
‘It would be too optimistic to suppose that 
the relative under-representation of subjects 
in the older age groups … is just explained 
by older people having generally got the 
treatment they required … it seems likely 
that this finding is in part a hint of the 
diminished life expectancy of the alcoholic.’ 
(Professor Griffith Edwards, 19671)

Over the past 50 years, increased life 
expectancy has changed the demographic 
structure of the UK population. This has had 
profound consequences for corresponding 
changes in lifestyle and health. Four years 
ago, we highlighted the alarming trend of 
rising alcohol misuse among older people 
in the UK.2 Even using more refined ways 
of measuring the burden of alcohol-related 
illness, hospital admissions that are wholly 
attributable to alcohol for people aged 
≥65 years in England have nearly doubled 
over the past 6 years (Figure 1).3 A rise of 
over >90% in the number of admissions 
for people aged ≥65 years far outstrips 
the rise in overall numbers of people in 
this age group.4 Therefore, strategies are 
clearly needed to address alcohol misuse by 
identifying and targeting appropriate areas 
for clinical intervention 

BARRIERS TO ASSESSING ALCOHOL USE 
AND MISUSE
Alcohol use and misuse in older people is 
easy to overlook in primary care settings. 
There may be unintentional ageism by 
carers, where sleep problems are attributed 
to someone being ‘always a poor sleeper’, 
or appetite problems labelled as a lifelong 
fastidiousness with food. Older people may 
be stigmatised and under-report their 
alcohol intake for fear of being labelled 
‘alcoholic’. In busy patient encounters, 
clinical evidence of alcohol misuse such as 
lack of energy and changes in mood may 
be misattributed to depression or physical 
illness. Additionally, stereotyping may mean 
overlooking substance misuse in older 
women.5

Although there may still be scope for 
opportunistic screening, other factors 
limiting access to treatment also exist. 
These include time constraints/competing 
demands and insufficient training. Even if 
older patients experience problems from 
their alcohol misuse, there may be a degree 
of therapeutic nihilism based on a perceived 
limited evidence base for treatment. All 

this is compounded by conventional rating 
scales having little relevance to older 
people, where alcohol-related harm may 
occur at lower levels of intake,6 and where 
associated problems reflect a very different 
range of psychosocial difficulties. 

Therefore, barriers to assessing alcohol 
use and misuse among older patients are 
substantial and may be preventing the 
provision of appropriate care for these 
patients.

MOVING TO AN INTEGRATED CARE MODEL
GPs have a central role to play in assessment 
(including screening) and brief intervention, 
as well as working with housing, social 
services and voluntary agencies to 
improve health and social care. However, 
there is also scope for developing further 
competencies such as adopting a non-
confrontational approach to assessment 
that is appropriately paced and that takes 
into account depression, loneliness, and 
loss. 

Age-appropriate screening instruments 
such as the Short Michigan Alcoholism 
Screening Test – Geriatric version [SMAST-G] 
show the greatest promise in detecting 
alcohol misuse, asking questions such as 
do you drink to ‘calm nerves’, ‘take mind off 
problems’, and ‘after a significant loss’.7

A positive screening result can then be 
followed up by using a Brief Intervention,8 
which can take less than 5 minutes. This 
involves giving information, advice, and 
encouragement to the patient to consider 
the positives and negatives of their drinking 
behaviour. It also includes support and help 
for the patient if they do decide they want to 
cut down on their drinking. They are usually 
‘opportunistic’ in that they are administered 
to patients who have not attended a 
consultation specifically to discuss their 
drinking. This is a likely scenario for older 

people who are at increasing or high risk 
of alcohol misuse. For dependent drinkers, 
secondary care services may be required.

