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Course in Treatment of Addictive Behaviors
Substance Abuse Disorders Unique to Older Adults

The course uses the text, Chemical Dependency by C. McNeesce & D. DiNitto.  Have students turn to Chapter 14, p. 484, “Alcohol and drug use among elderly people” in the text.  Let them know that we will talking about some of the information in the text but will supplement with some additional material.

Prevalence—What do we know about substance abuse among the elderly?

· Recent census data estimates that about 17% of the elderly have substance abuse issues.

· Alcohol is the leading substance misused by the elderly followed by misuse of prescription medications

· Illicit drug use, particularly involving a substance such as marijuana, heroin, or cocaine, is quite rare among the elderly.
Alcohol Use & Abuse

We have already discussed the annual national survey sponsored by the SAMHSA.  Data specific to the elderly is analyzed from the survey.  These are the results:

· About 50% of individuals between the ages of 60-64 indicated that they used alcohol in the past month

· About 35% over aged 65 stated that they used alcohol in the past month

· 7% aged 65 and older reported binge drinking (remind them that this includes five or more drinks on the same occasion on at least 1 day of the past month)

· 1.8% reported heavy drinking
· At all ages, women drink less than men.  This is also true for older drinkers as well. 

· Older men are much more likely than older women to have alcohol related problems, mainly due to a longer history of problem drinking than women.  Older women are less likely to drink and less likely to drink heavily, although they are more likely than men to start drinking heavily later in life.

· As the elderly population continues to increase, the number of older adults with substance abuse problems is expected to double by 2020.  In fact, some social scientists suggest that alcohol and drug misuse among the elderly is one of the fastest growing public health problems in the United States.

Prescription Medication Abuse

· Indications are that about 10% to 15% of the elderly intentionally misuse prescription medications
· Drugs collectively called the benzodiazepines — tranquilizers and sleeping pills — are most often linked to prescription abuse among senior citizens. Valium, Librium, Xanax, Halcion and ProSom are some brand names for these drugs that are prescribed for anxiety and insomnia, two common problems among older adults.
· Older women are more likely than men receive a prescription for psychoactive drugs and therefore at a higher risk to become prescription drug dependent.
Illicit Drug Use

· Only 1% to 2% of people over 50 report current illicit drug use.  However this estimate is considered conservative because people who use illicit drugs, regardless of age, are less likely to be included in household or community surveys.

· Even older narcotic addicts are more likely to rely on prescription drugs such as codeine, morphine, Demerol, etc. rather than illicit drugs
Alcohol Abuse/Prescription Drug Abuse

Since alcohol and prescription medications are the substances most misused by the elderly let’s talk a little more specifically in terms of the elderly.

Alcohol Abuse among the elderly

3 types of problem drinking have been identified among the elderly.  

1. Early onset problem drinkers.  These are older people who began alcohol abuse in younger adulthood (before age 40) and continued their misuse into later life.  Estimates are that about 65% of elderly individuals who abuse alcohol fit into this group.  

2. Early intermittent drinkers.  These elderly drinkers had a history of intermittent problem drinking over the years but developed a chronic alcohol problem only in late adulthood.

3. Later-onset problem drinkers.  These individuals had no drinking problem in your or middle adulthood but begin alcohol abuse after age 40.  This accounts for about 1/3 of elderly alcoholics and is often triggered by stressful events.  In general they use alcohol to ease emotional or physical pain.  Older adults with late-onset problem drinking are more amenable to treatment, have less alcohol related physical illnesses, are more likely to have a spontaneous recovery, but are most often overlooked in terms of receiving treatment.

The negative and physical effects of chronic alcohol consumption are many.  Just to name a few, chronic alcohol use can result in considerable damage to the brain, gastrointestinal tract, liver, and heart and also causes global cognitive impairment.  Excluding Alzheimer’s disease, rates of all type of dementia are higher in people with alcohol abuse.  The use of alcohol can also exacerbate existing health problems.  

Aging decreases the proportion of body water and increases the proportion of body fat.  Therefore, the concentration of alcohol and the sensitivity to alcohol is increased because alcohol is a water-soluble substance. Alcohol remains in the body longer and at higher rates of concentration. In fact the National Institute of Alcohol Abuse and Alcoholism (NIAAA) recommends one drink per day as the maximum amount for men and women 65 years and older.  A standard drink is considered 1.5 ounces of liquor, 12 ounces of beer, or 5 ounces of wine. 

