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Elderly adults are greater consumers of prescription and ‘over the counter’ medications than any other age
group and polypharmacy, including the co-use of alcohol, is common in this group. Age related physiological
changes which influence drug concentrations, metabolism, polypharmacy and interaction of other drugs with
alcohol can negatively influence functional capacity, psychomotor ability, and cognition, including attention
and memory, placing the older person at greater risk of accident, injury, isolation and ultimately
institutionalisation. It is argued that DSM-IV criteria used to define “abuse” or “dependence” are of limited
value to the majority of elderly ‘problem’ alcohol or drug users, with ICD-10 criteria that identify those who are
experiencing ‘a risk’ of or where use “is actually” causing “early” harm, more appropriate. Impediments to
psychiatrists and other medical practitioners identifying ‘problem’ alcohol and other drug use, and appropriate
assessment and intervention procedures are briefly discussed. The potential for decreasing the incidence and
severity of physical and psycho/social events following a reduction or cessation in problem alcohol or other
drug use means that assessment and intervention should be one cornerstone of management practice for this
often disenfranchised and vulnerable group.

Ethanol. Alcoholismo. Smoking. Hipnotics and sedatives. Drug dependence. Drug abuse. Aged. Therapeutics.
Case management.

Idosos são os maiores consumidores de prescrições e medicamentos vendidos sem receita médica, de forma que
a polifarmácia, incluindo o uso concomitante de álcool, é comum nessa faixa etária. As mudanças fisiológicas
que acompanham o processo de envelhecimento influenciam as concentrações de medicamentos e seu metabo-
lismo, de forma que a polifarmácia e a interação de outras drogas com álcool podem influenciar negativamen-
te a capacidade funcional, bem como a habilidade psicomotora e cognitiva (incluindo atenção e memória)
dos idosos – o que aumenta o risco de acidentes, ferimentos, isolamento e, finalmente, institucionalização.
Este artigo argumenta que a definição do DSM-IV de “abuso” e “dependência” tem valor limitado para a
maioria dos idosos que consumem álcool ou drogas de modo “problemático”. Nesse sentido, a CID-10 é capaz
de identificar de forma mais adequada indivíduos “em risco” ou com sinais “iniciais” de comprometimento.
Discutem-se as dificuldades que os psiquiatras e outros clínicos podem enfrentar para identificar o consumo
problemático de álcool e outras drogas entre idosos, bem como o uso de instrumentos de avaliação e interven-
ções terapêuticas. O potencial para reduzir a incidência e gravidade das complicações físicas e psicossociais
associadas a uma redução ou abandono do uso de álcool e drogas entre idosos sugere que a avaliação e o
tratamento desses pacientes devem ser uma das prioridades no manejo clínico desse grupo vulnerável, e
freqüentemente desprovido de direitos, da população.

Álcool etílico. Alcoolismo. Tabagismo. Hipnóticos e sedativos. Dependência de drogas. Abuso de drogas.
Idoso. Terapêutica. Administração de caso.
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Introduction
The size of the problem

Addiction to drugs is commonly considered a problem of
early adulthood. However, recent estimates suggest that
alcohol and prescription drug misuse affect as many as 17%
of older adults.1,2 Although total alcohol consumption is
commonly lower in the elderly population, physiological
changes increase the effects of alcohol. Harmful and
hazardous alcohol use is more common in males than females,
with many not aware of the hazardous nature of their
drinking.3 Older women with alcohol problems are more likely
to have had a problem drinking partner, have experienced
death of a partner, experienced depression or been injured in
a fall.4 Tobacco use is less frequent in later than early
adulthood, but those who continue to smoke likely represent
the ‘hard-core’ group whose dependence is harder to let go
of. Tobacco use is a major factor for a number of leading
causes of death amongst individuals 60 years and older eg
heart disease, pulmonary disease5 and associated with an
increased loss of mobility in both men and women.6 Smoking
is more prevalent in older problem drinkers, with estimates
of 60% to 70% of older male problem alcohol consumers
smoking a pack per day.7 While the use of illicit drugs is
generally considered to be low in the elderly, in alcohol
dependent and psychiatric populations some illicit drug use,
particularly cannabis, may continue.8 Elderly adults consu-
me more prescription and OTC medication than any other
age group,9 with benzodiazepines and other sedatives
frequently prescribed to the elderly, especially to women.1,10

