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Executive summary

Australia, like other developed countries, has a rapidly ageing population. While in 2016
only 15% of Australians were aged 65 and older, it is expected that by 2056 this figure will
increase to 22%. People are also living longer and in recognition, older Australians
(defined here as 65 years and older) have been categorized into three distinct age groups:
65-74 years (young-old), 75-84 years (older-old) and 85+ years (oldest-old). However,
these definitions are not applicable for all older Australians and as Aboriginal Australians
have a reduced life expectancy in comparison to the general population, the term older

Australian typically refers to an Aboriginal person once they reach 50 years of age.

Not only does Australia have an ageing population but we are also witnessing an important
demographic milestone as the first of the ‘baby boomer’ cohort, born in the postwar period

between 1946 and 1966, near, reach or pass retirement.

This is significant for many reasons. Firstly, this group is “challenging traditional
assumptions of passive and dependent ageing” (Kendig, 2017, p. 20). Secondly, they
appear to have more liberal attitudes towards psychoactive drugs than any previous
generation and thirdly, have higher levels of illicit drug use and misuse of pharmaceuticals

than any previous generation.

The aim of this this report was to explore the impact of alcohol, illicit drugs and the misuse
of pharmaceutical drugs (AOD) amongst older Australians. The report includes a detailed
literature review and the results from a survey that took place in August 2017 with 18 key
informants from across Australia. The aim of the literature review was to: examine rates of
AOD use amongst older Australians; review reasons for AOD use; describe some of the
problems associated with AOD use; examine the potential economic costs associated with
AQOD use amongst older Australians; and finally to examine the responsiveness of older

people to AOD related health advice.



Rates of alcohol, illicit drugs and the misuse of pharmaceutical drugs

amongst older Australians

Alcohol use
In 2016, almost 1 out of every 4 (24.3%) males and 7.7% of females, aged 65-74

was drinking, on average, more than 2 standard drinks per day.

In 2016, more than 1 out of every 5 (20.9%) males and 4.6% of females aged 65-74
was drinking, on average, more than 4 standard drinks per day at least monthly, but
not as often as weekly.

In 2015, 19% of Indigenous males and 4.7% of Indigenous females aged 55 and

over were drinking, on average, more than 2 standard drinks per day.

Ilicit drugs
In 2016, 6.3% of Australians aged 65 and older had used an illicit drug in the past

12 months. In 2001 this figure was 3.9%.

Between 2001 and 2016, the proportion of males aged 65+ using cannabis in the
past 12 months more than doubled from 0.6% to 1.3% and the rates amongst older
women increased five fold from 0.1% to 0.5%.

In 2016, amongst Australians aged 55 and older 0.2% had recently used cocaine,

0.2% methamphetamine and 0.2% had recently used ecstasy’

Misuse of pharmaceutical drugs
In 2016, 4.9% of women and 4.7% of men aged 65 and older reported using a

pharmaceutical drug for non-medical purposes in the past 12 months.
In 2016, more Australians aged 65 and older had recently misused pharmaceuticals
than the numbers who had used cannabis, cocaine, meth/amphetamine or ecstasy

combined.

Reasons for AOD use amongst older people

Alcohol

Actiology for alcohol use will vary from early-onset versus late-onset typology.

! These figures from the 2016 NDSHS have a relative standard error of 25% to 50% and should be used with caution



Older people drink alcohol to socialize, to relax, to celebrate special events, and to
deal with grief. Problematic and late-onset alcohol use is likely to be prompted by
psychosocial factors such as grief, loss, loneliness, homelessness, retirement, pain
and/or depression.

With continued improvements in medicine, the current generation of older
Australians is much healthier than previous generations. While this is a laudable
improvement, paradoxically this has weakened one of the major motivators for a

reduction in alcohol use-namely declining health with increased age.

Illicit drugs

There is very little research in Australia on the reasons that older people choose to
take illicit drugs. There is some suggestion that an early-onset, late-onset typology
may apply to illicit drugs. For early-onset survivors their continued use may have
become habitual and compulsive or for others their drug use is often quite
unremarkable and is seen as a normal aspect of life. Those who commence use later
in life appear to have been prompted by issues of grief, loss or through the

formation of new relationships with partners who use illicit drugs.

Misuse of pharmaceuticals

The limited literature suggests that rather than misusing pharmaceuticals to “get
high” most older people misuse pharmaceuticals to enhance or extend effects in
dealing with conditions, for which the drugs were originally prescribed. This

misuse may also result in ongoing dependency and prompt continued use.

Potential problems associated with AOD use amongst older people

As people age, their ability to metabolise drugs decreases, as does their body’s
water to fat ratio which can result in: increased drug concentrations; reduced liver
blood flow; and, decreased liver enzyme efficiency. There are also age-related
changes in neurotransmitter systems that can mediate drug effects in the brain. This
means that compared to younger people, a similar dose of alcohol, illicit drugs or
pharmaceuticals can cause greater impairment increasing the risk of significant

harm (e.g. falls).



The consequences resulting from falls suffered by older people are usually more
serious and longer lasting than those associated with younger people. More
complex medical conditions, secondary medical issues and longer recovery periods
can lead to comparatively longer periods of hospitalisation. The longer recovery
period and sometimes-permanent limitations on lifestyle can have significant

impacts on mental health.

Alcohol

There is a well-established association between alcohol and more than 60 types of
diseases, cancer, depression, and falls.

Heavy prolonged use of alcohol can have indirect effects on brain function
resulting in problems such as Wernicke-Korsakoff syndrome and may also have a
direct neurotoxic effect on the brain producing a form of ‘alcoholic dementia’.
Alcohol is contraindicated for many medications commonly prescribed for older
people and concomitant use can have serious consequences such as increasing the
risk of falls, motor vehicle accidents, gastric inflammation, liver damage and
overdose.

The presumption that moderate levels of alcohol have a protective effect on all-
cause mortality and have cardio-protective benefits remains contentious.

Rates for alcohol-related Emergency Department presentations have increased for
older men and women since 2005/06. There are higher rates of admission amongst

older women than older men and higher rates with increasing age.

Ilicit drugs

Engaging in long-term illicit drug use increases the window of exposure to a range
of illnesses and diseases.

Poly-drug use is common and this increases the likelihood of a range of adverse
outcomes including overdose.

Many illicit drugs are contraindicated for common prescription medications and
when combined can result in adverse reactions.

Older people with a history of illicit drug use are likely to be biologically much
older than their chronological age and have a range of chronic co-occurring

illnesses.
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Many older people with a history of illicit drug use delay or avoid accessing health
services because of stigma and previous experiences of discrimination by medical
staff. This lack of engagement with health services can result in lost opportunities

to assist individuals in improving their health.

Misuse of pharmaceutical drugs

Harms may be compounded by the mistaken belief that as a doctor has prescribed a
drug it is therefore ‘safe’.

Misuse of opiate-based medications can lead to complications with pain
management, dependence, hyperalgesia, gastro-intestinal disease, clotting
disorders, liver and kidney problems.

Benzodiazepines, sedatives and hypnotics have been linked with increased risk of
falls, confusion and hip fractures.

Pharmaceuticals pose significant risks if not taken as prescribed e.g. injecting a
substance which was designed to be swallowed can lead to severe circulation
problems.

Poly-pharmacy is common and there is a positive correlation between the number
of medications used and the potential for medication-related harms such as toxicity,
dysfunction, drug-drug interactions, dependence, insomnia and tolerance.

Many older people with a history of misusing pharmaceutical drugs and in
particular those with a history of injecting pharmaceutical drugs often delay or
avoid accessing health services because of stigma and previous experiences of

discrimination.

Economic costs associated with problematic AOD use amongst older

Australians

The literature examining the costs of AOD use among older people in Australia is
negligible.

In 2010, the cost of alcohol-related harm in Australia was reported to be $36 billion
and it has been estimated that illicit drug use cost in excess of $8.2 billion annually.

AOD use amongst older Australian will contribute to these costs.

11



Receptiveness of older Australians to health related messages on AOD

use and AOD treatment

Older men and women are receptive to discussing and receiving alcohol-related
health related information from both their GP and pharmacist. These clinical
conversations happen rarely.

Shame and embarrassment are significant barriers to older Australians initiating
conversations about alcohol use with health practitioners.

Shame, stigma and discrimination are significant barriers to clinical conversations
about illicit drug use and the misuse of pharmaceuticals.

Advances in e-based health promotion strategies may help overcome transport and
mobility issues faced by many older people. Such approaches may also facilitate
access to health information for those unwilling to discuss their concerns or ask
questions about their AOD use with their GP or other health provider.

Health related messages on alcohol, illicit drugs or the misuse of pharmaceuticals
need to be targeted, tailored and age-specific and may need to combat scepticism
and cynicism amongst older people and ageist attitudes amongst some health
professionals.

Evidence from overseas indicates that older people do as well, if not better than
younger people in alcohol-related treatment. There is only limited research related

to other drugs, making conclusions about efficacy difficult.

Key informant interviews

The major issues arising from the key informants interviews were:

AOD associated co-morbidity among older Australians is complex, problematic
and under-recognised.

There is a high degree of stigma associated with AOD use amongst older people
and this may prevent people from seeking assistance and compound poor health
outcomes.

There is a need for targeted and tailored prevention initiatives delivered across

multiple settings.

12



* There are limited treatment options for older people and this is further exacerbated
in rural and remote areas and for Aboriginal Australians.

* There is a need to raise awareness of AOD use with older Australians and with
professionals working with older people.

* Inter-sectoral partnerships across AOD and ageing sectors are required to develop
coordinated and comprehensive responses.

* There is an ageing cohort of opiate substitution clients transitioning into aged care.
These clients have complex issues. Enhanced clinical guidelines and transition
strategies/procedures are required.

* Adoption of the principles underpinning the Cultural Respect Framework need to
be applied to AOD use amongst older Indigenous Australians with significant
involvement from Aboriginal elders.

* Epidemiological research on AOD use amongst older Australians is required as is
research to establish evidence based best practice in relation to prevention and

treatment initiatives.

Implications

The ageing of the population and the current levels of AOD use amongst older Australians,
represent a significant public health issue, which projections suggest will greatly increase
in coming years. While, over recent years, there has been increasing attention on alcohol
use amongst older Australians the use of illicit drugs by older adults remains largely
unacknowledged and ignored. This needs to change, and to successfully address AOD use
by older people, we must accept that drug use has no age limits. This will require a

paradigm shift in our beliefs and concepts about ageing.

Recommendations

1. Tailored, targeted prevention initiatives that are age-specific and focused on the specific
risks and harms associated with AOD use amongst older people need to be developed.
These will need to: be relevant to diverse groups of older Australians across the country

and focus on the unique motivations that influence the behaviour of older people. They

13



may also need to compete against ageist attitudes amongst some health professionals
and some degree of cynicism and scepticism amongst older Australians.

. AOD use and ageing must be acknowledged within health, welfare and ageing, national
and jurisdictional policies, strategies and action plans with the aim of improving access
to treatment, education, information, and services for older people.

. Ensure that screening and assessment for AOD use and related problems amongst older
Australians becomes systemic and routine across all health settings.

. Incorporate information on ‘alcohol, illicit drugs, the misuse of pharmaceuticals and
healthy ageing’ into professional education and training for all health and welfare
professions at the pre-service and post-service levels. Training should also cover the
issues of stigma and discrimination to better ensure that ‘trust’ between older patients
and health practitioners can occur. Unless this happens harm will be compounded.

. Establishment of working parties at state and national levels and the development of
interdisciplinary teams who have specialised knowledge and clinical expertise in the
assessment and management of older people with complex comorbid (including AOD
use) issues. Such working parties are required to ensure that a multi and
interdisciplinary approach to best understand and respond effectively to alcohol and
other drug use amongst older Australians occurs.

. Increased funding for research on AOD use amongst older people. In particular
longitudinal and ethnographic research is required that examines:

a) The prevalence of alcohol, illicit drug use and the misuse of pharmaceuticals,
trajectories of use and the related bio-psycho-social harms experienced amongst
different groups of older Australians i.e. Aboriginal and Torres Strait Islander
peoples, older people in rural and remote communities, and in Culturally and
Linguistically diverse (CALD) communities;

b) The extent, variability and impact of long-term stigma and discrimination,
among those older Australians using, and experiencing harms related to, alcohol,
illicit drugs or misusing pharmaceuticals.