Misuse of Prescription Medications

While older adults constitute 13% of the US populations, they are the largest users of prescription and over the counter medications in the US, accounting for approximately 30% of all prescriptions and 40% of all over the counter medications sold. The average older person is prescribed eight medications for three heath conditions. It is easy to see how prescription abuse might occur given the wide use of prescription drugs by the elderly, the likelihood of older adults taking multiple medications, and the increased sensitivity of older adults to the effects of medication.  As we have already discussed benzodiazepines are the most abuse prescription drugs among the elderly.  Results from studies indicate that 17% to 23% of drugs prescribed to older adults are benzodiazepines.  

Concentration of lipid soluble drugs, particularly benzodiazepines, increases and prolongs their effects.  For many older adults, the decrease in body mass is so significant that the typical adult doses of a medication, particularly a sedative-hypnotic medication, may be far too high. Like alcohol, drugs remain in the body longer and at a higher concentration.

Note that some older adults, women especially, dangerously over use prescription drugs mixed with alcohol abuse.  In addition to the potential deathly harm, mixing sedating psychoactive drugs with alcohol usually accelerates the development of a dependence on the drug because the alcohol magnifies the drugs effect. 

The Psychosocial Model of Addiction

In chapter 2 of the text, several theories are offered to explain the cause of substance abuse. Have students return to chapter 2 for a review. (Ask them for a one sentence recall of what they remember about the theories.  Afterward tell them that one of the theories is the most accepted theory in terms of cause of substance abuse for older adults. Ask them which one they think it might be.  The answer is the psychosocial model of addiction.  Advocates of this model indicate that for the elderly there are personal, environmental, behavioral, and health care system factors that contribute to substance abuse.  These are:
1. A strong relationship exists between developing a substance use disorder earlier in life and experiencing a recurrence in later life.  Some recovering alcoholics with long periods of sobriety undergo a recurrence of problem drinking in later life.  Some suggest that a previous drinking problem is the strongest predictor of a problem in later life.

2. Genetics.  Studies provide strong evidence that drinking behaviors are greatly influenced by genetics throughout the life cycle.

3. Major life changes may precipitate abuse of alcohol and/or prescription medications.  [Ask students what some of the major life changes are for the elderly; Material from HBSE].  Retirement—alcohol and other drugs may be used to relieve boredom or depression and feeling devalued; Substantial losses-decline in economic status, death of a spouse or close friend.

4. Disengagement--Loneliness, alienation and boredom.  

5. Deterioration of health with worsening medical problems.  Elderly individuals with physically painful illnesses such as arthritis, osteoporosis, neuropathies, cancer and gout, are at higher risk of substance abuse, especially abuse of prescription medications.  

6. Dangerous health care prescribing practices including, prescribing without medical monitoring for too long of a period of time, selecting drugs with a high risk for side effects in the elderly at the doses given, ordering drugs without checking whether they interact adversely with other medications the older adult is taking, and failure to provide instructions to patients regarding how and when to take medications and what side effects to look for.

Assessment and Diagnosis

Alcohol and drug abuse problems are often not recognized among older adults.  In fact, in a recent study where medical staff were asked to select which older patients had substance abuse problems, only 25% were correctly diagnosed as substance users, and only 10% of substance users were considered for referral to drug and alcohol services.  

DSM Diagnosis

Although the criteria listed in the latest DSM is used to diagnosis substance dependence and substance abuse in the elderly, the stated criteria for dependence and abuse many not necessarily apply to older adults for several reasons.  Older adults need less alcohol to become inebriated.  Therefore older adults who consume smaller amounts of alcohol consumption than listed may go undetected as having a substance abuse problem. 

Another DSM diagnosis problem is that older adults are more likely to be retired and not engage in as many activities and thus may not meet the DSM criteria that substance use interferes with social or occupational functioning.  Think for a moment about many elderly who are socially isolated, do not drive, work, volunteer, etc.  They may have even a problem with alcohol for example, but may not meet the criteria for diagnosis: (1) failure to fulfill a major role obligation at work, school or home; (2) using substances in situations in which it is physically hazardous; and (3) legal problems.

Other indicators

Given the problem with using a DSM diagnosis, looking for other indicators and cues of substance abuse can lead to a better assessment. What are some of the cues for the elderly?

1. Physical symptoms and health cues.  Chronic alcohol use for example results in considerable damage to many body organs systems, particularly the brain, gastrointestinal tract, liver and heart.  But even vague symptoms such as upset stomach, incontinence, drowsiness, sedation, and weight loss should be explored.

2. Cognitive changes especially abrupt onset of confusion, memory loss, anxiety, auditory hallucinations, or delusions. Alcohol can also affect complex cognitive skills, fine and gross motor skills, visual accommodation, and reflexes.  Therefore new difficulties with activities of daily living, decision making, and diminished hygiene maybe signs of substance abuse.