Although older adults in the US constitute less than 15% of
the population, they receive approximately 30% of all
prescriptions and are more likely to continue use of
psychoactive drugs for longer periods than younger
counterparts.11

Additional factors contributing to problem drug use in the
elderly

Three additional factors contribute to the evolution of
‘problem’ drug use in the elderly. First, as the body ages, a
number of physiological changes take place which significantly
increase the effects of alcohol and other drugs. Lean body mass
and total body water decrease, while fat increases. The increase
in body fat prolongs half-life of fat-soluble drugs such as
benzodiazepines while the decrease in lean body mass and
smaller water volume decreases the distribution area available
for water-soluble drugs such as alcohol. As a consequence,
older adults will have higher plasma and tissue levels of both
water and fat soluble drugs. In addition, reduction in gastric
alcohol dehydrogenase, which metabolises alcohol prior to
absorption, results in higher blood alcohol levels for the same
amount consumed.12,13

As a result of the physiological changes associated with
ageing, older adults can easily move from a situation of none
to significant clinical and social problems without changing
their alcohol consumption.3 This decreased tolerance to
alcohol means that general community guidelines for ‘safe’,

hazardous or harmful alcohol use that designate specific
quantities of alcohol are inappropriate for older people.

Secondly, it is not uncommon for elderly patients to visit a
number of different doctors that furnish them with several
prescriptions. This may result from the appropriate consultation
of specialists for different conditions or represent an
unmonitored search for other opinions. Older persons have
been noted to hoard and use other people’s medications.14

Misuse of drugs can also be an unintentional result of errors
caused by confusion and poor sight or memory. Where there is
no system for monitoring drug use there is increased risk of
polypharmacy. The physiological effects of ageing make the
older person more vulnerable to the effects of multiple drug use
and polypharmacy.

Thirdly, some of the life changes that take place in later
adulthood may contribute to changed drug use patterns.
Retirement and loss of previously relevant social roles may
lead to overuse of alcohol and prescribed medication such as
benzodiazepines, antipsychotic drugs and polypharmacy.15

Alcohol, tobacco and other sedatives are often used to block
out loneliness, give self-confidence, cheer up, help with sleep
and relaxation, or relieve pain.16 Older people with problems
related to alcohol or prescription drugs use are more likely to
live alone, have experienced the death of a spouse, have
experienced depression, been injured in falls and to lack social
support and satisfying leisure activities.4,17

Clinical presentations: contrasts with younger adults
Alcohol and other drug use

Similarly to the majority of younger age groups older persons
with ‘problem’ alcohol or other drug use rarely present seeking
help for these problems. Alcohol, prescription and over the
counter (OCT) drugs (eg benzodiazepines, antihistamines,
codeine containing compounds) used in isolation or combined
may compromise functional capacity and negatively affect
physiological arousal, psychomotor ability, and cognitive
functioning (including attention and memory).18 Presentations
in the primary care setting are therefore often associated with
the resulting accident, injury or compromise functional capacity.
Presentations are also associated with social isolation and
ultimately, institutionalisation.2,12,19

Problem consumption of alcohol and sedative agents is also
associated with increased psychiatric morbidity in later life.
Between 10% and 30% of older persons with alcohol abuse or
dependence have a primary mood disorder.20 These patients
have a greater social dysfunction and are at an increased risk
of suicide compared to non-depressed ‘problem‘ alcohol
users.21 In the case of those with a previous history of
psychosis, there may be cannabis use which may exacerbate
the existing psychiatric morbidity.8 Psychiatric presentation
should therefore flag the need for assessment of alcohol and
other drug use.