¢) The prevalence and outcomes of the early-onset late-onset typology for alcohol,
illicit drugs and the misuse of pharmaceuticals.

d) Effectiveness of different treatment models and options (i.e. in-patient versus
out-patient versus out-reach versus peer-support; mixed-age versus age-specific
etc.) for different groups of older people and for those who have co-occurring

physical and mental health issues or other impairment.

14



e) Effectiveness of different prevention messages and the optimum dissemination

methodology.

Conclusion

While AOD use amongst older Australians remains low in comparison to the rest of the
population, there are some worrying trends. People in their 60’s are now the age group
most likely to consume 5 or more standard drinks on at least five days per week and more
males and females in their 60’s had used an illicit drug in 2016 compared to 2013.
Additionally, females aged in their 50’s (who represent the next generation of older
Australians) are now the most likely age group of females to drink more than 2 standard

drinks per day.

In light of these findings and with the ageing of the population, innovative prevention and
intervention approaches targeted at potential older at-risk Australians are required. Such
approaches should consider elder-specific patterns of AOD use and the distinct medical
and mental health issues relevant to older people. Both the health, alcohol and other drug
and gerontology fields need to work collaboratively to ensure that we develop a much
greater level of understanding about AOD use amongst older Australians. Such an
understanding is required to ensure that time- and cost-effective methods of screening,
intervention and prevention options are developed so as to provide an optimal response to a
potentially vulnerable and growing population. In doing so we can enhance ‘healthy

ageing’ and simultaneously mitigate the ‘collision of conundrums’ of AOD and ageing.
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Chapter One: Introduction
1.1 Background

Since the latter part of the twentieth century, population ageing has been a defining
characteristic of all developed and many developing nations (Evans, 2000; Lynskey, Day,
& Hall, 2003; United Nations Department of Economic and Social Affairs Population
Division, 1998). In 1995, there were 566 million people aged 60 years or older constituting
10% of the world’s population (United Nations Department of Economic and Social
Affairs Population Division, 1998). The World Health Organization (WHO) estimate that
the proportion of the world’s population aged over 60 will increase to 22% in 2050,

representing 2 billion people (World Health Organization, 2015b).

In Australia, data from the Australian Bureau of Statistics indicate that in December, 2016,
the population in Australia was 24,385,600 persons (Australian Bureau of Statistics,
2017b). In 2016, Australians aged 65 years and older represented 15.2% of the population
(Australian Bureau of Statistics, 2017b) and this figure is expected to increase to 22% in
2061 and 25% in 2101 (Australian Bureau of Statistics, 2013) representing approximately
6.5 million people.

The population shift evident in Australia and elsewhere is due to a reduction in birth rates
and a simultaneous increase in life expectancy. In the year 2013/15 the average life
expectancy at birth for Australians was, 80.4 years for males and 84.5 years for females
(Australian Bureau of Statistics, 2016b) placing Australia in the top ten OECD countries
(OECD (Organisation for Economic Co-operation and Development), 2016).

As people reach old age they are at higher risk of developing chronic diseases, which may
result in disability and death. In 2016, there were 158,504 deaths in Australia (Australian
Bureau of Statistics, 2017c¢) and the leading causes of deaths were: ischaemic heart disease,
dementia (including Alzheimer’s), and cerebrovascular diseases (Australian Bureau of
Statistics, 2017¢). The WHO have concluded that ischaemic heart disease, stroke and other
types of cardiovascular disease caused 31% of all deaths globally and noted that harmful
alcohol use is associated with all of these diseases (World Health Organization, 2017),
Long-term risky alcohol use has also been linked to many other conditions common to

older populations such as mouth, pharyngeal, liver, colorectal and breast cancer, and has
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been cited as the seventh leading risk factor for people aged 50-69 years of age for total
burden of disease (Shield & Rehm, 2015).

Apart from caffeine, alcohol is the most widely used psychoactive recreational drug in
Australia (Australian Institute of Health and Welfare, 1999, 2002, 2005a, 2005b, 2007,
2017d). In the financial year 2015/16, the average Australian aged 15 years or older
consumed 9.7 litres of alcohol (Australian Bureau of Statistics, 2017a). The net
government revenue from alcohol taxation for the 2015/16 financial year was $6.2 billion
which represents a billion dollar increase from a decade earlier (Australian Institute of
Health and Welfare, 2007; Parliament of Australia, 2015). However, this revenue covers
less then half the cost of alcohol-related harm, which in 2010 was estimated at $14.4
billion (Manning, Smith, & Mazerolle, 2013).

Based upon results from the 2016 National Drug Strategy Household Survey (NDSHS),
about 77% of the Australian population aged 14 years and over had consumed alcohol in
the past 12 months, and 5.9% drank alcohol on a daily basis (Australian Institute of Health
and Welfare, 2017d). Since 2004, the proportion of people exceeding lifetime risk
guidelines have declined, but for the first time, more women aged 50-59 years of age
(13.0%) are exceeding the lifetime-risk alcohol guidelines than women 18-24 years of age

(12.8%) (Australian Institute of Health and Welfare, 2017d).

Similarly, while recent use (defined as use in the past 12 months) of illicit drugs, amongst
younger people (14-29 year olds) has decreased since 2001, the opposite has occurred for
Australians over 50. For people aged in their 50’s the rates of illicit drug use have
increased from 6.7% in 2001 to 11.7% in 2016. Similarly, for those 60 years and older the
rates have increased from 3.9% in 2001 to 6.9% in 2016.

There has also been a significant increase from 2013 to 2016 in the lifetime prevalence of
illicit drug use amongst Australians aged 60 or older. In 2013, 25% of males and 18% of
females had used an illicit drug in their lifetime, and in 2016, these figures increased to

30% of males and 22% of females (Australian Institute of Health and Welfare, 2017d).

Data from the 2016 NDSHS also indicates that 2.5 million people have misused a

pharmaceutical drug in their lifetime with pain killers/analgesics and opioids the most
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commonly misused class of pharmaceuticals. While, the highest rate of misuse was among
young adult (18-24 year old) males, use of ‘pain killers/analgesics and opioids’ was most

common among people in their 40’s (Australian Institute of Health and Welfare, 2017d).

With the significant ageing of the Australian population, even if current patterns of alcohol
and other drug consumption in Australia remain stable it is likely that there will be an
increase in the number of older Australians at-risk of alcohol, illicit and pharmaceutical
misuse related problems simply because of the increased numbers of older adults.
However, if, as some researchers have suggested, there is likely to be an increase in drug
usage amongst future generations of older people (Degenhardt, Lynskey, & Hall, 2000)
there may well also be a concomitant increase in the prevalence of drug related problems.
With this in mind, alcohol and other drug use amongst older Australians is poised to

become an increasingly important public health issue.

1.2 Project overview

This project involved seven components. These were:

1. Formation of an expert reference group which assisted with: identifying key
informants at the national level who could be contacted for input (see component 5
below); identifying grey literature; and, reviewing the draft and the final report. The
members of this expert reference group were: Professor Steve Allsop (National
Drug Research Institute, Curtin University), Mr. Gary Kirby (Director, Prevention
Services, Mental Health Commission, WA), Ms. Sheila McHale, (CEO of
Palmerston Association Inc.), and Mr. Mark Teale, (CEO, Council on the Ageing
(COTA) Western Australia).

2. Critical review of the international research literature on the problems associated
with long-term alcohol use and the effects on individuals’ cognitive function, rates
of drug use, reasons for drug use, and prevalence of AOD use amongst different
cohorts of older people.

3. Critical review and examination of the impact of AOD use to ascertain indirect
impact of AOD use 1.e. AOD related accidents and injuries and any economic costs
associated with increased need for residential age care or increased need for AOD

related treatment places.
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4. Critical review of the international and Australian research literature on the
receptiveness of older people to health related messages and optimum measures
and responses to reducing potential harm associated with AOD use amongst older
people.

5. Interviews with key informants (N=18) on critical issues related to AOD use and
ageing and potential opportunities in raising awareness about AOD use amongst
older people and health providers.

6. Development of a final report and formulation of recommendations including

identification of any gaps in the available evidence.

1.3 Terminology

1.3.1 Alcohol and other drugs (AOD)

In this report the term “alcohol and other drugs” refers to alcohol, illicit drugs and the
misuse of pharmaceuticals. Illicit drugs and the misuse of pharmaceutical are defined in
this report as:

1. Illicit drugs: drugs that are prohibited from manufacture, sale or possession in
Australia. For example, cannabis, cocaine, heroin and amphetamine-type
stimulants

2. Misused pharmaceutical drugs: drugs that are available from a pharmacy, over
the counter or by prescription, which may by subject to misuse - for example
opioid-based pain relief medications, opioid substitution therapies (OST),
benzodiazepines, over-the-counter (OTC) codeine and steroids. (Australian

Institute of health and Welfare, 2017 b).

1.3.2 Older Australians

The term older-person has been defined by the United Nations (2003) as any person over
60 years of age. However, in many countries, including Australia, the United Kingdom and
the United States, the term older-person has been used to refer to anyone aged 65 years and
older. As this definition can encompass people whose ages vary by many decades, the term
older-person has been further divided into three age groups (Australian Association of

Gerontology, 2005; Broe, 2004; Maddox, 1985; Selvanathan & Selvanathan, 2004). The
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oldest of the three groups, described as the oldest-old are people aged 85 years and older.
The older-old group includes those people 75 to 84 years of age and the young-old, are
aged 65 to 74 years (Broe, 2004). However, these definitions are not applicable for all
older Australians and as Aboriginal Australians have a reduced life expectancy in
comparison to the general population, the term older Australian typically refers to an
Aboriginal person once they reach 50 years of age (Department For Health and Ageing
Government of South Australia, ND). Therefore in this report the term older Australian
will generally refer to non-indigenous Australians aged 65 years and older and Aboriginal

Australians aged 50 years and older.
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Chapter Two: Literature review

The literature review commences with a discussion on the prevalence of alcohol, illicit
drugs and the misuse of pharmaceutical drugs amongst older Australians. Next the review
will examine the research literature on alcohol and other drug use amongst future cohorts
of older Australians. Following this is an overview of the possible reasons that may
explain why older people use alcohol, illicit drugs and/or misuse pharmaceuticals. A
discussion on available alcohol and other drug screening instruments and their
appropriateness for use with older people is followed by a review of the research on
alcohol, illicit, and pharmaceutical misuse-related harms with a particular focus on older

people.

Some of the physiological changes that occur with ageing and how these impact on AOD
use amongst older people will then be discussed prior to examining some of the potential
economic costs associated with AOD use amongst older Australians. The review will then
conclude with an examination of the receptiveness of older people to AOD health

messages and treatment initiatives.

The publications included in the literature review came from searching the following
databases: ProQuest, Science Direct, Medline, PsychLit and AgeLine. Searches of the
National Institute of Alcoholism and Alcohol Abuse (NIAAA) database, Cochrane
Collaboration and the Internet (Google and Google scholar) were also undertaken. In
addition, articles were sourced from the reference lists of accessed articles and
organisations such as the Australian Institute of Health and Welfare, Government of
Australia, Australian Bureau of Statistics, WHO, United Nations, NIAAA. This process

resulted in excess of 400 publications being included in the report.

The review of the literature commenced on 15 July 2017 and closed on 15 September

2017. Only publications that were printed in English were included in the report.
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2.1 Prevalence of alcohol and other drug use amongst older Australians

2.1.1 Alcohol use
Australia

The current cohort of young-old Australians was born during the years 1943 to 1952, the
cohort of older-old Australians between 1933 and 1942 and the oldest-old Australians
were born in the years prior to 1932. These were periods of tremendous social upheaval,

which included the Great Depression and the Second World War.

During the 1930°s the temperance movement was very influential in many countries,
including Australia, and there were strict restrictions on both the opening hours of licensed
premises and the numbers of liquor licenses issued (McAllister, Moore, & Makkai, 1991).
Such restrictions, coupled with the reduction in disposable income as a result of the
economic effects of the Depression, meant that the consumption of alcohol in Australia
was at an all time national low (McAllister et al., 1991; Norton, 1983). Consequently, in
comparison to later generations, Australians who grew up during this time had fewer

opportunities to drink heavily during their young adult lives (Hall & Degenhardt, 1998).