3. Behavioral and social changes including doctor shopping, financial problems, and increased social isolation.

4. Depression.  In the text the authors ask, “do older persons drink because they are depressed, or drink and become depressed or both?”  Depression can either precede or accompany substance abuse.  Depression may be specifically related to the abrupt drop in blood alcohol levels that follows and episode of heavy drinking as well as to the general central nervous system depressant effects of alcohol, or to an underlying depressive syndrome.  Regardless, some practitioners suggest that the presence of clinical depression, along with any other abrupt changes, should initiate further assessment and screening for substance abuse.  Substance abuse is also considered a risk factor for suicide among the elderly.  About 25% to 50% of all elderly suicide victims have used alcohol prior to their suicide attempt.

5. Insomnia. The effect of alcohol and other drugs, along with the reduced deep sleep that accompany normal aging, results in very little sleep for the older adult with substance abuse problems.

6. Frequent falls or other types of accidents.  

Family members and other collateral sources can be helpful.  Even if they do not report the direct abuse of alcohol or drugs, they may provide information about some of these other indicators.  They may provide information about falls, memory lapses, auto accidents, etc. that a client may be unable or unwilling to recall.

Screening Tools

Although an assessment interview is still considered the desired tool, a number of alcohol screening instruments have been tested and validated to assess alcohol use among older adults.  These are some of the same screening tools we already discussed for use with other age groups. 

1. CAGE is suggested by some as the screening instrument of choice, especially with older adults.  The questions for the CAGE are in Chapter 5 of the text (3rd edition, p.94).

· Have you ever felt you should Cut down on your drinking?

· Have people Annoyed you by criticizing your drinking

· Have you felt Guilty about your drinking?

· Have you Ever had a drink first thing in the morning to steady your nerves or to get rid of a hangover?

Remember that with other age groups, “yes” answers to two or more of the questions constitutes a problem with alcohol.  But for the elderly, an answer of “yes” to anyone of the questions should be interpreted as an indicator of problem drinking.  Recommended is that a response of yes to any of the CAGE questions should then be followed up with the following questions:

· Do you drink everyday, or almost everyday?  If not, how often do you drink?

· When you drink, what do you drink? How many glasses do you drink?

· Do you ever drink to the point of becoming drunk of having blackouts?

· Ask the individuals or family or a family member about frequent falls, accidents, etc.

Michigan Alcoholism Screening Test-Geriatric (MAST-G).  The MAST-G is a version of the Michigan alcohol screening test and includes questions with geriatric specific consequences.  Tests on the instrument indicate that it is very sensitive (93.9%) and specific (78.1%) in identifying alcoholism among the elderly.  The original version of the MAST is on p. 96 of the text.  A copy of the MAST-G and a description of how to score the instrument is available at http://pathwayscourses.samhsa.gov/elab/pdfs_elab/elab_supps_pg8.pdf

It is longer than the CAGE, consisting of 24 questions. However, a shortened version of the MAST-G contains 10 questions from the full MAST-G.  

The Alcohol Use Disorders Identification Test (AUDIT) is another assessment tool recommended for screening alcohol use disorders among the elderly, especially the elderly who are members of racial and ethnic minority groups.  It consists of 10 questions related to alcohol consumption.  However, the AUDIT has been described as less sensitive than the CAGE yielding sensitivity of 33% and a specificity of 91%.  A description of the AUDIT, including a copy of the instrument, is available at http://whqlibdoc.who.int/hq/2001/WHO_MSD_MSB_01.6a.pdf and is also on page 97 of the text.

The Alcohol Related Problems Survey (ARPS) is developed specifically for screening alcohol problems among older adults.  It consists of 10 questions and has tested reliability and validity.  It is available by email from Arlene Fink at afink@mednet.ucla.edu.

The Impressions of Medication, Alcohol, and Drug Use in Seniors (IMADUS) was developed to screen for problems with alcohol, prescription drugs and over the counter medication.  It contains 20 positively worded questions constructed to decrease the stigma of alcohol and drug abuse.  A copy of the instrument is on pp. 199-200 in the book Geropsychiatric and Mental Health Nursing by Karen Melillo & Susan Houde published by Jones and Bartlett.  

