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Alcohol Abuse in Later Life: Issues and
Interventions for Counselors

Jane E. Myers
Carol E. Dice
Brian J. Dew

The authors discuss risk factors for late life alcohol abuse and character-
istics that differentiate early- and late-onset abusers. Problems in iden-
tification, diagnosis, assessment, and treatment of older abusers are
reviewed. A case example illustrates the g{yﬂmnfﬂ of effective treatment
with this population.

“The substance abuse problem in older adulrs is a serious one . . . [ranking]
third among leading mental disorders in older Americans, accounting for
10 o 12 percent of those who receive services from mental health profes-
sionals” (Smyer & Qualls, 1999, p. 212). Prevalence estimates of alcohol-
related problems among older adults range from 5% to 60% of older persons
living independently (Marcus, 1993) and from 15% to 44% of older per-
sons living in institutional settings. A conservative estimate is that 10% of
the older adult population experiences substance abuse problems, which
typically are undiagnosed and untreared because of the tendency for all
substance abusers to deny usage (Segal, Van Hasselt, Hersen, & King,
1996). As the number of older Americans increases from the present 33
million to an estimated 70 million in 2030 (American Association of Re-
tired Persons [AARP], 1996), it is likely that the number of older persons
experiencing problems related to alcohol will also increase.

Although treatment success with older persons is comparable to thar
with younger substance-abusing populations (Blow, 1991), older adults
with alcohol problems are far less likely to receive professional care (King,
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Van Hasselr, Segal, & Hersen, 1994). In fact, only 15% of older adults
with alcohol problems receive adequate treatment (Parerte, Hourcade, &
Parette, 1990). Treatment is complicated by underdiagnosis or misdiagno-
sis of alcohol problems in older individuals, which may be either ignored
by health care providers or hidden by older people and their families (Miller,
Belkin, & Gold, 1991).

Effective intervention with older adult abusers requires different strare-
gies for identification, diagnosis, assessment, and treatment than are com-
monly used with younger abusers (Dupree & Schonfeld, 1996; Schonfeld
& Dupree, 1991). Counselors who work with older individuals are likely
to encounter older substance abusers, and thus may benefit from knowl-
edge of these differences, as well as skill in effective intervention strategies
to help older persons experiencing problems with abuse. In this article, we
(a) provide a brief overview of the physiological effects of alcohol consump-
tion in older persons; (b) discuss characteristics of older substance abusers;
(c) examine problems that arise in accurately identifying and diagnosing
alcohol abuse in the older population; (d) discuss assessment and treat-
ment strategies that have been used with older people and the implications
for counselors; and (e} present a case example from the third author’s prac-
tice to demonstrate late-life substance abuse disorders.

PHYSIOLOGICAL EFFECTS OF ALCOHOL IN LATER LIFE

Older persons experience changes and declines in every body system, mak-
ing, them more prone to infectious diseases and less able to tolerate stress
(Saxon & Erten, 1994). Although acute and often curable medical condi-
tions are common earlier in lite, older persons frequently experience chronic
disease states thar require medical managemenr and result in progressive
disability (Ferrini & Ferrini, 1992). Both diagnosis and treatment are com-
plicated because multiple problems often occur simultancously, thus re-
quiring many older adults to consume multiple medications (HHS Inspector
General, 1989). Older individuals experience adverse effects from alcohol
because of medication interactions as well as the aging process itself. It has
been estimared that about half of all the drugs older people take can inter-
act with alcohol (Schmall, Gobeli, & Sriehl, 1989), with adverse reactions
ranging from temporary behavioral changes to life-threatening acute reac-
tions (King et al., 1994). In older individuals, normal age-related decreases
in lean body mass and fluid volume and declines in kidney and liver func-
tions mean that alcohol is less readily metabolized and that blood alcohol
concentration, even from relatively small amounts of alcohol, may reach
toxic levels (Ruppert, 1996).