From 1930 until 1982, there was a steady increase in the apparent consumption of alcohol
in Australia. This peaked in 1982 at 9.8 litres of alcohol per capita (World Drink Trends,
2004). This declined to 7.3 litres of alcohol per capita in 2001/02 (World Drink Trends,
2004). In 2015, the apparent consumption of alcohol by Australians aged 15 years and
older was 9.7 litres per person per year, above the OECD average of 9.0 litres, placing
Australia as 14" overall in all OECD countries, but having the second highest level of
consumption amongst English speaking countries (Organisation for Economic Co-

operation and Development (OECD), 2017).

Results from the 1988 National Campaign Against Drug Abuse Survey, indicated that 21%
of men and 6% of women over 40 years of age were moderate to heavy drinkers, while
29% of men and 55% of women in this age group were abstainers or drank rarely

(Commonwealth Department of Community Services and Health, 1989).

22



Ten years later, Australian data from 1998 (when the present cohort of young-old were
aged between 36 and 45 and the current cohort of older-old were aged 46-55 and the cohort
of oldest-old were aged 56+) showed that amongst people aged 50 to 59 years, 61.6% of
men and 37.1% of women were regular drinkers (Higgins, Cooper-Stanbury, & Williams,
2000). In the 2004 National Drug Strategy Household Survey (NDSHS) (Australian
Institute of Health and Welfare, 2005b) there was no data provided for Australians aged 65
and older, but data for those aged 60 and older indicated that 62% of men and 39.7% of

women, drank alcohol at least weekly.

A frequent result from Australian national surveys on alcohol consumption has been the
relatively high prevalence of daily consumption amongst older age groups. Until 2007, all
data for Australians aged 60 and older was aggregated in NDSHS reports, making it
difficult to discuss trends for different cohorts of Australians aged 65 and older. But, based
on data for Australians aged 60 and older, in 2001, 16.1% of older people drank alcohol on
a daily basis compared to 8.3% of the population aged 14 and older. In the same year, of
the 13 million Australians who consumed alcohol in the prior 12 months, 2.5 million or
19% were aged 60 and older (Australian Institute of Health and Welfare, 2002). Moreover,
some 8% of Australian men over 60 years of age drank at levels that put them at-risk of
harm in the long-term and 13.2% drank at levels that placed them at-risk of short-term
harm. For women over 60 years of age, these figures were 4.4% and 4.6% respectively
(Australian Institute of Health and Welfare, 2002). Data gathered in 2004 were similar
(Australian Institute of Health and Welfare, 2005a).

However, as all data from people 60 years and older were aggregated, it is probable that
the drinking levels of the young-old were minimised by aggregating their data with that
from older age groups. This conclusion has been borne out by later NDSHS reports where
data for older Australians has been disaggregated and results indicate that with increasing

age there is a commensurate decrease in consumption.

Data that was interrogated from the 2016 NDSHS indicate that approximately 24% of
males and 8% of females aged between 65-74 were drinking at levels placing them at
lifetime-risk of harm as were 17% of men and 3% of women aged 75 and older. For more

detail see Table 1 and Figure 1.
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Table 1: Proportion of people aged S5 and older who drank above the 2009 NHMRC
guidelines for lifetime-risk by age and sex, 2007-2016.

Gender Low risk (a) Risky (b)

Males 2007 2010 2013 2016 2007 2010 2013 2016
55-64 58.2 572 55.2 54.5 29.8 28.6 29.6 28.8
65-74 573 57.9 54.9 57.9 25.8 25.0 26.0 243
75+ 59.2 59.6 58.6 58.1 18.0 16.7 15.5 16.8
Females

55-64 68.0 67.5 69.0 66.2 9.8 10.0 10.5 10.8
65-74 59.1 62.8 63.1 63.1 6.9 6.2 73 7.7
75+ 55.3 53.4 524 56.4 4.4 4.7 2.8 2.9
Persons

55-64 63.3 62.3 62.1 60.4 19.2 19.3 20.1 19.8
65-74 58.2 60.3 59.0 60.5 16.3 155 16.6 159
75+ 57.1 56.0 55.1 572 10.5 9.7 8.3 9.0

(a) On average, had no more than 2 standard drinks per day.
(b) On average, had more than 2 standard drinks per day.
(Australian Institute of Health and Welfare, 2017¢)

Figure 1: Proportion of people aged 65 and older who drank above the 2009 NHMRC
guidelines for lifetime-risk by age and sex, 2014-2015.
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Results also indicate that approximately 1 in 5 (20.9%) men aged 65-74 and 1 in 10

(10.8%) men aged 75 and older exceeded the NHMRC guidelines for single-occasion risk
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at least monthly. For women, the comparable figures were 4.6% for 65-74 year olds and

1.1% for 75 years+. For more detail see Table 2.

Table 2: Proportion of people aged 55 and older who drank above the 2009 NHMRC
guidelines for single-occasion risk by age and sex, 2007-2016.

Gender At least yearly but not monthly (a) At least monthly (b)

Males 2007 2010 2013 2016 2007 2010 2013 2016
55-64 12.5 11.8 10.6 11.4 313 31.4 31.8 32.0
65-74 7.8 7.0 6.6 7.2 20.0 19.1 20.8 20.9
75+ 5.7 3.6 3.9 3.9 9.3 9.7 8.4 10.8
Females

55-64 7.5 7.1 7.3 7.2 8.1 8.3 8.8 10.5
65-74 3.0 1.9 2.7 4.2# 3.1 33 4.7 4.6
75+ *0.8 *1.4 *1.3 22 2.7 2.5 *1.6 *1.1
Persons

55-64 9.9 9.5 8.9 9.3 19.0 19.9 20.3 213
65-74 5.4 44 4.7 5.7 11.5 11.1 12.7 12.6
75+ 3.0 23 24 2.9 5.7 5.5 4.6 5.4

(a) Had more than 4 standard drinks at least once a year but not as often as monthly.

(b) Had more than 4 standard drinks at least once a month but not as often as weekly.
#=-Statistically significant change since 2013

* Estimate has a relative standard error of 25% to 50% and should be used with caution.

When data for very high-risk drinking (defined as the consumption of 11 or more standard
drinks at least yearly) are examined, it is noteworthy that while there were significant
decreases for 16-17, 18-19 and 25-34 year olds, the rates increased for 55-64 year olds.
There were no changes for older Australians with 1.6% of 65-74 year olds and 0.9% of 75
+ year olds drinking at levels of very high risk of alcohol-related harm. For more detail see

Table 3.
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Table 3: Prevalence of drinking at levels of very high risk of alcohol-related harm
(consumption of 11 or more standard drinks) by age, 2010 to 2016.

At least yearly At least monthly

Persons 2010 2013 2016 2010 2013 2016
16-17 17.6 13.4 6.8# 9.9 10.4 4.6#
18-19 383 29.7 22.5# 26.7 16.4 12.7
20-24 37.3 33.9 31.2 22.5 18.2 16.1
25-34 29.1 27.7 25.04# 13.0 12.4 1.3
35-44 19.6 19.8 20.2 8.1 8.3 8.2
45-54 132 12.6 14.5 6.3 5.2 6.1
55-64 7.0 6.5 9.1# 3.4 2.8 4.3#
65-74 2.6 3.5 3.4 1.4 2.0 1.6
75+ 2.1 1.7 2.1 *1.1 0.9 0.9

# Statistically significant change between 2013 and 2016.
* Estimate has a relative standard error of 25% to 50% and should be used with caution.

(Australian Institute of Health and Welfare, 2017¢)

At the time of writing there were no data yet available from the Australia Institute of
Health and Welfare (AIHW) comparing alcohol use amongst older people living in rural
versus metropolitan areas. However, general population data indicate that people in remote
and very remote areas were more likely to drink alcohol in quantities that placed them at-
risk of harm from alcohol-related disease or injury than people in major cities.
Additionally, levels of alcohol use consistently increased in remote and very remote areas
and the proportion of those drinking at risky levels also increased with increasing

remoteness (Australian Institute of Health and Welfare, 2017d).

As the sample size of Indigenous Australians who completed the NDSHS was low, the
AIHW do not include any specific findings on AOD use amongst older Aboriginals.
However, general population data from the NDSHS show that Indigenous Australians are
more likely to abstain from alcohol (31%) than non-Indigenous Australians (23%) but

amongst those who do drink, a higher proportion drink at risky levels.

To include information on alcohol consumption amongst older Aboriginal Australians for
this report, the 2014-15 National Aboriginal and Torres Strait Islander Social Survey
(NATSISS) (Australian Bureau of Statistics, 2016a) was reviewed. While there was no

specific data on those aged 50 +, it would appear that the prevalence of lifetime-risk for
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both Indigenous males and females, aged 55 and over were lower than the rates for all non-

Indigenous males and females aged 55 to 74 years (See Table 4).

Although different reporting methods are used in the NATSISS and the NDSHS, it also
appears that the prevalence of single-occasion risk may be lower among Indigenous males
and females aged 55 and older when compared to Non-indigenous males and females aged

55-64, but not when compared to males and females aged 65-74 (See Table 4).

Table 4: Prevalence of lifetime-risk and single-occasion risk of alcohol-related harm
amongst Indigenous and Non-Indigenous Australians by age and sex.

Age Lifetime risk | Single occasion risk# (%)
(%)

Indigenous Males 55+ 19.0 27.8
Indigenous Males 45-55 29.3 447
Non-indigenous Males 55-64 28.8 32.0
Non-indigenous Males 65-74 24.8 20.9
Indigenous Females 55+ 4.7 7.8

Indigenous Females 45-55 11.3 25.1
Non-indigenous Females 55-64 10.8 10.5
Non-indigenous Females 65-74 7.7 4.5

(Australian Bureau of Statistics, 2016a)

# There is no information in the NATSISS that explains whether the percentages relate to people exceeding the guidelines on a monthly
or a yearly basis. The percentages from the NDSHS relate to the percentages of people exceeding the single risk guidelines on “at least a

monthly but not yearly basis”. This needs to be considered when viewing the data.

Comparisons with other countries

Internationally, various methodologies are used to assess alcohol consumption, alcohol-
related harm, hazardous-use and harmful-use, making it difficult to compare with
Australian prevalence data. The definitions of “older people” and “at-risk” consumption
have also varied internationally and this combined with the absence of a universal
definition of a ‘standard drink’ hampers comparisons between international studies.
Despite these limitations, there is some indication that older Australians are drinking at

similar or higher levels than counterparts in other countries.

The 2008-2012, National Survey on Drug Use and Health in the U.S, which included more
than 29,000 respondents aged 50 and older, indicated that 1.7% of those aged 65+ and
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4.3% of those aged 50-64 met criteria for an alcohol use disorder (Choi, Marti, & DiNitto,
2014). Results from the National Epidemiological Survey on Alcohol and Related
Conditions indicated that between 2001-02 to 2012-13 there was a 65% increase in the
rates of risky-drinking (defined as consuming more than 56g of alcohol per day for women
and 70g of alcohol per day for men) amongst Americans aged 65 and older increasing from
2.3% to 3.8%. Over this same period, the proportions meeting DSM-IV classification for
the presence of an alcohol-use disorder doubled from 1.5% to 3.1% (B. Grant et al., 2017).

In the UK, data from the 2016 Opinions and Lifestyle Survey indicate that 10.3% of those
aged 65+ reported drinking at high-risk levels (defined as >64g of alcohol for men and
>48¢g for women) on their last heaviest drinking session (Office for National Statistics,

2017).

Using levels of alcohol consumption to compare drinking in different countries, Gell,
Meier and Goyder (2015) concluded that the rates of “excessive drinking” (defined as
>32g ethyl alcohol/day for men and >24g /day for women) among 50-75 year olds were
higher in the U.K. than in Australia.

In other research which examined “at-risk” consumption (defined as more than 28g ethyl
alcohol/ day) older Australian men and women had higher levels of at-risk consumption

than those in either the U.S. or Asia (French, Sargent-Cox, Sarang, & Anstey, 2014).

2.1.2 Illicit drug use

Australia

Data from the 2016 NDSHS indicate that 37.1% of Australians aged 14 or older had used
an illicit drug (excluding pharmaceuticals) in their lifetime, and 2.5 million or 12.6% had
used an illicit drug in the past 12 months. Both these figures have remained relatively

stable over the past 15 years.