Assessment case example  (From Oslin & Holden, pp. 12-13)
Mr. Jones is a 72 year old man seen by his primary care practitioner (PCP) for a routine exam.  He reports suffering from some ill-described upper abdominal discomfort, but otherwise has no complaints.  He currently lives by himself, does his own housework and shopping, and has a limited circle of friends.  He has family, but none that live near him and he is financially ale to make ends meet.  Upon asking about general health habits, the PCP learns that Mr. Jones doe not smoke but does drink each day at dinner and bed time.  The PCP asks him the CAGE questions, which seem to upset him, but he responds negatively to each question.  His PCP makes a comment to be watchful of his drinking, but does not pursue this further.  He attributes the abdominal pain to gastritis and prescribes a histamine antagonist.


Six months later, at the urging of his family, the patient undergoes a mental health evaluation.  The family is concerned about his ability to live alone and is considering urging him to move into an assisted living situation.  During his evaluation, it is learned that he is quite functional in ability to perform daily activities, although he is somewhat slowed and rarely travels outside the house.  Cognitively he shows no signs of dementia but has some diminution in reaction time and problem solving.  Upon questioning him about his alcohol use, it is determined that he routinely drinks one standard drink for dinner and two standard drinks of sherry before bed.  This has been his pattern of drinking for 15 years since becoming a widower.
Have student discuss whether or not Mr. Jones has a problem with drinking.  

Discussion: This case illustrates several of the dilemmas facing clinicians when evaluating older drinkers.  Mr. Jones does not appear to have any symptoms of alcohol dependence.  It is likely that his alcohol use is contributing to his gastritis, but neither the patient no PCP nor psychiatrist made that association.  Clearly he is drinking over the limits recommended by NIAAA and this would define him as an at-risk drinker.

Intervention and Treatment
Least Intensive Treatment Option.  All of the systems of treatment we already discussed (See chapter 6 in the text) apply to older adults with substance abuse problems.  However for the elderly specifically the concept of least intensive treatment option is suggested.  For this reason the brief intervention and motivational models are considered the first mode of intervention.  It is only if these techniques are unsuccessful or if the older adult already meets the criteria for alcohol or drug dependence that other more intense forms of treatment are recommended.

Traditional more confrontational substance abuse intervention strategies are not recommended in helping older adults with substance abuse issues.  Instead, when working with the elderly substance abusers, empathy and the ability to convey support and encouragement are required.  These skills are deemed necessary in encouraging elderly clients to answer screening questions, to consider treatment, or to follow up with aftercare procedures.  Taking a nonjudgmental approach toward both substance abuse and the problems of aging are keys to the establishment of a therapeutic working relationship.  Many older adults feel ashamed of their substance abuse problems.

Hospitalization is listed first because it may be necessary for acute drug and alcohol withdrawal in older adults.  Because tolerance to alcohol and drugs is reduced in the elderly, withdrawal may take weeks to months as compared with days or weeks in younger patients.  Hospitalization for withdrawal is especially recommended in many cases for the elderly because of the potential associated medical risks due to other health problems.

Brief Interventions in the form of educational sessions, which usually include Motivational counseling is one of the most popular intervention models recommended for working on substance abuse problems with all age groups, including the elderly.  The number and duration of brief intervention and/or motivational sessions vary from 1 to 6 sessions, lasting from 5 to 60 minutes.  The classic brief intervention, motivational counseling model consist of the following steps:

1. Give feedback on screening

2. Discuss reasons for drinking

3. Discuss consequences of drinking

4. Discuss reasons to cut down or quit

5. Develop strategies for achieving goal

6. Develop an agreement in the form of a written contract.

7. Identify obstacles to achieving goal.

8. Discuss strategies to overcome obstacles

9. Summarize session.

Here is a case example using brief intervention presented by Fleming (2002; p. 93-94):

Assessment:
“Tell me about your drinking?”  What does your family or partner think about your drinking?” “Have you had any problems related to your alcohol use?” “What do you think about your drinking? “Have you ever been concerned about how much you drink?”

Direct feedback:   “As you therapist I am concerned about how much you drink and how it is 

affecting your health.” “The car accident is a direct result of your alcohol use.”

Contracting, negotiating, and goal setting: “You need to reduce your drinking.  What do you think about cutting down to three drinks 2-3 times per week?” “ I would like you to use these diary cards to keep track of your drinking over the next 2 weeks.  We will review these at your next visit.”

Behavioral modification techniques: “here is a list of situations when people drink and sometimes lose control of their drinking.  Let’s talk about ways you can avoid these situations.”

Self-Help directed bibliotherapy: “I would like you to review this booklet and bring it with you at your next visit.  It would be very helpful if you would complete some of the exercises in this guide.”

Follow-up and reinforcement (establishing a plan for supportive phone calls and follow-up visits). “I would like you to schedule a follow-up appointment in 1 month to review your diary cards and I’ll answer any questions you might have.”