The medical conditions that can result from chronic drinking at any
age, including liver disease, pancrearitis, and cardiovascular disorders, may
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affect virtually every part of the body (National Institute on Alcohol Abuse
and Alcoholism [NIAAA], 1991). The effects of alecohol on brain func-
tioning are of particular concern with older people, because decreases in
cognitive function are associated with the aging process iwself and with
several cognitive disorders found primarily in older individuals. Normal,
age-related physiological changes sometimes make the effects of these
medical conditions more severe among older than younger individuals,
thus making differenctial diagnosis more complex (King et al., 1994;
Marcus, 1993). Effective treatment requires accurate assessment, which
in turn requires an understanding of the unique characreristics of older
alcohol abusers.

CHARACTERISTICS OF OLDER ALCOHOL ABUSERS

Various factors have been identified thar predispose older people to sub-
stance abuse, including personal, social, and familial concerns. In addition,
three types of older problem drinkers have been identified: early onser, late
onset, and intermittent (Staples, 1989). The interaction of predisposing
factors with the type of abuse results in the need for a variety of treatment
approaches.

Personal Risk Factors

The literature on older problem drinkers documents several personal risk
factors for alcoholism, including sex, marital status, and use of avoidance
coping strategies (Laforge, Nirenberg, Lewis, & Murphy, 1993; Moos,
Brennan, Fondacaro, & Moos, 1990). Many studies show that older men
tend to drink more heavily and have more difficulties with problem drink-
ing than do older women (Laforge et al., 1993). Mariral status has been
shown to be a risk factor in cross-sectional studies that controlled for sex,
with married older persons having fewer drinking problems (Moos et al.,
1990). Gomberg (1995) noted that older women who are problem drink-
ers are more likely to be widows, users of psychoactive drugs, and diag-
nosed with depressive mood disorder,

Older individuals experience a variety of life changes, stresses, and losses
that may affect their mental health (Duffy, 1999). Those who use avoid-
ance coping strategies in responding to these experiences are at greater
risk for problem drinking (Brennan, Moos, & Mertens, 1994). Older
problem drinkers report more depressive symptoms than do other older
persons and have a greater incidence of preexisting psychiatric condirtions
(King et al., 1994). Depression and alcoholism are major precipitating
factors for suicide in older people (Osgood, 1991), and both may be
caused by, and contribute to, a lack of effective social support for older
substance abusers.
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Social Risk Factors

Gurnack (1997) identified several social risk factors for problem drinking,
including isolation, inadequate social support systems, and marital disrup-
tion. Isolation may result from factors such as disability, role loss because
of retirement, or separation from family and friends because of geographic
moves or deaths (Myers, 1999), Although increased leisure time has been
suggested as a predisposing factor for late-life alcohol abuse (Ruben, 1992),
drinking in response to specific late-life stressors, or reactive drinking, has
not been uniformly established as a risk factor (Atkinson, 1990).

It is more likely, given the importance of social support over the life span
(Ulione, 1996), chat it is the mediating influence of social support that
contributes to the risk for abuse, Older individuals with strong social sup-
port networks are less likely to use alcohol to cope with the stresses of later
life (Bartels, Mueser, & Miles, 1997; Brennan & Moos, 1990), and more
likely to come to the attention of health care providers if alcohol consump-
tion becomes a concern. Family members are one element of social support
networks, and their support may be positive, negative, or both.

Family Risk Factors

Past personal or family history of alcohol abuse has been strongly correlated
with alcohol abuse in later life (Atkinson, Tolson, & Turner, 1990; Brennan
et al., 1994). A partial explanation for this finding involves consideration
of early onser alcohol abuse, which is discussed later in this article, in which
an individual may be a chronic alcohol abuser in his or her younger years
and continue this behavior into later life. For both early- and lare-onser
problem drinkers, disharmony in family relationships can contribute to
alcohol abuse as a coping mechanism (Dupree & Schonfeld, 1996).

For early-onset problem drinkers, adult children have often experienced
painful and dysfunctional family situations. The problem drinker may be
looked ar as the perpetrator of the painful family situation (Amodeo, 1990),
and both family members and other caregivers may experience hostility
toward the older problem drinker. This in turn may lead to ineffective and
patronizing treatment of the problem drinker by the caregiver and family
members and increased stress for the older abuser, leading to a continuing
cycle of substance abuse. This cycle can represent the continuation of dys-
funcrional patterns of relating in situations of early-onset drinking pat-
terns, or it may develop when late-onser drinking becomes an issue.