At the time of writing, no data cubes were yet available from the 2016 NDSHS and as the
data tables included in the ATHW report (Australian Institute of Health and Welfare,

2017e) have combined the misuse of pharmaceutical drugs with the use of all other illicit
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drugs, it is not possible to compare trends in the use of illicit drugs (excluding
pharmaceutical drugs) for older Australians. Hence the following information will be
limited to examining age and gender information on cannabis, ecstasy, meth/amphetamine
and cocaine (no data was included in the report on heroin use amongst Australians aged

55+).

In 2016, rates for the recent use (defined as use in the past 12 months) of cannabis among
younger age groups (14-39 years) are lower than in 2001. Conversely, rates of use amongst
those aged 65+ have more than doubled from 0.6% for men, in 2001 to 1.3% in 2016 and
from 0.1% for women, to 0.5% in 2016. Additionally, results indicate there has been a
slight, but statistically significant increase in recent use of cannabis among people aged
60+, from 1.2% in 2013 to 1.9% in 2016 (Australian Institute of Health and Welfare,
2017d). See Table 5 for more detail.

Because there were so few older Australians using other illicit drugs, data on cocaine,
ecstasy and methamphetamine for Australians aged 55+ were aggregated and no data was
included on heroin. For cocaine, ecstasy and methamphetamine, rates of recent use
amongst those aged 55+ has doubled from 0.1% to 0.2% (Australian Institute of Health and
Welfare, 2017¢). See Table 5 for more detail.
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Table 5: Recent use of cannabis, ecstasy, meth/amphetamine and cocaine
Australians aged 45 and older, 2001- 2016

amongst

2001 2004 2007 2010 2013 2016

Cannabis Males

45-54 6.9 8.9 9.6 10.3 10.3 13.4#

55-64 1.8 1.9 2.1 4.5 6.9 7.4

65+ *0.6 **0.1 *0.2 *0.2 0.9 1.3

Females

45-54 4.4 3.3 4.2 5.0 6.5 5.7

55-64 *0.7 1.1 0.9 1.9 3.1 3.6

65+ **0.1 *<(0.1 **0.1 **<0.1 | *0.4 0.5
Ecstasy Males

45-54 *0.2 *0.7 *1.3 *0.6 *0.9 *1.0

55+ n.p. n.p. **0.1 **<0.1 | *0.1 *0.3

Females

45-54 n.p. **0.1 *0.5 *0.3 *0.5 *0.2

55+ **<0.1 | <0.1 n.p. **0.1 *<(0.1 **<0.1
Meth/amphetamine Males

45-54 *0.4 *0.9 *0.7 1.0 1.4 1.7

55+ *¥*<0.1 | **<0.1 | *<0.1 *¥*<0.1 | *0.2 *0.3

Females

45-54 *0.3 **0.2 **0.3 *0.4 *0.4 *0.6

55+ **0.1 *¥*<0.1 | **<0.1 | **<0.1 | n.p. **<0.1
Cocaine Males

45-54 **0.1 *0.3 *0.8 *0.6 1.5 1.8

55+ **0.2 n.p. *¥*<0.1 | *¥*<0.1 | *¥0.2 *0.3

Females

45-54 *0.3 *¥*<0.1 | **0.1 *0.4 *0.5 *0.7

55+ **<0.1 | **<0.1 | n.p. n.p. *¥*<0.1 | **<0.1

* Estimate has a high relative standard error of 25% to 50% and should be used with caution
** Estimate has a high level of sampling error (relative standard error of 51% to 90%), meaning that it is unsuitable for most uses.
# Statistically significant change between 2013 and 2016.

Across all states and territories in Australia, there were very few significant changes in

illicit drug use by age group. However, for people aged 60 or older in Tasmania, the rates

of recent illicit drug use, increased from 3.7% in 2013 to 10.1% in 2016 (Australian

Institute of Health and Welfare, 2017d). People in their 60s+ now also make up a much

greater proportion of illicit drug users (this figure includes the misuse of pharmaceutical

drugs) increasing from 4.4% in 2001 to 10.9% in 2016. See Figure 2.
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Figure 2: Age distribution of illicit drug users and the general population aged 14 or
older, 2001 and 2016 (%)
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(Australian Institute of Health and Welfare, 2017b p. 57).

As with alcohol, there were no specific data available in the NDSHS report on levels of
illicit drug use amongst older Australians living in rural or remote areas. However,
population level data suggest that 25% of people in remote and very remote areas have
used an illicit drug in the last 12 months as compared to 15.6 % in major cities, 14.9% in
inner regional areas and 14.4% in outer regional areas (Australian Institute of Health and

Welfare, 2017d).

Similarly, there were no results in the 2016 NDSHS on the prevalence of illicit drug use
amongst older Indigenous Australians. However, data from the National Aboriginal and
Torres Strait Islander Social Survey 2014-15 indicate that 38% of men aged 45-54 and
14.6% of men aged 55 and older had used an illicit drug in the past 12 months. Amongst
women aged 45-54, 23.5% had used an illicit drug in the past 12 months as had 11.9% of
women aged 55 years and older (Australian Bureau of Statistics, 2016a). These figures
suggest that the rates for illicit drug use are higher amongst Indigenous than non-

Indigenous older Australians.
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Comparisons with other countries

On an international level, there is also evidence of increasing levels of illicit drug use
amongst older people (T. Anderson & Levy, 2003; D Rosen, 2004). Research from the
U.S. has shown that between 2002 and 2005 among adults aged 55-59, the prevalence of
illicit drug use increased from 1.9% to 3.4% (Satre, 2015).

More recently, data from the 2013 U.S. National Survey on Drug Use and Health indicated
that the rates of recent illicit drug use (defined as use in the past month?) amongst 50 to 54
year olds, increased from 6.7% in 2011 to 7.9% in 2013. Amongst those aged 60 to 64,
rates increased from 2.7% in 2011 to 3.9% in 2013. However, rates dropped for those aged
55 to 59 from 6.0% in 2011 to 5.7% in 2013 (National Institute on Alcohol Abuse, 2015).

Although there were no specific data in the U.S. on adults aged 65 or older, the figures do
suggest that illicit drug use is higher amongst older Australians (6.3%) compared to older
Americans. However, as the NDSHS asks participants about their use of any illicit drug
over a 12-month period, this is likely to result in a higher number of positive responses and

may therefore partly explain the differences between the two countries.

In relation to substance use admissions, data from the U.S., indicate that while the total
number of substance ‘abuse’ treatment admissions between 2000 and 2012 changed only
slightly, the proportion attributable to older adults increased from 3.4% to 7.0% (Chbhatre,
Cook, Mallik, & Jayadevappa, 2017).

In the U.K., national surveys such as the “Statistics on Drug Misuse” and the British Crime
Survey are restricted to sampling adults aged 16-59, making it impossible to compare U.K.
to Australian data on older people. However, data from the British Crime Survey indicate
that between 1998 and 2006/07 while illicit drug use among those aged 30-59 remained
relatively stable, drug use increased amongst those aged between 55 and 59 (C Beynon,

2009).

Illicit drug use: use of marijuana, cocaine, heroin, hallucinogens, inhalants, non-medical use of prescription
type pain relievers, tranquilizers, stimulants and sedatives.
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Data from the National Health Service (U.K.) also support the notion that illicit drug use
by older people is increasing, as hospital admission episodes as a result of “poisoning by
illicit drugs” amongst 65 to 74 year olds have almost trebled between 2005/06 to 2015/16
and more than doubled amongst those 75 years and older (National Health Service, 2017).

Similarly, research from Europe has shown that between 2002 and 2005 the proportion of
patients aged 40 and older being treated for opiate problems increased from 8.6% to 17.6%
(European Monitoring Centre for Drugs and Drug Addiction, 2008).

2.1.3 Misuse of pharmaceuticals

Australia

In 2016, based on data from the NDSHS, 4.8% of Australians misused a pharmaceutical
drug in the prior 12 months. There were very few gender differences in relation to the
reported misuse of pharmaceutical drugs and while the highest rates of misuse (6.2%) were
amongst males aged 18-24, the average age of those who misused any pharmaceutical drug

was 43 (Australian Institute of Health and Welfare, 2017d).

Data from the NDSHS also indicate that the rates for the misuse of pharmaceuticals has
increased for older males aged 65+, from 3.1% in 2001 to 4.7% in 2016. For older women,

rates have risen from 3.5% in 2001 to 4.9% in 2016. See Table 6 for more details.

When looking at specific pharmaceuticals, the rates of misuse of tranquilliser /sleeping
pills was higher amongst younger (20-29 year olds) than older age groups, but the misuse
of pain killers/analgesics and opioids was highest amongst those aged 40-49. The types of
pain killers and opioids most commonly misused in the prior 12 months by men and
women aged 45 and older were: OTC codeine products (75.2%) prescription codeine
products (32.2%), oxycodone (9.4%), tramadol (4.8%), morphine (3.7%), gabapentinoids
(2.0%) and fentanyl (0.9%) (Australian Institute of Health and Welfare, 2017¢).

As with illicit drugs and alcohol, no data were available on pharmaceutical misuse among

older Australians in rural and remote areas but population level data suggests that use was
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approximately 4.6% in major capital cities, increasing to 8% in remote and very remote
areas (Australian Institute of Health and Welfare, 2017d). There were no data in either the
NDSHS or the National Aboriginal and Torres Strait Islander Social Survey on

pharmaceutical misuse amongst older Indigenous Australians.
The misuse of pharmaceuticals amongst those aged 65+ is significant because the figures
indicate that older Australians are misusing pharmaceuticals in greater numbers than those

using cannabis, cocaine, ecstasy and meth/amphetamines combined.

Table 6: Recent misuse of pharmaceuticals by age and sex, 2001- 2016

Gender 2001 2004 2007 2010 2013 2016
Males

45-54 3.6 34 34 3.0 357 5.3#
55-64 3.3 2.8 *2.4 2.8 497 4.1
65+ 3.1 34 3.8 5.0 441 4.7
Females

45-54 3.1 3.1 34 3.8 4.4" 4.8
55-64 3.0 2.8 3.0 3.5 4.37 3.6
65+ 3.5 3.9 3.9 4.5 4.31 4.9

* Estimate has a relative standard error of 25% to 50% and should be used with caution

** Estimate has a high level of sampling error (relative standard error of 51% to 90%), meaning that it is unsuitable for most uses.

Comparisons with other countries

While international evidence is limited, concern has been voiced in both the U.S. and the
U.K. about the misuse of prescription and OTC medications by older people (Royal
College of Psychiatrists, 2011; Substance Abuse Mental Health Services Administration,
2012). In terms of prevalence data, AARP Public Policy Institute, (Dean, 2017) concluded
that in the U.S., in the prior year, 1.2% of adults 65 and older were misusing painkillers,
0.6% were misusing tranquillizers, and 0.4% had misused sedatives. Of those who had
misused painkillers, 70% had sourced the drug from one or more doctors and 27% had

sourced them from a friend or relative.
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2.2 Alcohol and other drug use amongst future generations of older
Australians

Australian surveys have consistently shown that people consume less alcohol as they get
older and are less likely to use illicit drugs (Australian Institute of Health and Welfare,
2005b, 2014a, 2017d). While declining health and increased frailty have long been
associated with cessation of alcohol use (N. Khan, Wilkinson, & Keeling, 2006; Moos,
Brennan, Schutte, & Moos, 2005; Stall, 1987), with the improved health of recent
generations of older people, this may no longer be the case. While the improved health of
successive generations of older Australians is laudable, paradoxically, this trend has
weakened one of the major motivators for a reduction in alcohol and recreational drug use-

namely declining health with increased age (Dowling, Weiss, & Condon, 2008).

Additionally, while earlier cohorts of older Australians grew up at a time in which there
were significant negative moral attitudes towards alcohol or other drug consumption
(McAllister et al., 1991; Oslin, 2000b), the present/coming generation of older people (the
‘baby boomer’ generation) lived through a period in history in which there was
considerable experimentation with a range of illicit drugs and a greater acceptance of both

alcohol and other drug use (Huber & Skidmore, 2003; Oslin, 2000b; Pearson, 2001).