Physical and mental state examination may reveal evidence
of recent drug abuse or dependent use, since this is commonly
associated with decline in global functioning, evidenced by
poor general appearance, personal hygiene, overall health and



SI 36

Rev Bras Psiquiatr 2002;24(Supl I):34-41Alcohol and drugs in aged people
Hulse GK

nutrition. Changes in these over time should be noted and
used as possible markers for increased substance use. A range
of sequelae identified during assessment and examination
should prompt enquiry in relation to alcohol and drug use.
These include sleep complaints and significant changes in
sleep pattern, unusual fatigue, daytime drowsiness, apparent
sedation, cognitive impairment, memory or concentration
disturbances, disorientation or confusion, difficulty following
older person’s conversations, seizures, malnutrition and muscle
wasting, liver function abnormalities, persistent irritability
without obvious cause and altered mood, depression or anxiety,
incontinence, urinary retention, difficulties urinating, poor
hygiene and self neglect, unusual restlessness and agitation,
complaints of blurred vision or dry mouth, unexplained nausea
and vomiting or gastrointestinal distress, changes in eating
habits, slurred speech, tremor, uncordination, shuffling gait,
frequent falls and unexplained bruising.14

Tobacco
Unlike other drugs, use of tobacco is rarely concealed by

the patient. However after a lifetime of smoking, older persons
may be reluctant to quit because, unlike younger age groups,
they see the damage as already done. The family may also not
support change, considering smoking to be one of the few
pleasures left to the elderly person. However, contrary to
common belief, smoking cessation in the older person leads
to substantial improvements in health,5,22,23 including a likely
decrease in the risk of reduced cognitive functioning and
Alzheimer’s Disease.24

Assessment and scales
Diagnostic considerations in the elderly

The DSM-IV definition of alcohol and drug ‘abuse’ or
‘dependence’ focuses on social and inter-personal
consequences of drug abuse, such as current legal, social or
inter-personal problems, and the failure in role obligations.
Concurrent lifestyle changes in later life, such as reduced
responsibilities and activities, and increased ill health may
make it more difficult to apply these criteria. Additionally,
while the diagnoses of abuse or dependence may apply to a
select few elderly persons, it is of limited relevance to the
vast majority of elderly patients who are ‘at risk’ or
experiencing ‘a risk’ associated with the increased impact
of alcohol, other drug use, or poly-pharmacy.

Patterns of substance use, where use is actually causing
harm, is often referred to as harmful use. This is defined in
World Health Organisation’s (WHO) International
Classification of Disease 10th Edition (ICD-10) as a pattern
of substance use that causes physical or psychological harm
for the individual. No specific level or pattern of substance
use is inferred. ICD-10 is therefore more appropriate as a
classification system for general assessment of the elderly
because of its ability to detect new situations where a non-
specific pattern of substance use confers a risk of or is
actually causing ‘early’ harm. ICD-10, however, does not
allow for the identification of ‘at risk’ persons.

At risk substance use is commonly referred to as hazardous
substance use and it is clearly significant in the assessment
and management of the elderly because it allows for the early
stage diagnosis of developing substance use problems and
initiation of early intervention before the development of major
physical or psychosocial problems. Many authorities define
hazardous or risky substance consumption (commonly alcohol)
as a regular daily intake. As already noted, levels of intake
applied to the general population cannot readily be extrapolated
to the elderly, and potential consequences such as risk of
diminished cognitive performance or injury due to falls are more
appropriate.

Wide differential diagnosis
Psychological and physical symptoms associated with

problem substance use in the elderly also typically mimic other
conditions, with substance use symptoms mistaken for those
of delirium, dementia or depression. Cognitive impairment
associated with drug misuse can be such that drug related
delirium or dementia may be wrongly labelled as Alzheimer’s
disease.25 Problem alcohol consumption is also associated with
worsening performance on dementia screening scales and may
cause difficulty in making an accurate diagnosis.26 Depression
for several days or more following prolonged, or high binge
drinking episodes may not indicate true depression.27 The result
is there being a wide differential diagnosis and commonly an
assumption that the presenting condition is unrelated to
substance misuse.28 Increased vigilance to discern these
presentations is necessary.