Types of Problem Drinkers

About two thirds of older problem drinkers are classified as early-onset drinkers,
indicating that these individuals started having problems with drinking

before they were 50 years old (AARP, 1992). Early-onset problem
drinkers have more physical and mental health problems, show greater



deficits in psychological and social functioning, and have poorer prognoses
than do late-onset problem drinkers (Atkinson et al., 1990; Hoffman, 1995;
Schonfeld & Dupree, 1991). Late-onset problem drinkers, whose problem
drinking started after age 50, are less likely to have a familial history of
alcoholism and are also less likely to have a rapidly deteriorating medical
condition as are early-onset problem drinkers. Late-onset problem drinkers
are also less likely to exhibit depression or anxiety than early-onset prob-
lem drinkers (Schonfeld & Dupree, 1991). The pattern of alcohol abuse
for late-onset drinkers usually can be related to one or more of the major
stresses accompanying the aging process, such as griel and loss, loneliness,
social isolation, retirement, increased health problems, and lowered in-
come (McMahon, 1992; Widner & Zeichner, 1991). When such patterns
can be identified, trearment options may be more clearly specified. How-
ever, the existence of multiple comorbidity typically complicates both di-
agnosis and treatment of older abusers (Blow, 1991).

PROBLEMS IN IDENTIFICATION OF LATE-LIFE ALCOHOLICS

Identification of older alcoholics is crucial for preventing adverse medical
consequences and for designing treatment for potential psychiatric conse-
quences such as cognitive impairment, sleep disturbance, and psychortic or
violent behaviors. Diagnosis is complicated by personal characteristics of
older abusers, family reactions, and comeorbidity of physical and mental
health concerns.

Alcoholism among older adults tends to be a “hidden” problem—
hidden both by the older individuals themselves and by their family
and other caregivers. Few persons of any age admit 1o substance abuse
problems. It is, therefore, no surprise that denial is common among older
alcohol abusers, for whom predominant cohorr values suggest thar alcohol
use may be immoral (Miller et al., 1991). Older people can easily rational-
ize that age-related problems, nor alcohol, are causing their confusion, lack
of balance, and other symptoms. Older individuals who live alone, in par-
ticular, may find it is easy to conceal their drinking pattern and its effects
on their daily functioning,

Denial also extends to the family members and caregivers of older per-
sons, who may have difficulty recognizing or admirtting the problem.
Caregivers may actually encourage drinking behaviors as “one of the few
pleasures” left to the older person (Miller er al., 1991). Even when family
members recognize that a significant drinking problem exists, they may
deny the problem or inadvertently collude with the problem drinker be-
cause of feelings of shame or embarrassment (Ticehurst, 1990). Families
also may choose not to seek treatment because they have unduly negative
expectations about the value of treatment (Miller er al., 1991) or because
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they assume that the older person is so near the end of his or her life that
treatment would make litde difference.

The differential diagnosis of problem drinking in older people can be
extremely difficule because many of the classic signs of alcoholism, such as
memory loss, confusion, and loss of coordination leading to falls, are also
associated with normal aspects of che aging process (Huntington, 1990;
King et al., 1994). Alcoholism symptoms are also shared with symproms
of common medical conditions among older adults, including dementia,
depression, and anxiety. These symptoms may be caused by malnutrition,
dehydration, medication interactions, and other conditions that are com-
monly found among members of the older population.

Affective disorders such as depression, anxiery, and cognitive difficulties
can lead to alcohol abuse, or they can result from alcohol abuse. In fact,
alcohol and drug dependence are capable of producing virtually any
psychiatric syndrome (Miller et al., 1991). Aempts at differential diagnosis,
therefore, typically include an examination of patterns of usage, but
detecting such patterns among older adults may be hard because corrobo-
ration from significant others can be difficult or even impossible to obrain
(Beresford, Blow, Brower, Adams, & Hall, 1988). A variety of assessment
tools have beent used to screen older adults for alcohol abuse, with varying
rates of success.