This has lead a number of authors to predict that higher levels of alcohol and other drug
use may occur amongst future cohorts of older people (Gfoerer, Penne, Pemberton, &
Folsom, 2003; Gilhooly, 2005; A. Moore et al., 2005; Moxon & Waters, 2016). This
influence of a ‘time-period-cohort effect’ on changing patterns of AOD use has been
demonstrated internationally (Freudenheim et al., 2005; Gfoerer et al., 2003; Gilhooly,
2005; Kerr, Greenfield, Bond, Ye, & Rehm, 2009; Kerr, Greenfield, Bond, Ye, & Rehm,
2004; Preston & Goodfellow, 2006). The influence of a ‘cohort effect’ has also recently
been examined in Australian research by Livingston et al (2016) who found significantly
lower levels of alcohol consumption in the most recent born cohorts of Australians, with a
peak in consumption occurring amongst women born between 1955 and 1964, and a peak

amongst males born between 1975 and 1989.

Compounding difficulties estimating the prevalence of alcohol and other drug use amongst

future cohorts of older Australians are indications that while many people reduce their use
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of alcohol and other drugs with age, others will continue with their usual level of use,
while others commence AOD use late in life. This typology has been referred to as early-
onset versus late-onset use (Gossop & Moos, 2008; Kist, Sandjojo, Kok, & van den Berg,
2014; McGrath, Crome, & Crome, 2005; R. Nicholas, A. Roche, N. Lee, S. Bright, & K.
Walsh, 2015b; Tavani, Negri, Franceschi, Talamini, & LaVecchia, 1994); or early-onset
‘survivors’ versus late-onset ‘reactors’ (European Monitoring Centre for Drugs and Drug

Addiction, 2008).

For example, early-onset drinkers are those individuals who have a long history of alcohol
use, whereas late-onset drinkers, commenced drinking or increased their drinking in older
age, often in response to stressful life events, for example loss of a spouse, or to cope with
loneliness, self-medication for pain and sleeping problems (Wilkinson, Allsop, & Dare,
2015). There are some indications that as many as one-third of alcohol-dependent older
drinkers only develop these problems after 45 years of age (Nicolien, Sandjojo, Kok, &
van den Berg, 2014) and other research indicating that some people may not commence
problematic drinking until after 60 years of age (R Atkinson, 1990; Barrick & Connors,
2002).

While the majority of research investigating the early-onset/late-onset typology has
occurred with alcohol, there is also some suggestion that this typology applies to the
misuse of pharmaceuticals and to a lesser extent - the use of illicit drugs (Wu & Blazer,
2011). For example, there may be some older people who have a long history of misusing
pharmaceuticals (early-onset), while there may be an even larger group who only
commence doing so, later in life as a coping mechanism for pain, depression, loneliness,

anxiety, sleeping problems etc. (Nicholas, Lee, & Roche, 2011).

With evidence that chronic pain is a significant issue for many illicit opioid dependent
individuals (Kamali-Sarvestani, Motiallah, & Ghaffarinejad, 2014; Rosenblum et al.,
2003), and with the increasing incidence of chronic pain with age, opioid substitution
treatment (OST) older clients are particularly at-risk of misusing pharmaceuticals in a late-

onset typology.

There has been very limited longitudinal research with illicit drug users into middle age

and beyond, and even less with illicit drug users who have had no contact with health or
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welfare services, making it difficult to estimate just how common the late-onset-early-
onset typology is. However, in a small qualitative study in the U.K. (Roe, Beynon,
Pickering, & Duffy, 2010) with older clients attending drug treatment services; subjects
matched the early versus late-onset typology. Research from the U.S. also supports the
early versus late typology for illicit drugs, but suggests that late-onset illicit drug use may
account for less than 10% of illicit drug use amongst older people (M. Taylor & Grossberg,
2012).

The early-onset versus late-onset typology highlights the heterogeneity of older people and
their patterns of drug use. In addition to the early-onset/late-onset groups, there will also be
older people who have formerly used alcohol, illicit drugs or misused pharmaceuticals and
stopped; and another group who commenced use while young and over the past decades
have had intermittent periods of cessation and intermittent periods of use. Each of these
distinct typologies has differing aetiologies and differing symptomologies; and makes

predictions about AOD use amongst future generations of older Australians difficult.

However, what the evidence does show is that recent cohorts of young Australians are
drinking less. These trends are not however replicated among older people, and in
particular, amongst women born between 1955 and 1974. Similarly, while the recent use of
any illicit drug (including the misuse of pharmaceuticals) amongst the population aged 14
years and older has reduced from 16.7% in 2001 to 15.6% in 2016, the rates amongst older

Australians have increased from 3.6% to 6.3%.

As younger Australians are drinking at lower levels and fewer are taking illicit drugs than
in previous decades; it is possible that when this group reaches “older age” their levels of
AOD use will be lower than the current generation of older Australians. Paradoxically,
however, as younger Australians are drinking less and taking fewer illicit drugs, they may
be a healthier cohort when they reach “older age”, and consequently have less reason to

reduce their AOD use.
In summary, predicting what AOD use amongst older Australians will look like in the next,

10, 20 or thirty years is difficult, but there is no doubt that with the ageing of the

population AOD use amongst older Australians will have important public health
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implications and it is therefore timely that comprehensive flexible responses are developed

sooner rather than later.

2.3 Why older people use alcohol, illicit drugs or misuse pharmaceutical
drugs

The status, acceptance and use of any drug may be explained by a range of environmental
factors, such as advertising, family and peer influences, sanctions, laws; drug factors, such
as pricing, availability, effects; and individual factors such as beliefs, and expectations.
Consideration of these three factors is a feature of both the public health (W. Miller &
Hester, 1995) and Zinberg’s (1984) model of drug use. People use alcohol, or any other
drug, because they perceive its use to have beneficial pharmacological effects, because it
provides membership of a social group and/or because its use is reinforced through
participation in social rituals (D. Moore, 1996). As described by Room (1977),
understanding the reasons for alcohol or any drug use amongst individuals in the
community and understanding the reasons for AOD use amongst those individuals who
have developed significant AOD related problems are different propositions, highlighting
that the reasons for AOD use will vary greatly.

2.3.1 Alcohol use

In research conducted in New Zealand, by Khan, Wilkinson and Keeling (2006) social
reasons were nominated as the most common reasons for drinking amongst a sample of
100 current drinkers aged 65 years and older. Similarly in Scotland, research by D.
Nicholson et al.(2017) reported that alcohol use was most often framed in terms of

pleasure, relaxation, socialising and ways to mark the passage of time.
In research with older Australian men and women, Wilkinson (2008) reported the reasons
for alcohol use were many and varied and included using alcohol to socialise with friends

and partners, to relax, to celebrate special events, and to deal with grief.

Illness and pain, stress, boredom, to replace meals, to keep warm and loneliness have also

been cited as reasons for drinking amongst older people (Alcohol Concern, 2002; B. B.
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Brown & Chiang, 1984; Clough, Hart, Nugent, Fox, & Watkins, 2004; Glynn, Bouchard,
LoCastro, & Laird, 1985; Patterson & Jeste, 1999; Zimberg, 1978).

Some of the reasons for drinking will also vary between “social” drinkers and older
“problem” drinkers and between early-onset versus late-onset drinkers. In Australian
research, Ilomaki et al. (2014) reported that dealing with chronic pain was strongly
associated with daily drinking, while binge drinking was significantly associated with
concomitant anxiety. Similarly, Gilson, Bryant and Judd (2014b) who conducted research
with over 400 community dwelling Australian men and women aged 60 and over, reported
that, 5.6% of the sample specifically indicated that they used alcohol to self-medicate their
pain. Finally, in other Australian research with community dwelling older adults who were
classified as “problem” or “non-problem” drinkers, the problem drinkers were much more
likely to drink alcohol to help them sleep, to relax, to manage physical symptoms, to forget
worries, to feel more self-confident, to deal with being depressed or nervous and to cheer-

up, than non-problem drinkers (Gilson, Bryant, & Judd, 2017).

Some authors (Alexander & Duff, 1988; Ekerdt, DeLabry, Glynn, & Davis, 1989; Perreira
& Sloan, 2001) have also argued that retirement can lead to an increase in alcohol
consumption as retirement can lead to a loss of status, a sense of role-lessness (sic) and
feelings of social marginalisation. Additionally, retirement may provide greater
opportunities for alcohol consumption because people are subject to fewer restrictions (e.g.
work commitments) and thus experience fewer adverse social consequences when they
drink. Finally, retirees may also become involved in subcultures such as retirement
communities in which permissive drinking norms may be encouraged (Dare, Wilkinson,

Allsop, Waters, & McHale, 2014).

There has also been a body of research examining why people choose to stop drinking and
such knowledge is equally as important as understanding why older commence or continue
with drinking alcohol. One of the major reasons cited for cessation has been because of
deterioration in health (Graham, 1998; Green & Polen, 2001; N. Khan et al., 2006; Moos et
al., 2005; Paganini-Hill, Kawas, & Corrada, 2007; Poikolainen, Vartiainen, & Korhonen,
1996; Rice et al., 2000; Straus, 1984; Vahtera, Poikolainen, Kivimaki, Ala-Mursula, &
Pentti, 2002; Vogel-Sprott & Barrett, 1984).
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The view that people will reduce their alcohol consumption if their health deteriorates was
originally proposed by Stall (1987) who developed the morbidity hypothesis to explain the
reduction in alcohol consumption with increasing age. According to the hypothesis, as the
prevalence of chronic disease increases amongst older people, fewer individuals consume

alcohol because of the fear that to do so would aggravate their medical conditions.

There has also been research conducted in the U.S. and Australia indicating that older
drinkers would reduce their consumption if they believed this would be beneficial for their

health and if their doctor advised them to do so (Borok et al., 2013; Wilkinson et al., 2016).

In summary, the reasons for alcohol use amongst older people is multifaceted and range
from using alcohol to celebrate special events to using alcohol on a daily basis to deal with
pain, loneliness and loss. Australia’s long history with alcohol consumption, has given
alcohol a unique place in Australia culture, and prompted research and discussion on why
older people drink. However, the same is not the case with illicit drugs where research

remains quite limited making discussions on the varied reasons for use difficult.

2.3.2 Illicit drug use

Data from the 2016 NDSHS indicate that very few older Australians use illicit drugs. For
example, less than 0.2% of Australians aged 55 or older had used cocaine, ecstasy or
meth/amphetamine in the prior 12 months and approximately 1% of Australians aged 65 +

had recently used cannabis.

Such low levels of use may partly explain why so little ethnographic research exploring
illicit drug use amongst older Australians has occurred. As a consequence of the paucity of
research, our knowledge of why older people commence or continue illicit drug use is

patchy at best (Moxon & Waters, 2016).

For those older people who have continued with their use of illicit drugs (either
intermittently or continuously) it has been suggested that this occurs as drug use has

become a normal part of their everyday life (C Beynon, 2009; Gfoerer et al., 2003). Indeed,
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research with older heroin users has found that many people continued to use, because
‘being a heroin addict’ was part of their identity and as a subsequence, they had been
unable to transcend their past, assimilate into non-using social groups or cease their use of

the drug (T. Anderson & Levy, 2003; Hamilton & Grella, 2009).

Conversely, in U.K. research on illicit drug use through the life-course, Moxon and Waters
(2016) concluded that for some older adults, their illicit drug use was not a central feature
of their identity, and they had been able to continue with their drug use, while
simultaneously engaging in other more conventional pursuits. Indeed in this research with
older adults, drug use was often a routine and a quite unremarkable aspect of their lives.
These results from individuals who had successfully kept their drug use ‘hidden’ were very
different from the findings discussed in the work by Hamilton and Grella (2009). The
results also highlight that reasons for use will vary not only from person to person, and
drug to drug but will depend on whether the drug is used in a social versus compulsive

manner.

There has also been some interesting research with older cannabis users. For example,
Chatwin and Porteous (2013) who interviewed 23 long-term cannabis users, reported that
perceived health benefits and a “pursuit of pleasure” were equally strong motivators for
use. The authors also reported that despite changes in peoples’ circumstances, and
subsequent changes in patterns of use, including periods of complete abstention, subjects
consistently found ways to sustain or restart their use. Chatwin and Porteous described this
sample of long-term cannabis users as “a fairly conventional group of adults, who happen
to be regular and long term cannabis users as well as parents, partners, employees and

friends” (p.250-252).