Timing of assessment
The elderly persons should be assessed for ‘at risk’, ‘harmful’

or ‘more significant’ alcohol and prescription drug use (eg abu-
se or dependence) as part of their regular physical examination
or reassessed following the identification of physical or
psychosocial indicators or following significant life change or
transitions (eg menopause, approaching retirement or retirement,
caretaker for an ill relative, death of a spouse, or movement to
supportive accommodation.14

Screening tests
Liver function and blood mean corpuscular volume, uric

acid, serum albumin and haemaglobin, gamma gluta-
myltransferase and aspartaite amino transferase are
commonly used in the clinical assessment for alcohol and
drug use. There is, however, preliminary evidence suggesting
that these alcohol related abnormalities are more frequent
amongst younger than older alcohol users.29 This may be, in
part, because problems with alcohol can occur with
relatively low levels of use.30 These tests should therefore
be used and interpreted with caution.

Context for and accuracy of assessment
An accurate history of drug consumption will depend much

on the skill of the interviewer and the context in which the
history is obtained. Assessment should take place in a
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confidential setting and in a non-threatening, non-judg-
mental manner. Older adults may not perceive their substance
use as problematic, particularly because their consumption
pattern may be similar to younger age groups or that of their
younger days. In addition, lack of awareness of the negative
physical, social and psychological effects also contributes
to under reporting.3 Non disclosure of drug use should
therefore not be automatically interpreted as denial. On the
other hand, patients who are aware of their ‘problem’ drug use
often feel guilty, or embarrassed about their use. A sensitive
approach to these varied presentations will result in a more
accurate assessment.

The use of stigmatising labels such as ‘alcoholic’ or ‘drug
abuser’ should be avoided. For those not suspected of abuse
or dependence, it is important to introduce the topic of alcohol
and drug use as an unremarkable behaviour, so that drug use is
seen within the spectrum of common human activities that
require detailed assessment. It is important that older adults
understand that information on drug use is necessary to ensure
a correct diagnosis, treatment, and to avoid potentially harmful
drug interactions.

Most consultations between older adults and their
psychiatrist lend themselves to collateral discussions about
substance use patterns. For example, alcohol and prescription
drugs can often affect how another medication is working, so
‘let’s review what you are currently using so we can maximise
the effect of this drug I am prescribing’.

Alcohol
For alcohol it is important to establish quantity and frequency

of consumption, as well as beverage type. From this information,
an average daily and maximum alcohol use at any single setting
can be calculated. The relationship of changes in alcohol use
patterns to cognitive functioning and accidental injury (eg falls)
should be identified.

With regard to alcohol, the three most useful questions are:
I. how many drinks do you consume each day?
II. how many drinks do you consume at any one session?
III. do you drink within half an hour of waking up in the morning?

These questions assist quantifying the risk of ‘problem’
alcohol use and in determining whether the person is
physically dependent. A ‘yes’ to question III indicates that
physical dependence is highly likely. The recommended levels
of alcohol use should be lower for the elderly than general
community, with many health authorities defining ‘unsafe’ use
for this group as regular daily intake of more than approximately
20 grams of alcohol per day for elderly males and 10 grams for
females.14,30 Questions I & III are also useful for assessing
tobacco consumption (replacing the word ‘drink’ with
‘cigarettes’). Again the first question quantifies the risk of
‘dependence’ and the third, whether the person is physically
dependent.

For alcohol, questions can also be posed about possible
physical and psychosocial sequelae and dependence. Two
screening tests are commonly used for the detection of alcohol
abuse or dependence in the elderly. The Michigan Alcoholism

Screening Test – Geriatric version (MAST-G)31 was specifically
developed for use with older adults and has a high level of
sensitivity and specificity for detection of alcohol abuse or
dependence amongst older adults. The CAGE,32 which uses
four simple questions, has also been validated for use in later
life. Importantly, the CAGE assesses lifetime use, so that it is
important to ascertain that the elderly person currently drinks
and to instruct that answers should relate to recent experience
(eg the last 12 months).