ASSESSMENT OF ALCOHOL DEPENDENCE IN OLDER PEOPLE

Gurnack (1997) and Blow (1991) provide thorough reviews of screening
instruments for late-life alcohol abuse. These include paper-and-pencil mea-
sures as well as clinical assessment questionnaires. These instruments should
be used in conjunction with other assessment measures, because no screen-
ing instrument has been sufficiently validated for use by itself in assessing
substance abuse in older persons (Atkinson et al., 1990).

The Michigan Alcoholism Screening Test (MAST; Selzer, 1971) and the
Cut Down, Annoyed, Guilty, Eye Opener (CAGE) questionnaire (Mayfield,
McLeod, & Hall, 1974) are the most frequently used screening tools for
alcoholism (Tabisz et al., 1991). Both of these instruments have proven to be
reliable and valid in detecting alcoholism in older adults (Bush, Shaw, Cleary,
Delbanco, & Aronson, 1987; Willenbring, Christensen, William, &
Rassmussen, 1987). A geriatric version of the MAST, the MAST-G, is also
available (Blow, 1991).

Positive answers to two or more of the questions on the CAGE indicate the
presence of problems with alcohol in the general population (Maxmen & Ward,
1995). Buchsbaum, Buchanan, Welsh, Centor, and Schnoll (1992) validated
the CAGE in a study of older medical outpatients who had alcohol problems
and found a cutoff score of one to be a more sensitive indicator of drinking
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problems. Once a possible problem has been identified through such a screen-
ing, a clinical assessment is needed (Maxmen & Ward, 1995). This assessment
should include a thorough physical and medical history, including patterns of
usage of any abusable substances, adverse consequences usage, prescribed and
over-the-counter medicartion usage, social and occupational supports and func-
tioning, the presence or absence of common symptoms of substance abuse, a
thorough physical examination, and multple laboratory tests. Family or caregiver
corroboration is essential for determining the accuracy of the information pro-
vided by the older drinker. Older problem drinkers cannot be adequately treated
in the absence of an accurate diagnosis; thorough assessment of the extent of
the drinking problem; and evaluation of the extent of adverse physical, mental,
and psychological effects of the problem drinking. Even with accurate assess-
ment, however, trearment can be difficult.

BARRIERS TO TREATMENT OF OLDER ALCOHOLICS

The major barriers to effective treatment for older alcoholics include denial
on the part of the older individual, family, friends, and caregivers, and bias
among health care providers. Although family members or friends may
recognize and identify the signs of alcoholism, the older alcoholic may not
recognize or admit to a problem (AARP, 1994). With older individuals,
excuses can seem particularly reasonable and rational. Examples include, “I
need a little something to help me sleep,” “I'm all alone now, so who cares,”
and “I'm going to die of something anyway, so why not enjoy it” (Amodeo,
1990). As noted earlier, families may be reluctant ro seek treatment be-
cause of shame and embarrassment, as well as denial of the problem.

Marion and Stefanik-Campisi (1989) noted several reasons that health
care providers fail to refer older alcohol abusers for treatment. Referral bar-
riers include treating the underlying precipitating factors such as depres-
sion and grief rather than treating alcoholism as a primary illness, nurturing
the philosophy that treatment for alcoholism and confronting the denial is
worse than the disease of alcoholism, believing that the patient should “hit
bottom™ and request help before providing treatment, and viewing the
complications of alcoholism in older adults as so overwhelming that there
is no use in initiating treatment.

