.
	Of the small number of screening tools developed for use with older
people, the Alcohol Related Problems Survey (ARPS) appears to provide
the best indication of problematic alcohol use in this age group.7,8,23–25 It
includes questions on consumption (drawing from the AUDIT), presence
of medical and psychiatric conditions and physical functioning,19 and
identifies interactions between alcohol, disease and medications.26
Questions also address significant loss, social mobility and isolation. One
of the key benefits of this tool is that it can be completed by patients
in the waiting room, before consultation, and can be scored using the
computerised version of the tool, with results available to the GP at
the commencement of the consultation. This facilitates the provision
of personalised reports and targeted education to reduce individual
alcohol related risks and problems.27 An additional benefit of the tool is
that it provides a detailed overview of a range of physical and mental
health conditions.23 A project is currently underway to recalibrate ARPS
to Australian standard drinks in order to make it more user friendly for
Australian GPs. As yet, there are no specific tools developed to screen
for misuse of pharmaceutical or illicit drugs in older people.
	Brief interventions, delivered as part of a screening process, are
effective for people with less severe alcohol problems28,29 and also
motivate those with more severe alcohol problems to seek specialised
treatment.2,30 Screening also seems to play a role in reducing alcohol
consumption among older people and can act as an impetus for
change.28 An effective way to deliver a brief intervention is to follow
the FRAMES approach:31
• Feedback to the patient the risks associated with their alcohol or
drug use
• Place an emphasis on the patient’s Responsibility and choice to
reduce their use
• Provide explicit Advice to the patient about changing their alcohol
or drug use
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• Provide the patient with a Menu of change strategies
• Deliver this advice using an Empathic, warm and reflective approach
• Reinforce and support the patient’s Self efficacy.
Some older people may misuse alcohol or prescription medications to
cope with mental health concerns or social isolation,32 and as such it
is important that GPs conduct a thorough mental health assessment
if indicated. Referral to specialist alcohol or other drug treatment
services may be required for older people with significant alcohol and
drug issues, although review by an addiction medicine specialist is
essential if the patient has significant physical health problems or is
taking multiple medications.

Summary of important points
• Although alcohol and drug problems are commonly associated with
young people, there is growing evidence of alcohol and drug related
harm among people aged over 65 years.
• Current screening practices may not be sufficient to identify
problematic alcohol or drug use in older people.
• Questions about alcohol and drug use should be asked in
conjunction with enquries about current medications (including
over-the-counter pharmaceuticals), medical and psychiatric
conditions, physical functioning and social wellbeing.
• Brief interventions are effective in reducing alcohol use among
older people.

Resources

• T he Florida BRITE program was developed specifically to identify
risky alcohol or drug consumption. A range of tools and resources
can be found at http://brite.fmhi.usf.edu
• The ARPS tool was developed by Arlene Fink and colleagues. It
cannot be reproduced without permission from the authors. For a
copy of the ARPS or CARPS tool contact AFink@mednet.ucla.edu.
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