The CAGE and the MAST-G are, however, unsuited to the
identification of early stage (hazardous or harmful) alcohol use
amongst the elderly. The Alcohol Use Disorder Identification
Test (AUDIT)33 may prove more useful in the identification of
these early stage problem drinkers, although the MAST-G and
CAGE have been shown to out perform the AUDIT for detecting
alcohol abuse and dependence in elderly males.34

Prescribed medication
Information on prescription drugs centres on the quantity

(in number of tablets and milligrams or grams), the duration of
use and if the medication has been taken in accordance with
medical prescription. Co-use of medications with alcohol or
within 3 hours following alcohol use should be identified. As
with alcohol the relationship of changes in use patterns to
cognitive functioning and accidental injury (eg falls) should
be identified.

Collateral information
Any impairment to an individual’s cognition will interfe-

re with provision of information and of screening for alcohol
and drugs, and collateral participation from family members
or friends may be necessary. This type of secondary screening
should also be delivered in a confidential setting using a
non-confrontational approach which explains and
legitimizes the reason for secondary enquiry. For example,
‘I am endeavouring to establish the best management plan
for your mother to prevent ongoing falls and injury, and am
wondering whether use of other prescription drugs or alcohol
are important factors’.

Consent should always be sought from the patient first unless
the need to make a prompt diagnosis outweighs privacy
concerns. Corroborative history can also be obtained from other
treating professionals, such as general practitioners or from
past medical records.

Principles of management and treatment
Why treat at all

Psychiatrists and other medical practitioners should not be
pessimistic about achieving a significant and sustained change
in drug use in the elderly patient. There is increasing evidence
that the elderly patient is more likely to complete treatment35

with long term outcomes at least equal, if not superior to those
of younger people.36

Management of polydrug use
Inappropriate polypharmacy including co-alcohol use,
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especially where abuse or dependence is absent and the
elderly person is not aware of their problem use, can, assuming
cognitive competence, be dealt with by simply reviewing
and rationalizing drug use and providing clear and explicit
instructions. Educate about the effects of their drug use,
emphasizing personal effects since this is a stronger stimulus
to change behaviour than general information.

Given the vast extent of prescription, OTC and other drugs
often housed and used by the elderly, it may be difficult for
them to provide a comprehensive itinerary upon request. In
such instances, the ‘big bag’ approach may be beneficial.
Here the psychiatrist asks the elderly patient to empty all
medications (prescription, OTC) into a bag and bring them
to the next consultation. Drug use can then be reviewed and
rationalised.

Issues of co-use of other licit drugs such as alcohol and tobacco
can also be woven into the consultation. This ‘show and tell’
approach may also serve to reinforce appropriate drug use
patterns and should take place on an annual basis or following
the identification of significant indicators and life changes.

Hazardous and harmful drug use
Where hazardous or harmful alcohol and drug use is identified,

the least intrusive treatment option should be explored first.
The two most commonly used procedures are brief intervention
and motivational counselling.14

Many patients do not see their drug use as a problem and so
do not recognise any need to change. Accordingly, the
psychiatrist needs to be skilled in helping patients recognise
the true consequences of their drug use. Confrontation may
produce defensive behaviour in the patient, including minimising
the problem or denying its existence. An alternative to
confrontation is known as motivational interviewing or
motivational enhancement therapy.

Motivational interviewing
The goal of motivational interviewing is to encourage

the patient to determine if the harms associated with their
drug use outweigh the benefits and so assess if action is
required. Instead of the psychiatrist confronting the patient,
the patient is encouraged to discuss their drug use in an
open manner.

There are a number of techniques that can make motivational
interviewing more effective. These include:
• using summary statements from time to time: trying to

pull together the views of the patient into a coherent
statement;

• responding to resistance by reframing the patient’s statement,
e.g. “so you don’t think there are any negative aspects to
your alcohol use?”;

• encouraging and supporting patients whenever they make
statements about actively choosing or changing their
behaviour.

The techniques of motivational interviewing can be extended
to other behaviours including compliance with medication
schedules, dietary changes, exercise, etc.

Goal
Those who have early problem drug use, but are not

dependent, or have a dependence which is mild to moderate,
and who have good and stable psychosocial support networks
are more likely to be suitable for a goal of moderation of drug
use. The most widely accepted method of achieving a
moderation in drug use is by use of a brief intervention.