Finally, Parker, Williams and Aldridge (2002) have also argued that with the greater social
acceptance of cannabis and of “sensible recreational drug use”; some forms of illicit drug
use have become normalized and this may partly explain some of the reasons that older
people commence or continue with their illicit drug use. This normalization theory has also

been supported by Lau et al (2015), who has also postulated that this acceptance
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(particularly of cannabis), may also lead to increased drug use amongst older adults in the

future.

Some older people will use illicit drugs for pain management and other forms of self-
medication (Yarnell, 2015). Nicholas et al (Nicholas et al., 2015b) have also argued that
the medicalization of cannabis for the treatment of pain and other conditions may prompt
use among older people; and that the high levels of prescription opioid use among older
people may act as a gateway to heroin use. However, until more research is undertaken,

explanations of illicit drug use amongst older Australians remains speculative at best.

2.3.3 Misuse of pharmaceutical drugs

In their comprehensive report on pharmaceutical use, Nicholas et al (2011) highlighted the
complexities surrounding the misuse of pharmaceuticals in Australia and acknowledged
that older Australians are a high-risk group for the misuse of prescription and OTC drugs.
Indeed, older people have several unique risk factors that can explain why the misuse of
pharmaceuticals occurs. For example, older people are more likely to have a number of
chronic co-occurring conditions than younger people and as a consequence are also more

likely to be prescribed medications.

Older adults who take multiple medications may encounter difficulties remembering to
take all their medications at the right time and in the correct dose and those with hearing
or vision loss, may also find it difficult to read or understand medication instructions
(Sollitto, 2017). Though such behaviours often commence as unintentional, they can,
escalate into dependence leading to intentional misuse. That is, over a period of time the
person may become physically dependent on a substance and will seek continued doses to
avoid withdrawal. Where these drugs will be procured from will vary but there is
anecdotal evidence of drugs such as fentanyl being sold or stolen as a form of drug

currency, (Lucy Barbour, 2017).
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Older adults who live with chronic pain or illness may also experience depression or
anxiety, which can also prompt use and misuse (Storr and Green, 2015). Older people with
a history of long-term illicit drug use may also be experiencing mental health issues which
may precipitate the use and possible misuse of prescription medications (Hamilton &

Grella, 2009).

Rather than primarily misusing pharmaceuticals to “get high”, international research
(Substance Abuse Mental Health Services Administration, 2017) indicates that 63.4% of
adults misused prescription pain medications to relieve physical pain, 11.7% of adults did
so to ‘feel good or get high’; 10.9% did so to relax or relieve tension, and 4.5% misused
the medication to help with sleep. Similarly, 46.2% misused benzodiazepines or other
tranquillisers to help relax or relieve tension; 21.2% did so to help with sleep, 11.0% did
so to feel good or get high; and 10.9% misused the drugs to help with feelings or emotions

(Substance Abuse Mental Health Services Administration, 2017).

According to Friedman (2017) these are the same reasons that prompt older people to
misuse the same substances. In other words, most people whom misuse prescription and
OTC drugs are doing so for the very reasons that the drugs were originally prescribed, with

comparatively few misusing to get high.

There is also evidence from the Australian Injecting and Illicit drug Users League (2011)
that some older people have misused pharmaceutical opiates for economic reasons. That
is, pharmaceutical opiates were seen as a cheaper alternative to black market powders.
Similarly, Nicholas et al, (2001) also suggested that for some people the regular costs
associated with dispensing of OST were an incentive for people to obtain and misuse

pharmaceutical benefit scheme (PBS) subsidised opiates instead.

Finally, Storr and Green (2015) have concluded that: cognitive impairment, poor health
(chronic pain, disabilities, sensory deficits), insomnia, previous and/or concurrent
psychiatric co-morbidities (i.e. depression), change in social status /activity (retirement,

reduced mobility/ability to function, boredom), bereavement, stress and/or reduced coping
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skills (family conflict, financial resources), previous substance use disorder and/or
concurrent drug use, family history of drug use disorders, properties of the substance (use
of multiple substances), social isolation (living alone, loss of family and friends, living in a
rural area, nonmedical use and dangerous prescribing practices, are all factors that may
explain both the use and possible escalation of use of illicit drugs and the misuse of

pharmaceuticals among older adults.

2.4 AOD screening instruments

In recognition that people who use alcohol or other drugs may experience problems, a
range of screening and diagnostic instruments have been developed internationally.
However, as many of these were originally developed for use with younger people or for
the general population, questions have been raised about their appropriateness for older
people (F. C. Blow & Barry, 2014; Bright, Fink, Beck, Gabriel, & Singh, 2011; Dawe,
Loxton, Hides, Kavanagh, & Mattick, 2002); Gfoerer et al., 2003; Graham, 1986; King,
Van Hasselt, Segal, & Hersen, 1994; O'Connell, Chin, Cunningham, & Lawlor, 2003;
Rehm & Manthey, 2017; Schofield & Tolson, 2001; C. Taylor, Jones, & Dening, 2014).
These concerns have centred on questions of recall impairment for older people, concerns
that older people may not exhibit the same adverse social, legal and occupational
consequences of AOD use as younger age groups; and that lower levels of consumption
may be required to accurately screen for “at-risk” consumption amongst older people (F.
C. Blow & Barry, 2014; Fink & Beck, 2005; Lakhani, 1997; Luttrell et al., 1997,
O'Connell et al., 2003; Rehm & Manthey, 2017). The information below will briefly
describe some of the commonly used screening instruments and discuss their

appropriateness for older Australians.

Commonly used alcohol screening instruments include:

* The Alcohol Use Disorders Identification test (AUDIT) (Saunders, Aasland,
Babor, de le Fuente, & Grant, 1993). The AUDIT is a ten-item screening
instrument developed by a WHO collaboration and is designed to screen for a
range of drinking problems and in particular for hazardous and harmful
consequences. A shortened version is the AUDIT-C that contains five of the

AUDIT questions. The AUDIT and AUDIT-C have been found to be valid
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screening tools when the cut off points were adjusted for age (Aalto, Alho, Halm,
& Seppa, 2011). In Australian research, Draper and colleagues have concluded that
a cut-off score of 5 in the AUDIT-C was recommended for older men and women

(B. Draper et al., 2015).

* The Michigan Alcoholism Screening test (MAST) (Selzer, 1971).The MAST is a
24-item screening tool designed to identify and assess alcohol ‘abuse’ and
‘dependence’. Shortened versions of the MAST include the 13-item SMAST and
10-item BMAST. The Short Michigan Alcoholism Screening Instrument -
geriatric version (SMAST-G) was developed as the first short-form ‘alcoholism
screening’ instrument tailored specifically for older adults. A score of 2 or more

“yes” responses suggests an alcohol problem (F. C. Blow et al., 1992).

* The CAGE (Ewing, 1984) is a four-item screening instrument (have you ever felt
you should Cut down? Does others criticism of your drinking Annoy you; Have
you ever felt Guilty about your drinking? Have you ever had an “Eye Opener” to
steady your nerves or get rid of a hangover?) designed to identify and assess

potential alcohol abuse and dependence.

In the U.S., organisations such as The Substance Abuse and Mental Health Services
Administration (SAMSHA) recommend the use of screening tools such as the SMAST-G
with older clients as the first step in a screening, brief intervention, referral to treatment
(SBIRT) protocol (Naegle, nd). The American Geriatrics Society suggests using the CAGE
questionnaire (Ewing, 1984) as a screening tool for alcohol dependence. However, a study
by Moore and colleagues (A. A. Moore, Seeman, Morgenstern, Beck, & Reuben, 2002)
found that less than half off those screening positive on either the SMAST-G or the CAGE
screened positive on both measures, reflecting that the instruments may be capturing

different elements of at-risk drinking.

The U.S. Preventive Services Task Force (U.S. Preventive Services Task Force, 2013)
recommends three screening instruments for use in the primary care setting and these are:
the Alcohol Use Disorders Identification Test (AUDIT), the abbreviated AUDIT-
Consumption (AUDIT-C) and single question screening asking: How many times in the

past year have you had 4 or more drinks in a day?
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There do not appear to be recommendations from health or government agencies in
Australia about specific screening tools, but the AUDIT and AUDIT-C have been
commonly used in Australia across a range of settings and with a range of older people
(Gilson et al., 2013; Gilson, Bryant, & Judd, 2014a; Gilson et al., 2017). Draper and
colleagues have specifically investigated the accuracy of the AUDIT in a number of
studies with older Australians (65 to 74 years) and have endorsed its use with this

population (B. Draper et al., 2017).

Another screening tool that has been developed specifically for older people is the
Alcohol-Related Problems Survey (ARPS) (Fink, Beck, & Wittrock, 2001; Fink, Hays,
Moore, & Beck, 1996; Fink et al., 2002). An Australian version of the ARPS has also been
developed and used as part of the Older Wiser Lifestyle program in Victoria (S. Bright &
C. Williams, 2017).

The Alcohol, Smoking, Substance Involvement Screening test (ASSIST) developed by the
WHO (WHO ASSIST Working Group, 2002) has also been used both nationally and
internationally with older people (R. Khan et al., 2012). The ASSIST includes eight
questions covering tobacco, alcohol, cannabis, cocaine, amphetamine type stimulants,
inhalants, sedatives, hallucinogens opiates and ‘other drugs” and takes about 10 to 20
minutes to complete and can be administered by either a clinician or can be self-completed.
There has also been research from the U.S. indicating that an audio-guided computer
assisted self-interview format of the ASSIST may be a valid alternative to the clinician
administered approach and hence of benefit in streamlining screening in primary health
care settings (McNeely, Strauss, Rotrosen, Ramautar, & Gourevitch, 2015) The ASSIST
has been used with older Australians in both geriatric hospital and community health
settings (B. Draper et al., 2017) and Australian researchers are also investigating the utility
of a modified version of the tool with older Australians (L. Cusack et al., 2016; L. Cusack
et al., 2015).

In addition to tools such as the ASSIST, the Australian Treatment Outcomes Profile
(ATOP) has recently been validated in an older population attending a specialist AOD
service in Sydney (Lintzeris et al., 2016; Monds et al., 2017) and holds promise as a useful
clinical tool for monitoring clinical outcomes. The ATOP is a one page instrument taking

approximately ten minutes to complete and examines substance use (alcohol, amphetamine
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type substances, benzodiazepines, cannabis, opioids; self-reported physical health,
psychological health and quality of life) over the prior 28 days and has been adapted from

the validated Treatment Outcomes Profile for Australian settings.

Screening for inappropriate medication prescribing in older people can be undertaken
using screening tools such as the STOPP (Gallagher, O’Connor, & O’Mahony, 2011).
Additionally, there have also been survey instruments developed for assessing whether
pain patients are appropriately using opiate medications e.g. the 31 item Prescription Drug
Use Questionnaire, but there remain only very limited options around the development of
psychometrically sound tools to screen and assess for other psychotropic medication use

(Bloor & Watts, 2015; Satre, 2015).

In summary a range of screening tools are currently available that can be systematically
utilised in Australia. With general practice, general hospital wards, emergency departments
and community health and welfare settings being ideal places in which screening should
take place (Wilkinson, Lintzeris, & Haber, 2009). Such settings are recommended as older
Australians present at these settings frequently, and often for conditions which are ideal for

collateral discussions of AOD use.