Results from research studies indicate that brief interventions are effective.  In fact, because of the documented effectiveness of brief interventions, SAMHSA recommends that brief interventions be tried first to reduce problem drinking among older adults, before more intensive treatment options.  In one of the most well-known brief intervention projects adults aged 65 and older who exhibited at-risk levels of drinking, were provided with either a brief-advice intervention or a brief motivational enhancement intervention (Project GOAL).  In both groups, alcohol consumption was significantly reduced.

These types of brief interventions are recommended when there is abuse of alcohol and/or prescription medications.

Cognitive-behavioral approaches, specifically behavior modification, self management techniques, and cognitive-behavioral therapies, are also recommended to assist with eliminating or decreasing substance abuse including substance abuse among the elderly.  Thee techniques can be used to help elderly clients make changes to self-defeating thought patterns and beliefs.  By exploring thoughts and feelings triggers to abusing substances and the positive and negative consequences associated with substance abuse, an improvement in insight, awareness, thinking, and behavior can occur.
One example of a successful cognitive-behavioral approach with the elderly is the Gerontology Alcohol Project (GAP).  GAP is a day treatment program in which both self-management techniques and cognitive behavioral therapy are used.  At a 12 month follow-up, 75% of the older adults in GAP maintained their drinking reduction goals and increased the size of their social support network.  Researchers have found that cognitive behavioral approaches in general with an emphasis on developing coping skills for dealing with personal problems, is significantly more effective for adults ages 50 and older who were receiving treatment for substance abuse.  

Additional Considerations for Intervention & Treatment

Age-appropriate components are associated with successful treatment outcomes, regardless of the treatment approach, when treating older adults with substance abuse problems. Results from empirical evaluations of intervention programs indicate that the confrontational model used in many substance abuse treatment programs has little impact with the elderly who view themselves at the final stage of life.  The leverage conditions used in the traditional confrontational approaches, such as loss of employment or criminal sanctions, do not have the same importance with older adults.  With this perspective the following type of interventions and treatments are recommended. Thus the elder specific program is less confrontational, relies on interpersonal and supportive approaches, and emphasizes developing a relationship with the practitioner.  The goals of treatment should be to educate, confront the denial, and provide alternatives to substance abuse behavior.  

Group-based approaches are also recommended as particularly beneficial.  Because social isolation is a pervasive problem among older adults who abuse substances, involvement in group therapy have the advantage of also providing a social experience.  In terms of substance abuse, group experiences can provide an opportunity to share with and gain acceptance from group members and alleviate guilt and shame. 

Involvement of family or significant others in substance abuse treatment for older adults is also recommended, once family dynamics are assessed and understood.  However extreme sensitivity must be used in eliciting family information with the older population.

Case management services may be vial for substance-abusing elderly clients.  This involves coordinating various social, health, and welfare services.  Case managers can provide referrals and linkages to community programs needed for socialization, support and continued sobriety.  Remember that older adults may require more help than younger adults to build a support network.  The case manager can also help the client re-engage with treatment if and whey they miss appointments.  The proactive case manager actively coordinates communication between the client and his/her health care professionals and responsible family members to manage the elderly client’s medications, periodically asking the client to bring the medications to the office or they can be examined during a home visit.  If there is a problem the case manager notifies the health care professional of the possibility of polypharmacy, and requests simplification of a client’s drug regimen.

Inpatient Treatment Facilities are the best option for older adults who meet the criteria for substance dependence, lack social support, struggle with major medical illness, and have failed at attempted outpatient tapering or detoxification.  

12 Step programs (AA & NA) can provide inspiration and support but they can also be intimidating and stigmatizing for older adults.  There is no indication in the literature about the effectiveness of 12 step programs with the elderly. Age-specific groups, where all members are older can reduce some of the stigma and isolation elderly people may feel in a younger or mixed age group.

Exercise—Case examples
On pages 496-498 of the text are 4 examples (Ms. A, Mr. B, Ms. C, & Mr. D) of elderly clients involving substance abuse.  Divide the students into 4 groups and assign one of the case examples to each group.   Have them consider the following questions: 
1. What cues and symptoms are present which indicate that the client may have a substance abuse problem?  Consider physical, cognitive, behavioral, etc. cues.

2. How might one of the screening tools be used to further assess substance abuse?  How would you introduce this to the client? 

3. What is the lowest level of intervention that can be used with the client given the circumstances?

4. Regardless to the answer in #3, how might a brief intervention model be used to help the client?  What specifically would you say to the client?

5. What other services does the client need given their age and life circumstances?
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