Family, caregivers, and health service providers may share negative out-
come expectations for treatment of the older abuser, even though treat-
ment outcomes may be equally as or more positive for older individuals
than for other age groups (Defour & Fuller, 1995). A positive prognosis is
especially applicable to late-onset drinkers (Liberto er al., 1992). On the
other hand, problem drinkers who seek treatrment also tend to be the most
poorly functioning abusers (Brennan et al., 1994), thus multiple approaches
to treatment may be required.
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TREATMENT FOR OLDER ALCOHOLICS

A variety of recommendations for treatment of older alcoholics have been
proposed (Schonfeld & Dupree, 1995). Dupree and Schonfeld (1999) rec-
ommended using a cognitive-behavioral approach to modify late-life drink-
ing patterns. These interventions may be used in individual as well as group
settings. Liberto et al. (1992) noted the paucity of research on the benefirs
of self-help groups, individual therapy, and family interventions for older
substance abusers, citing instead support for traditional substance abuse
group treatments for older problem drinkers. However, a comparison of
two inpatient programs for men revealed that the treatment program with
the goal of developing patient self-esteem and peer relationships was more
successful than the traditional group approach of confronting past difficul-
ties (Kashner, Rodell, Ogden, Guggenheim, & Karson, 1992). Although
one study found no age differences related to completion of treatment
(Brewer, Zawadski, & Lincoln, 1990), Stoddard and Thompson (1996)
emphasized the need for interventions that address both substance abuse
and aging concerns and that involve aggressive recruitment of family mem-
bers to participate in treatment programs.

A consensus panel of experts on alcohol abuse in later life concluded thar
treatment options for older substance abusers should use the least intensive

treatment options first, noting that

these initial approaches, which can functon either as pretreatment
strategy or trearment itself, are brief intervention, intervention, and
motivational counseling. They may be sufficient to address the prob-
lem; if not, they can help move a patient toward specialized treat-
ment. The Consensus Panel recommends that every reasonable
effort be made to ensure that older substance abusers, including
older problem drinkers, enter treatment. Brief intervention is the
recommended first step, supplemented or followed by intervention
and motivational interviewing. Because many older problem drinkers
are ashamed abour their drinking, intervention strategies need 1o
be nonconfrontational and supportive. (Blow, 1991, p. xix)

The Panel also recommended six specific features that should be incorpo-
rated into any treatment program for older alcohol abusers. These include

(1) age-specific group treatment that is supporrive and
nonconfrontational and aims to build or rebuild . . . self-esteem;
(2) a focus on coping with depression, loneliness, and loss . . ;
(3) a focus on rebuilding the client’s social support network; (4)
a pace and content of treatment appropriate for the older adult;
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(5) staff members who are interested and experienced in work-
ing with older adults; and (6) linkages with medical services,
services for the aging, and institutional settings for referral into
and out of treatment, as well as case management. (Blow, 1991,

p. xxi)

[n addition, the recommendations include suggestions for treatment of
older individuals in age-specific settings, creating a culture of respect for
older individuals, emphasizing a holistic approach to trearment, mainrtain-
ing, flexibility in the treatment plan, and adapting treatment protocals in
reponse to gender issues. The application of these recommendations in
counseling with an older alcoholic is described in the following case ex-
ample, taken from the clinical practice of the third author.

CASE EXAMPLE

William H. is a 68-year-old, married, Caucasian man who was admitted to
a local behavioral health care program that specialized in the treatment of
alcohol-related problems. The client admitted to drinking approximartely
“a fifth [0.757 liter] of bourbon per day” in addition to consuming three to
five beers nearly 5 days each week. The client acknowledged an increase in
his drinking following a “very difficult time” that included retirement from
work and the death of his mother. He denied current or past usage of any
addirional mood-altering substances.

William was referred by his primary physician following the onset of
physical symptoms (e.g., tremors, irregular heartbear), legal difficulties
associated with his second driving while intoxicated (DWI) arrest in less
than 2 years, and continued encouragement from his wife and children.
His wite of 44 years had contacted his physician after witnessing several
falls that resulted in severe bruising to his left upper torso and left eye. His
four children had expressed concern after returning from a family vacation
during which the client daily consumed large amounts of alcohol.