Brief intervention
Use of brief intervention has been shown to reduce the level

of hazardous or harmful alcohol and tobacco use, and harm
associated with this use.37,38,39 While the exact composition of a
brief intervention may vary, a number of common elements can
be identified. A typical brief intervention consists of a structured
therapy of short duration (5-30 minutes) which is offered to
help the individual to cease or reduce drug taking and commonly
includes motivational interviewing, information, and counselling
on problem solving strategies.

The components of brief intervention have been summarised
using the acronym “FRAMES”:
• feedback on the risk of drug use;
• responsibility for change lies with the patient;
• advice to change behaviour;
• menu of change options offered;
• empathetic style of interview;
• self-efficacy of the patient to change behaviour

emphasised.40

Withdrawal
Alcohol withdrawal is potentially life-threatening,

particularly in the elderly who have a higher risk of developing
complications such as dehydration, encephalopathy and
peripheral neuropathies. Inpatient withdrawal management is
clearly warranted for those elderly patient with significant
levels of alcohol or prescription dependency or poly
dependencies, or where there is significant comorbidity, either
physical (eg emphysemia, angina) or mental (eg suicidal,
depression) or the elderly are brittle or frail. Only where
physical dependency is mild, there are no significant co-
morbidities and there is a supportive framework to monitor
withdrawal and supervise medications should withdrawal at
home be considered.

Alcohol withdrawal syndrome is more protracted and severe
in older than younger adults.41,42 Commonly, the initial dose of
withdrawal drug should be one third to one half that used for
younger adults. This level is maintained for 24-48 hours then
tapered at a slower rate than for younger adults, with close
observation for negative clinical response.28

High dose benzodiazepine with long or intermediate half-lives
should not be used in detoxification of alcohol or psychoactive
prescription drugs, as they can accumulate in the body and
result in toxicity with cognitive impairment, interfering with ge-
neral functioning capacities, post-withdrawal and discharge.
Oxazepam or lorazepam where metabolism does not involve
hydroxylation by the liver are desirable for patients with
moderate to severe liver disease.42
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Since organic mental syndromes related to alcohol use (eg.
Wernicke’s encephalopathy & chronic alcoholic dementia) are
more common in the elderly, thiamine administration is
recommended as a standard part of treatment.43,44

Following withdrawal
Post-withdrawal the elderly patient should be closely

monitored to ensure they do not exhibit signs of the abstinence
syndrome, which may not occur until days or even weeks after
the withdrawal process is complete. This is especially where
physical dependence is associated with drugs of long half
lifetimes such as diazepine or methadone.

Cognitive dysfunction may persist for several weeks after
drug withdrawal and should therefore not be assessed until the
end of this window period until reversible cognitive impairment
is likely to have occurred.14

Alcohol and depressive symptoms
The relationship between alcohol consumption and

depressive symptoms is complex and a diagnosis of depression
should be made with care. For example, depression for several
days or more following prolonged, or high binge drinking
episodes may not indicate true depression27 although where
symptoms persist for several weeks treatment is indicated.45

Similarly, alcohol can increase lithium toxicity and enhance cen-
tral nervous system depression in persons taking tricyclic
antidepressants.

Long term management considerations in the elderly
In considering longer term treatment for the elderly it is

important to recognise age-related differences in leisure time,
medical comorbidity, social supports and other psychosocial
issues. Age-specific studies are few but indicate that cognitive
behavioural and self-management approaches are effective.
Improved treatment outcomes are associated with programs for
the elderly that emphasise social relationships and social
support and are slower paced. Wherever possible the extended
family should be involved.36,46

Important ingredients for any long-term management
plan are:
• where a specific group treatment is available and accepted,

it should be supportive and non-confrontational and
enhance person’s self-esteem;

• there should be a focus on coping with depression, loss of
social (eg recent retirement) or personal (eg spouse) and on
enhancing social networks and activities;

• there should be linkage with medical, social and support
services.

