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Caring for the Older Drug Abuser 

 
 Most drug programs are geared to help the younger population, where most of the drug 

problems exist. However, older patients may also have problems with drugs and alcohol, and 

may need special awareness and programming to meet their unique needs.  The last of the “Baby 

Boomer” generation turns 64 this year; this post-World War II segment saw a spike in drug 

use/abuse in their younger years, and many never stopped. Evidence has demonstrated that there 

are some significant differences between them and younger patients.
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 For one thing, the common 

screening tools may not be adequate or appropriate for the older patient. Secondly, the usual up-

to-date DSM criteria for substance abuse may not, in this population, properly address their 

issues or miss the point altogether. For instance, a decrease in social participation, vocational 

difficulties, or problems with the law either may not apply to them or may have other causes. 

  

Phase of Life Distinctions: 

 Some of the triggers of abuse may involve death of friends or loved ones, and other 

losses, dislocations, such as downsizing, moving to assisted living, loss of independence from 

diminishing hearing or eye sight, difficulty with night driving or needing to give up driving 

altogether because of cognitive or neurological difficulties, and other medical infirmities.  

 Most elders have a primary care physician. Yet, evaluations for substance use disorder 

(SUD) may go underutilized for long periods as falls or cognitive difficulties may be chalked up 

to “old age.” The clinician’s toolbox consists of the following: 

 Awareness that the sweet grandmother or the esteemed elder professional could have a 

drug or alcohol problem; 

 Education targeting adherence to the medication regimen with limitation of as-needed 

psychoactive medications; 

 Brief intervention and motivational interviewing around lowering alcohol intake, tobacco 

use and the increased risks and dangers of substance use for elders 

 Assessment tools that address the specific issues of elders rather than a cookie-cutter, 

“one size fits all” approach; 

 Treatment that consists of age-appropriate programming and focus such as support 

groups, where feasible.
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Screening: 

 For the older population, the widely used CAGE is not sensitive enough for alcohol 

assessment and typically will miss hazardous use and misuse. A better first-line tool is the 5-item 

AUDIT-5, which will pick up hazardous use.  

 A very useful two-question screen is: “Have you ever had a drinking problem?” and 

“When was your last drink?” 

 NIAAA (National Institute on Alcohol Abuse and Alcoholism) defines hazardous use as 

more than 3 drinks in one sitting and/or more than 7 drinks per week for men and women.  

 

Abuse or Misuse: 

 Although illegal drug use is not common in the geriatric population, in the cohort of 50 to 

59 years old, the prevalence rates increased from 2.7% in 2002 to 5% in 2007. In addition, 10% 

of the older population is prescribed sedative-hypnotic drugs, while 15% have had exposure to 

opioid-analgesic prescriptions. Some of the hallmarks that form a likely cluster of misuse of 

medications in the older population are as follows: female, chronic medical condition, 

polypharmacy, prior history of substance use, prior psychiatric history and social isolation. The 

best approach is to specifically ask your patient what prescription drugs they take from all 

sources, what over-the-counter medicines they take, and are there any side effects they are aware 

of. Also, look for any behavioral signs of medication misuse.  

 Some of the behavioral signs of medication misuse are the following: 

 A strong attachment to a particular psychoactive medication; 

 A strong resistance to the idea of stopping or decreasing this medication; 

 Preoccupation and on-going anxiety about the availability of the prescription and the 

timing of the next prescription; 

 Daytime sleepiness and sleeping; 

 Decline in personal hygiene; 

 Medical symptoms such as weight loss, insomnia, fatigue; 

 Psychiatric symptoms such as depression, irritability, memory problems. 

 

Laboratory Tests: 

 There are some biologic markers for alcohol abuse. The usual helpful lab tests are the 

MCV (mean corpuscular volume) and the GGT (gammaglutamyl transpeptidase). Elevated 

values of these tests point to probable problem drinking. The normal range for these blood tests 

are the same for younger as well as older adults.  

 

Treatment: 

 When a substance use disorder or alcohol abuse are diagnosed, the following approaches 

are recommended: 

 Brief intervention in the office setting; 

 Referral to a substance abuse specialist or clinic; 

 Referral for detoxification, either outpatient or inpatient; 

 Pharmacologic approaches. 

 



For the older patient with alcohol abuse, the BRENDA has proven to be a useful series of 

interventions.
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 B = Biopsychosocial evaluation 

 R = Report the results of all assessments, evaluations, and lab tests directly to the patient  

        in a non-judgmental manner 

 E = Empathy: express concern for the patient’s struggles 

 N = Needs assessment 

 D = Direct advice, i.e., you need to cut down on the amount you drink 

A = Assessment of patient’s reaction to the advice given. This should be followed up           

                   with a progress report of success/failure in regard to the plan agreed upon. 

 

Pharmacotherapy: 

 First-line treatment for alcohol dependence in the older population is naltrexone (50 MG 

per day) as it is well tolerated and effective in decreasing rates of relapse to heavy drinking. 

Since naltrexone has hepatotoxic effects, liver function tests should be obtained as a baseline 

prior to initiating treatment and repeated 2-3 times per year. A patient with compromised liver 

function, as a fatty liver or cirrhosis, would not be a candidate for naltrexone treatment.  

 Acamprosate has been studied and has FDA approval for treating alcohol dependence but 

has not been studied in the elderly. It may be an alternative for those patients with serious liver 

disease. Other medicines for the treatment of alcohol abuse are not used with older adults such as 

Antabuse, which has adverse cardiovascular effects and hypotension, and Topiramate, which 

may cause cognitive difficulties. 

 

Summary: 

 It is important to keep in mind that older adults may have substance abuse problems too. 

As baby-boomers age, they may carry with them a more relaxed attitude toward drugs than 

earlier generations. As a result, we are seeing an increased prevalence of drug and alcohol 

problems in the older population. Screening for these issues should be incorporated as a routine 

in medical and psychiatric settings. Assessments need to take into account the special needs and 

issues that affect older people. Nicotine dependence, alcohol abuse, medication misuse and even 

drug abuse have high rates of response to straight forward, frank, empathetic brief interventions 

regarding these issues and their negative impact on health. 
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