2.5 Alcohol-related harms and benefits

Alcohol is “no ordinary commodity” (World Health Organization Department of Mental
Health and Substance Abuse, 2004). Globally, the WHO estimate that 3.3 million or 5.9%
of all deaths are from harmful alcohol use and 5.1% of the global burden of disease and
injury 1is attributable to alcohol (World Health Organization, 2015¢). Research also
indicates that there is a causal relationship between alcohol consumption and more than 60
types of disease and injury (English et al., 1995; Gutjahr, Gmel, & Rehm, 2001; Ridolfo &
Stevenson, 2001; Single, Robson, Rehm, Xie, & Xi, 1999; World Health Organization,
2015c¢) and recent Australian research has indicated that a one litre decrease in annual
alcohol consumption per capita is associated with a reduction of male liver cancer by 15%

across a twenty year period (Jiang, Livingston, & Room, 2017).
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Conversely, moderate alcohol use (often defined as up to 20 grams of alcohol per day) has
previously been considered to have a protective effect on all-cause mortality (Bridevaux,
Bradley, Bryson, McDonell, & Fihn, 2004; Dawson, 2000; Richard Doll, Peto, Boreham,
& Sutherland, 2005; Greenfield, Rehm, & Rogers, 1999; M. Gronbaek et al., 1998;
Holman, English, Milne, & Winter, 1996; Lin et al., 2005; Nielsen, Schnohr, Jensen, &
Gronbaek, 2004; Noale et al., 2005; Paganini-Hill et al., 2007; Renaud, Gueguen, Siest, &
Salamon, 1999; Simons, McCallum, Friedlander, Ortiz, & Simons, 2000; White, 1999) and
to reduce the incidence of coronary heart disease (R Doll, 1997, 1998; Ellison, Rothman,
Zhang, & Djousse, 2005; Emerson, Shaper, Wannamethee, Morris, & Whincup, 2005;
Fuchs et al., 1995; D. M. Goldberg, Hahn, & Parkes, 1995; M Gronbaek, 2002; Hillbom,
1998; Holman & English, 1996; Jackson, 1994; A.L. Klatsky, 2002; McLaughlin et al.,
2010; Single et al., 1999; Svardsudd, 1998; van Trijp et al., 2005). Because of this
presumed protective effect, the WHO concluded that moderate alcohol use prevented

71,000 deaths in men and 277,000 deaths in women in 2001 (Rehm et al., 2004).

However, a few individual-level studies had failed to substantiate this protective effect in
men (Hart, Smith, Hole, & Hawthorne, 1999) and women (Kaye Middleton Fillmore et al.,
1998; Maskarinec, Meng, & Kolonel, 1998). After conducting a meta-analysis of 54
published prospective mortality studies, Fillmore ef al. (2006) concluded that the evidence
for a J-shaped risk curve for alcohol use and all-cause mortality was the result of
systematic misclassification error whereby participants who had reduced or stopped

drinking due to ill-health or ageing were categorised as abstainers.

More recently, (Naimi et al., 2017) who also investigated the impact of selection bias on
associations between moderate alcohol consumption and potential protective effects
supported the views of Fillmore et al and concluded that mendelian randomization studies
have found no protective effect for low-dose alcohol consumption on either dementia,
hypertension or coronary heart disease. The research by Naimi and colleagues is also
supported by a large scale mendelian randomization study conducted with older Australian
men assessing mortality and alcohol consumption (Almeida et al., 2017). These findings

challenge the assumption that low dose alcohol consumption confers protective effects.

Alcohol-related burden is linked to two dimensions of consumption: average volume of

consumption and patterns of drinking (World Health Organization, 2015c; World Health
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Organization Department of Mental Health and Substance Abuse, 2004) and there have
been a number of authoritative reviews of the literature on alcohol use and harm (P. A.
Anderson & Baumberg, 2006; Rehm et al., 2003; Single, Ashley, Bondy, Rankin, & Rehm,
2000; World Health Organization Department of Mental Health and Substance Abuse,
2004). In the following section, these and more recent publications will be reviewed, with

emphasis given to the implications of the findings for older people.

2.5.1 Alcohol and cancer

In Australia in 2010, it was estimated that 3,208 (2.8%) of all new cases of cancer were
attributed to alcohol consumption (Cancer Council of Australia, 2017). The World Cancer
Research Fund and the American Institute of Cancer Research found probable evidence
that alcohol increased the risk of colorectal and breast cancer even at very low levels of
consumption (The World Cancer Research Fund and American Institute for Cancer
Research, 1997). Since this time, a number of authors have concurred that there is strong
evidence of a linear relationship between breast cancer and alcohol (Corrao, Bagnardi,
Zambon, & Arico, 1999; Hamajima, Hirose, & Tajima, 2002; Lew, 2008; Oslin, 2000a;
Smith-Warner et al., 1998). Oslin (2000a) concluded that the risk of breast cancer was 35%
higher in women who drank 36 grams to 48 grams of alcohol per day and 67% higher in
women who drank more than 48 grams of alcohol per day compared to those women who
did not drink or drank very little. In an assessment of 53 epidemiological studies Hamajima
et al. (2002) reported an increased cancer risk of 7.1% for every additional ten grams a day
increase in alcohol intake. This has significant implications for Australia as breast cancer

is the second most common cancer in the nation (Cancer Council of Australia, 2017)

Alcohol has also been estimated to be the leading cause of liver cirrhosis in developed
countries (Corrao, Arico, Zambon, Torchio, & DiOrio, 1997; Corrao, Bagnardi, Zambon,
& Torchio, 1998; English et al., 1995). Based upon the plethora of available evidence, The
World Cancer Research Fund International have now concluded that alcohol increases the
risk of six cancers: breast, bowel, mouth/throat, oesophageal and stomach (World Cancer
Research Fund International, nd) and that to prevent these cancers, it is best not to drink

any alcohol.
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The majority of research does seem to indicate an almost linear dose-response relationship
between volume of drinking and the relative-risk of cancer (World Cancer Research Fund/
American Institute for Cancer Research, 2007; World Health Organization Department of
Mental Health and Substance Abuse, 2004) with the Australian Cancer Council concluding
that: alcoholic drinks are carcinogenic to humans and there is no evidence of a safe
threshold of alcoholic consumption for avoiding cancer or that cancer risk varies between

types of alcoholic beverages (Cancer Council of Australia, 2017).

2.5.2 Alcohol and cardiovascular disorders

Most studies have suggested that low-level alcohol consumption offered some protection
against ischaemic stroke (which occurs from a blockage of an artery supplying blood to
the brain) (Beilen, Puddy, & Burke, 1996; Hillbom, 1998; Keil, Chambless, Doring,
Filipiak, & Stieber, 1997; Kitamura et al., 1998; Knuiman & Vu, 1996; Sacco et al., 1999;
Thun et al., 1997; Wannamethee & Shaper, 1996); with research indicating that
consumption levels of up to 24 grams per day reduced the risk, whereas consumption of

60 or more grams per day increased the risk (Reynolds et al., 2003).

For haemorrhagic stroke (which follows bleeding from a blood vessel within the brain), the
weight of evidence suggests an increase in risk for males even at low-levels of
consumption (Berger et al., 1999; Hart et al., 1999; Jackson, 1994; Sacco et al., 1999);
while for females the meta-analyses of Ridolfo and Stevenson (2001) indicated a protective
effect for drinking below 40 grams of alcohol per day, but an eight-fold increased risk for

drinking above these limits.

Additionally, hypertension and other cardiovascular disorders such as cardiac arrhythmias
or heart failure appear to be adversely affected by alcohol (H. S. Friedman, 1998; A.L
Klatsky, 1995; Puddey, Rakic, Dimmitt, & Beilin, 1999; Rosenqvist, 1998; U.S.
Department of Health and Human Services, 1997; Wood, 1998) particularly when levels
exceed 350ml per day (Panagiotakos et al as cited in (Kalla & Figueredo, 2017).

Although there have now been more than 100 epidemiological studies suggesting that

moderate alcohol consumption is cardio-protective (Gulbransen & McCormick, 2007)
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(Kalla & Figueredo, 2017), some critical literature has found that people who never drink
were at no greater risk than light drinkers (K. M. Fillmore, Kerr, & Bostrom, 2003; K. M.
Fillmore et al., 2006). Because of the systematic error of misclassification that has
occurred in much research (K. M. Fillmore et al., 2006), the contention surrounding
alcohol’s cardio-protective effect is likely to continue (e.g. (Ellison, Harding, et al., 2007,
Ellison, Wannamethee, et al., 2007; Rimm et al., 2007). It is however noteworthy, that
neither the WHO nor the National Heart Foundation of Australia recommend consuming
alcohol to prevent cardiovascular disease (Cancer Council of Australia, 2017). While
research continues, the comment by Goldberg (2003) is also particularly relevant: “If
alcohol were a newly discovered drug (instead of one dating back to the dawn of human
history) we can be sure that no pharmaceutical company would develop it to prevent

cardiovascular disease”(p.164).

2.5.3 Alcohol and cognitive function

Several longitudinal and cross-sectional studies have shown an association of light
drinking (up to 20/10grams of alcohol per day for men and women respectively) with a
reduced risk of cognitive impairment and dementia (Bryan & Ward, 2002; Cassidy et al.,
2004; DeCarli et al., 2001; Deng et al., 2006; Ganguli, Bilt, Saxton, Shen, & Dodge, 2005;
Lo, Woodman, Pachana, & Byrne, 2014; Lyndsay et al., 2002; McGuire, Ajani, & Ford,
2007; Rodgers et al., 2005; Ruitenberg et al., 2002; Zimmerman, McDougall, & Becker,
2004). Conversely, other research shows no association (Kalapatapu, Ventura, & Barnes,
2017; Kumari et al., 2014; Truelsen, Thudium, & Gronbaek, 2002; Tyas, Manfreda, Strain,
& Montgomery, 2001) or an acceleration in cognitive deterioration (Anttila et al., 2004)
and the development of early-onset dementia (McMurtray, Clark, Christine, & Mendez,
2006) and others have highlighted the high rates of dementia and cognitive impairment
amongst older clients attending AOD specialist services (Monds et al., 2017) and mental

health services (Rao, 2016).

In a systematic review of epidemiological studies of alcohol-related dementia, Cheng and
colleagues (Cheng et al., 2017) reported that in early-onset dementia, alcohol-related
dementia (ARD) accounted for 10% of cases. In another recent systematic review
conducted by Xu and colleagues (Xu et al., 2017) of a possible dose-response relationship

between alcohol and dementia, the authors concluded that at doses of 12.5g/day the risk of
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dementia was decreased, hitting bottom at (RR=0.9) at approximately 6g/day while

drinking above 38g/day elevated the risk of all cause dementia.

Much of the published research demonstrating a protective effect in relation to cognitive
impairment has methodological anomalies that may reduce their validity. In highlighting
how altering methodologies can alter results, Kalapatapu et al (2017) who was
investigating the association between alcohol and cognition, initially found that data
appeared to support the existence of a protective effect at low level of consumption.
However, when mendelian randomization took place and adjustments were made for age,

education, sex, race, and smoking, all previously significant associations disappeared.

In an interesting Norwegian study (Nicolien et al., 2014) which investigated cognitive
performance and age of onset of drinking (early-onset, late-onset, very late-onset) amongst
a group of older male and female alcohol dependent drinkers, all reported similar levels of
cognitive functioning but all were below average compared to a healthy control group. One
possible conclusion from this research is that the adverse effects of alcohol on cognition
are apparent in older alcohol dependent drinkers, irrespective of the onset of their alcohol

use.

This has significant implications and could be explained by the increasing vulnerability of
the ageing brain i.e. as suggested by Nicolien et al (2014), brain damage due to heavy
alcohol use at a younger age has a ceiling effect, while late-onset of heavy use may
accelerate the cognitive deterioration often seen as part of the normal ageing process. Such
an “increasing vulnerability hypothesis” (Nicolien et al., 2014) is supported by earlier work
by Pfefferbaum and colleagues (Pfefferbaum, Sullivan, Mathalon, & Lim K. O, 1997) who
reported that despite a similar total lifetime consumption of alcohol, older drinkers

exhibited more frontal lobe atrophy than younger drinkers.

In addition, heavy prolonged use of alcohol can have indirect effects on brain function
resulting in problems such as Wernicke-Korsakoff syndrome and may also have a direct
neurotoxic effect on the brain producing a form of ‘alcoholic dementia’ (Rota-Bartelink et

al., 2011; Royal College of Psychiatrists, 2011).
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2.5.4 Alcohol and depression

Depression and alcohol use disorders are strongly linked across the lifespan, and this co-
morbid association persists into later life (R Atkinson, 1999; B. F. Grant & Harford, 1995).
The current state of research suggests a causal link between alcohol use disorders and
major depression, with increasing levels of alcohol increasing the risk for depression
(Boden & Fergusson, 2011; Churchill & Farrell, 2017; Graham & Massak, 2007; Graham
& Schmidt, 1999; Hassin, Goodwin, Stinson, & Grant, 2005; Rodgers, Korten, Jorm,
Christensen, & Henderson, 2000). Boden and Ferguson have concluded that the presence
of an alcohol use disorder doubles the risks of being diagnosed with depression and vice a

versa (Boden & Fergusson, 2011).