Alcohol: use of pharmacotherapy
Disulfuram is contraindicated in patients with cardiovascular

disease and other serious illnesses, and generally not
recommended because the elderly patient is more likely to
show significant distress to the alcohol-disulfiram negative
reaction. The opiate antagonist naltrexone, with a dosing re-
gime of 50mg per day has been shown to be well tolerated by

older men with reduced alcohol relapse shown compared to
placebo controls. Poor renal or hepatic function is a
contraindication to naltrexone.47

Tobacco
Intervention involves offering information, support and if

appropriate pharmacotherapy. Advise the patient that cessation
of smoking is associated with increased mobility and physical
function. Like younger people, older smokers fear weight gain,
loss of pleasure, failure and boredom in smoking cessation, so
the identification of ways to control weight increase, alternative
activities, and the provision of positive reinforcement are
standard components of the management strategy. Discuss the
management of insomnia associated with nicotine withdrawal
since this is already a common concern in the elderly, stressing
that symptoms are temporary.22

Older smokers should be considered for nicotine
replacement therapy and anti-craving pharmacotherapy as
long as contraindications such as unstable angina, recent
myocardial infarction or cerebrovascular events are not
contraindications.23,39

Sedative hypnotics and sleep
Where maturational changes in sleep patterns are seen by

the patient as abnormal and a reflection of medical ‘ill health’,
the use of hypnotics to ameliorate sleep is clearly inappropriate.
Here it is essential to destroy the myth of the “8 hour sleep”,
explaining the normal decrease in sleep time which occurs over
lifetime. Strategies include activities to encourage a delay in
retiring time such as later evening meal times, or a snack later in
the evening. Encourage exercise during the day (since this
promotes deeper sleep), a regular wake-up time, and the use of
bed for sleep only (not for worrying, reading, or watching
television). Patients should be advised to avoid daytime naps,
and immediately prior to bedtime reduced exercise, fluid intake,
heavy meals and caffeine, alcohol, drugs that interfere with
REM sleep.

Adequate pain management techniques are also important
to reduce insomnia and early waking, which is often related to
pain from osteoarthritis. In many instances use of a simple
analgesic such as paracetamol before retiring or when
awakened by pain, is all that is required to promote a good
night’s sleep.13

Where sleep problems are identified poor behavioural
practices need to be addressed prior to consideration of
benzodiazepine use. When hypnotics are used, short term (eg
5-7 days) use should be considered, with frequent monitoring.
At recommended therapeutic doses, longer acting
benzodiazepines such as temazepam and diazepam are more
likely to accumulate and therefore likely to produce residual
sedation, decreased attention, reduced cognitive functioning
and motor co-ordination and increased falls and accidents/in-
juries. Short acting benzodiazepines such as oxazepam and
lorazepam are more appropriate.28,42

Benzodiazepines are often first prescribed as a short-term
aid during a significant stressful life event such as bereavement.
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However the high rate of continued use leads to the question
of whether their use is better avoided. Again, in most cases of
short-term relief of anxiety and insomnia it may be prudent to
only prescribe enough medication for a few days. Many current
users of benzodiazepines first started during a period of hospi-
tal admission or acute stress. Routine hospital use because of
the noisy surroundings is not appropriate.

Conclusions
Researchers now recognise the high prevalence of drug

use and poly-pharmacy which affects as many as 17% of
older adults. However, despite this high prevalence of use
the assessment and management of substance use is
frequently absent from everyday psychiatric and general
medical practice,3 with older adults less likely to receive,
for example, a primary diagnosis of alcoholism, than their
younger counterparts.48,49

The reasons for this include the reluctance of many elderly
patients to report alcohol and drug use due to embarrassment
or lack of insight,50 and a low index of suspicion or reluctance
to diagnose on the part of the clinician.14

Given the expectation that doctors will be at the forefront of
providing advice and help, it is however unacceptable for
psychiatrists and others dealing with the elderly not to identify
and manage elderly patients’ alcohol and drug use. This means
that alcohol and drug use should be considered in all elderly
patients and a history of substance use appropriately blended
into the overall medical history taking.

The potential for decreasing the incidence and severity of
physical and psycho/social events following a reduction or
cessation in problem alcohol or other drug use means that
assessment and intervention should become one of the
cornerstones of management in this often disenfranchised and
vulnerable group.
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