The client initially seemed to be in denial about problems related to his
alcohol consumption. During the intake and screening interviews, the cli-
ent denied thar his medical problems were associated with his drinking. In
addition, he ininally declared that he had not been drinking before his
second DWI arrest, although his medical chart reported a blood alcohol
level of .24, three times the state’s legal limit. In fact, during the screening
process, the client stated, “men at my age are not alcoholics.” Although he
originally denied problems related to his drinking, the client did agree to
enter the residential treatment program. Within 4 hours of his admittance,
a psychosocial assessment was completed that thoroughly examined his
history of alcohol consumption, family history of substance abuse, work
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history, and leisure habits, In addition, screenings for sexual abuse, sexual
dysfunction, and depression were administered. From the information
collected during the intake, screening, and psychosocial processes, it was
determined that successful treatment would include four components:
psychoeducation, group therapy, family involvement, and aftercare planning,

The treatment plan for this client included enhancing his understanding
of certain aspects of alcoholism. In particular, the client parricipated in
lectures that addressed the definition, prevalence, and the etiology of sub-
stance abuse and dependence. Medical professionals and individuals in
recovery were invited to speak about the physical and physiological ramifi-
cations of alcoholism. This client’s treatment plan specifically addressed
his multiple losses by encouraging him to participate in a presentation on
grief and loss, read pamphlets specifically targeted toward older adults and
loss, and watch a video collection on grief (produced by Elizabeth Kubler
Ross). The client was also encouraged to discuss his multiple experiences
with grief within both an individual and group context.

This client was encouraged to participate in a variety of group opportu-
nities. He was immediately placed in a daily coeducational therapy group
that included individuals of diverse ages some of whom were other older
adults. The client was encouraged to share with other group members his
experiences with grief and loss. Sadness abour his mother’s death and fear
about his own mortality were identified as significant “triggers” to drink
and were shared by several members of the group. The client also partici-
pated in a same-sex group. Issues related to masculinity, communication,
and difficulty with vulnerability were particularly relevant to this client. In
addition, the client participated in a leisure-skill-building group. This op-
portunity allowed him to examine his leisure activities and develop a be-
havioral modification plan that included additional exercise and recreational
activities.

An important facet of treatment of any addiction is addressing the
impact on the family. As a result, this client’s treatment team determined
that his family must be an active part of his recovery. The client’s wife and
children were encouraged to participate in several programs. First, his
family was encouraged to attend the weekly psychoeducational “Family
Program” so that they could learn about such topics as anger and communi-
cation, medical aspects of addiction, and grief and loss. Second, following his
discharge from treatment, the client and his wife and children returned to
participate in four family sessions that addressed the progress and the needs
of both the client and individual family members. Third, the client’s family
was encouraged to attend local Al-Anon meerings, twelve step fellow-
ships targeted at friends and family of alcoholics.

Before completing treatment, this client participated in a 1-hour aftercare
planning session, During this meeting, the client developed a behavioral
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contract that outlined his plans for continued sobriety. In parrticular, the
client identified the importance of attending Alcoholics Anonymous meet-
ings in his community. He specifically targeted meetings thar included a
large proportion of older adults. He also agreed to volunteer as a driver for
individuals who had no transportation to meetings. Furthermore, he agreed
to participate in weekly counseling sessions following discharge from the
treatment facility. He contacted a recommended therapist that was famil-
iar with alcohol addiction and scheduled the initial appointment during
the aftercare planning session.

Using the multifaceted treatment approach, which combined
psychoeducation, group therapy, family involvement, and aftercare planning,
resulted in William H. achieving more than 4 years of sobriety. When re-
minded of his comment, “men at my age are not alcoholics,” William H. stated,
“I am lucky to be alive; most men at my age who are alcoholics are 6 feer under.
We need to do more to reach out to ALL of us that struggle with this problem.”

CONCLUSION

Alcohol abuse among older persons is a significant personal, familial, and
social concern. Although the differential diagnosis of alcohol abuse and
many of the common diseases and disabilities of later life is difficult, accu-
rate assessment remains a precursor to effective treatment planning. The
prognosis for late-onset alcoholics, in particular, is good. Multifaceted ap-
proaches to treatment have the potential to be effective, especially when
combined with what Blake (1990) suggested—a strong sense of optimism
on the part of the counseling that #4is client can and will be helped success-
fully. Additional research is needed to determine the types of older clients
most amenable to intervention and the specific types of interventions most
appropriate for both early and late onset older drinkers.
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