THE INTERFACE WITH OLD AGE 
PSYCHIATRY, ADDICTION, AND 
GERIATRIC SERVICES
Community old age psychiatry services lack 
the expertise to assess and treat older 
people with alcohol misuse, but have the 
advantage of operating a home-based 
model of care. Delivering a service for older 
people with alcohol misuse remains an 
aspiration, although the development of 
knowledge, skills, and attitudes that bridge 
the divide between older people’s mental 
health and primary care shows promise in 
providing seamless care from assessment 
to care planning and intervention.5,9 Much 
of this service delivery has been based 
around older people whose alcohol misuse 
accompanies other mental disorders 
such as anxiety, depression, and cognitive 
impairment. Offering a multidisciplinary 
approach to assessment and care planning 
has shown outcomes such as rates of 
controlled drinking and abstinence that 
are comparable to those of mainstream 
addiction services.10

Addiction services have much to offer 
in terms of supervised treatment at home 
or admission for detoxification under 
medical supervision. Treating older people 
with medication is a subtly balanced 
judgement taking account of comorbidities, 
pharmacological treatments for these, 
interactions of prescribed medications with 
each other, and of course, with alcohol. After 
the acute phase, primary care may support 
more intensive psychological treatments 
such as motivational interviewing and 
cognitive behavioural interventions. In this 
way, patients can explore other strategies to 
cope without drink. 

Managing older people’s alcohol misuse 
in primary care

Editorials

“The provision of integrated care is central to improving 
health and social outcomes, and GPs are often at the 
centre of delivering such care for older people with 
alcohol misuse; also drawing upon expertise from old 
age, addiction and geriatric services.”
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Of course, the GP is in a prime position to 
monitor the patient regularly, and even if the 
patient has stopped alcohol use, there may 
be the temptation to substitute with other 
substances such as prescribed medications. 

The primary care team is likely to have 
a broad understanding of the patient’s 
attitudes to interventions and to become 
aware of any changes early on (bereavement 
or retirement, for example, or health 
concerns such as memory deterioration), 
which may precipitate, initiate or escalate 
drinking. The delivery of a Brief Intervention 
in primary care to change drinking behaviour 
has been shown to save up to £10 for every 
£1 spent.11Just as alcohol problems may 
be attributed to physical illness or ‘normal 
ageing’, so may physical problems be 
attributed to alcohol use and misuse. The 
physical consequences of alcohol misuse are 
legion and affect almost all systems of the 
body. Alcohol misuse may be a contributory 
factor to all of the geriatric giants: impaired 
intellectual function, immobility, instability, 
and incontinence. Maximising physical 
health is a vital component in helping 
patients (and carers), and assistance from 
memory clinics, falls and/or continence 
services should always be considered. 

The provision of integrated care is central 
to improving health and social outcomes, 
and GPs are often at the centre of delivering 
such care for older people with alcohol 
misuse; also drawing upon expertise from 
old age, addiction and geriatric services.

NEW WAYS OF WORKING THAT WORK 
BETTER
Older people whose alcohol misuse 
is masked by other medical and mental 
health problems, rationalised or denied 
by patients, and hidden by drinking in 

their own homes can be detected by an 
approach connecting a non-judgemental 
approach with one that is problem based. 
This can then be combined with measuring 
the quantity and frequency of drinking 
behaviour. Incorporating this approach into 
routine consultations is invaluable, as is the 
use of a Brief Intervention. Even beyond this 
stage of treatment, addiction, older people’s 
mental health and geriatric services have 
much to offer for an increasing population 
of older people with a growing need for 
timely assessment and intervention for an 
expanding problem.

There are considerable opportunities 
for GPs to improve the quality of life for 
older people with alcohol misuse. This can 
be achieved by the use of both planned 
and opportunistic screening as part of a 
general health review, particularly when 
accompanied by mental disorders, as well 
as coexisting alcohol-related physical 
problems. Improving referral to secondary 
care services will also help provide a 
seamless approach to improving care for an 
older population that will continue to weigh 
heavily on primary care.
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Figure 1. Trends in alcohol specific admissions to hospitals in England.
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