Conversely, Haynes, Farrell, Singleton, Meltzer, Araya, Lewis and Wiles (2005) concluded
that hazardous and dependent drinking were not associated with incident anxiety or
depression and in Australia, Tait and colleagues (2012) reported that those who were

“always abstinent” had increased odds of depression.

The relationship between alcohol and depression is therefore complex, and more research
is needed that attempts to identify whether alcohol use may lead to depression, whether
depression leads to alcohol use or whether those who are abstinent are more likely be
depressed because they are less socially interconnected and have less social support

(Lucas, Windsor, Caldwell, & Rodgers, 2010).

2.5.5 Alcohol and trauma

There is increasing evidence of a positive link between alcohol consumption and trauma
(Chikritzhs et al., 2003; Deutch et al., 2004; O'Connell et al., 2003; World Health
Organization, 2007). According to the WHO (2007), half of all deaths attributable to
alcohol are from injuries and 20.4% of injury cases at emergency departments involve
alcohol. According to Chikritzhs and Pascall (2005) alcohol-related falls were the most
common condition leading to hospitalisation among 65 to 74 year old Australians. In the
U.K., Mulinga (1999) reported that amongst patients aged 65 and older who had an ICD-9

diagnosis of alcohol dependence or abuse, 50% were admitted to hospital due to a fall.
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Research from the U.S. (Zautcke, Coker, Morris, & Stein-Spencer, 2002) found that of
older patients who screened positive for alcohol at the Emergency Department, 50%
presented for a fall related injury, while 37% presented as a result of a motor vehicle
related injury. Sorock et al. (2006) reported that amongst people aged 55 and over, having
12 or more drinks a year was associated with a 50-70% increase in the risk of motor

vehicle crashes and falls.

There is also considerable evidence that when an older person has a fall the consequences
will be much more severe as compared to a younger person. For example in a study of fall-
related trauma, serious injury was recorded in 32% of patients 65 and older who had fallen
compared to only 11% amongst the younger age group (Sterling, O’Conner, & Bonadies,
2001). Additionally, evidence indicates that the percentage of falls resulting in fractures
increases from 5.5% amongst young people to 15.1% amongst older people (Talbot,
Musiol, Witham, & Metter, 2005). Complications from a fall are also usually much more
catastrophic for older patients, with a U.S. study indicating that only 22% of older people

could live on their own after being released from hospital following a fall (Botek, 2017).

In a meta-analysis that included 18 prospective cohort studies, Zang, Yu, Yu and Qu
(2015) reported that a non-linear relationship existed between alcohol consumption and the
risk of hip fracture. Compared to non-drinkers the pooled RR of hip fractures were 0.88 for
light alcohol consumption (0.01-12.5g/day), 1.00 for moderate consumption (12.6-
49.9¢g/day) and 1.71 for heavy alcohol consumption (>50 g/day).

In Australia, Peel, McClure and Hendrikz (2006) reported that consumption of less than
two standard drinks per day for older men and one standard drink per day for older women
had a significant protective effect on the risk of hip fracture, but above these levels, this
disappeared. While the authors do not explain alcohol’s protective effect, it is possible that
the use of alcohol amongst the group was a marker of general good health. The fact that
never smoking, playing sport in older age and practicing a greater number of preventive
medical care behaviours was also predictive of a reduced risk of hip fracture strengthens
the plausibility of this explanation. However, research from Sweden found there was no
statistically different rate of falls amongst older people (65+) who tended to binge drink

(consumed more than one bottle of wine on an occasion) but rather it was age and a
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sedentary lifestyle which were the primary predictors of falls (Helgadottir, Moller, &
Laflamme, 2015).

Australian research that focused on the possible involvement of alcohol in relation to river
drowning’s (Peden, Franklin, Leggat, & Aitken, 2017) found that alcohol was involved in
40.8% of all cases of drowning’s and over the period 2002 to 2012, the 55-64 year age
group recorded the highest proportion (50.5%) of drowning cases with known alcohol

involvement.

2.5.6 Alcohol and concomitant medication use

Another concern related to alcohol use and older people is the use of contraindicated
medications. People over the age of 65 are the greatest consumers of prescription drugs
with research from the U.S. indicating that approximately 60% of adults use medications
by aged 60, nearing 90% by 80 years (Ihara et al as cited in (Zanjani et al., 2016).
Australian research has also shown that amongst current drinkers aged 65 years and older,
81.2% of men and 85.2% of women were taking some form of medication and of these,
approximately 20% were taking five or more medications (Wilkinson, 2008). Older people
also have a high use of over-the-counter medications, the most common of which are

analgesics, vitamins, antacids and laxatives (Evans, 2000).

Problems can result from the concomitant use of many prescription drugs commonly used
by older people and alcohol (Korrapati & Vestal, 1995; Tanaka, 2003; Weathermon &
Crabb, 1999). See Table 7 for details on commonly used medications, which may be
contraindicated with alcohol use. For example, alcohol increases the sedative effects of
antidepressants, antihistamines, muscle relaxants, benzodiazepines and opioids (National
Institute on Alcohol Abuse and Alcoholism, 1995). This interaction can have serious
consequences such as increasing the risk of falls, motor vehicle accidents and overdose
(Tanaka, 2003; Weathermon & Crabb, 1999). Alcohol use in combination with non-
steroidal anti-inflammatory drugs (NSAIDS) can result in stomach bleeding, gastric
inflammation and liver damage (Bush, Shlotzhauer, & Imai, 1991; Dart, 2001; Kaufman et
al., 1999; Korrapati & Vestal, 1995; Newgreen, 2005; Tanaka, 2003).

Alcohol-related adverse drug reactions (ADR) are an important health concern for all

individuals but especially so for older people who have higher medication use.
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In research from Finland (Immonen, Valvanne, & Pitkala, 2013) with people aged 65 years
and older, who were categorized as at-risk drinkers (drinking more than 7 drinks per week,
or 5 or more drinks on a typical drinking day or consuming 3 or more drinks several times
per week) 42.2% were taking drugs which had the potential to cause significant
interactions with alcohol e.g. 11% were taking Warfarin, 11% were taking

hypnotics/sedatives and 13% were taking metformin (diabetes medication).

With such high levels of medication use amongst older people, it comes as no surprise that
in the U.S. (Zanjani et al., 2016), between 2001 and 2012, there was an 111.5% increase in
the numbers of alcohol/medication hospitalisations amongst adults aged 50-64 and an
increase of 158.5% amongst those aged 64 and older. The most common medication
associated with alcohol-related admissions were: 36.5% benzodiazepines, 15.6% opioids,
11.6% non-opioid analgesics, 2.1% methadone, 1.3% psychostimulants and 1.1%

anticoagulants.
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Table 7: Common medications used by older people contraindicated for use with

alcohol.
Drug type Purpose of Interaction with alcohol
medication
Anaesthetic Administered prior Alcohol increases the dose of propofol required to induce loss of
to surgery consciousness. Chronic alcohol consumption increases risk of liver
damage that may be caused by anaesthetic gases enflurane and
halothane.
Antibiotics Used to treat Alcohol use may cause nausea, vomiting, headache and possible
infection convulsions with furazolidone, griseofulvin, metronidazole, and
quinacrine. Isoniazid and rifampin used to treat tuberculosis-
especially problematic among elderly. Acute alcohol consumption
decreases availability of isoniazid in the bloodstream, while chronic
use increases availability of rifampin.
Anticoagulants | Prescribed to retard Acute alcohol enhances warfarin's availability increasing risk of
bloods ability to clot | haemorrhaging. Chronic alcohol reduces warfarin's availability
lessening protection from consequences of blood clotting.
Antidepressants | Reduce depression Alcohol increases sedative effect of tricyclic antidepressants,
impairing mental skills. Chronic alcohol use increases the availability
of some tricyclics and decreases availability of others. Tyramine,
found in some beers and wine interacts with some antidepressants to
produce a rise in blood pressure. As little as 12g of alcohol may create
arisk of an ADR.
Antidiabetic Hypoglycaemic Acute alcohol consumption prolongs and chronic alcohol
medication drugs are prescribed | consumption decreases availability of tolbutamide. Alcohol can also
to lower blood sugar | interact to cause nausea and headache.
levels.
Antihistamine Treat allergic Alcohol may intensify sedation, in older persons may also cause
symptoms dizziness.
Antipsychotic Diminish psychotic Acute alcohol use increases sedative effect, resulting in impaired
medication symptoms coordination and breathing difficulties. Chronic use may result in
liver damage.
Anti seizure Treatment of Acute alcohol increases availability of phenytoin and risk of drug-
medications epilepsy related side effects. Chronic use may decrease phenytoin availability
reducing protection against seizures.
Cardiovascular | Treat heart and Acute alcohol interacts with some of these drugs to cause dizziness or
medications circulatory system fainting. Chronic use decreases availability of propranolol used to
treat high blood pressure.
Opiate based Reduce moderate to | Combination of opiates and alcohol enhances sedative effect of both
pain medication | severe pain substances increasing risk of overdose
Non opiate Reduce pain Older people commonly use Aspirin and similar medications. Some
based pain drugs can cause stomach bleeding and inhibit blood clotting- alcohol
medication can exacerbate these effects. Risk of gastric bleeding, in addition
aspirin may increase availability of alcohol heightening effects of a
given dose of alcohol. Chronic alcohol use activates enzymes that
transform acetaminophen into chemical that can cause liver damage.
Benzodiazepines | Anxiety and Alcohol use may increase sedation. Combination of alcohol and
insomnia lorazepam may result in decreased heart and breathing function.

(Adams, 1995; B. J. Cusack & Vestal, 1986; Dart, 2001; Dunne, 1994; Forster, Pollow, &
Stoller, 1993; Katona, 2001; Korrapati & Vestal, 1995; Kurfees & Dotson, 1987; Nicholas et
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al., 2015b; Patat, 2000; Pringle, Ahern, Heller, Gold, & Brown, 2005; Tanaka, 2003;
Weathermon & Crabb, 1999)

2.5.7 Alcohol-related hospitalisations

Concerns about alcohol-related hospitalisations amongst older Australians, is not a new
phenomenon. For example, over twenty years ago English, et al. (1995) reported that
alcohol-related deaths among all age groups of Australian males peaked in the 60 to 69
year age range, while for women the peak occurred in the 80 years and older group

followed by those aged 60 to 69.

Similarly, Chikritzhs and Pascal (Chikritzhs & Pascal, 2005, 2005 b, 2005 c) reported that
from 1994 to 2003, over 10,000 Australians aged 65 and older died from alcohol
attributable injury and disease caused by risky and high-risk drinking. More than half of
these deaths (5,746) were among the 65 to 74 year age group (Chikritzhs & Pascal, 2005).
More recently, Pascal, Gilmore, Broyd, Lensvelt, and Chikritzhs, (2013) reported that
between 1996 and 2010 over 16,000 Australians died from alcoholic liver disease, alcohol-

attributed liver cancer or colorectal cancer.

Lensvelt and Chikritzhs from the National Drug Research Institute (NDRI) conducted an
analysis of alcohol-related Emergency Department (ED) presentations, for inclusion in this
report. A temporal surrogate measure using primary diagnosis, time of day and day of
week was applied to identify alcohol-related ED injuries. This surrogate identifies ED
presentations for which alcohol is highly likely to have been a major contributor, based on
time of day and day of week of the presentation. Results from this analysis indicate the
rates of alcohol-related ED presentations for older men have increased from 1.39 to 2.09
per 1000 and from 1.84 to 2.62 per 1000 for women. There was also an increase in the
rates of admission with increasing age and higher rates of admission amongst females

compared to males. See Table 8 for more details.

Due to the small numbers it was not possible for NDRI to compare Indigenous versus non-
indigenous rates of alcohol-related hospital admissions. However, previous research has
consistently shown that while the proportion of non-drinkers among the Indigenous

population is higher than among the non-Indigenous population, they experience alcohol-
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related health and social problems at a disproportionate rate compared to non-Indigenous

Australians (M. Wilson, Stearne, Gray, & Saggers, 2010).

It was also not possible to compare rural versus metropolitan results. However, previous
Australian research has indicated that across all ages, rural communities show greater harm
from alcohol consumption than urban populations and that hospitalisation rates for alcohol-
related diseases and injury are higher for both men and women in rural compared to urban

areas (P. G. Miller, Coomber, Staiger, Zinkiewicz, & Toumbourou, 2010).

Although the level of alcohol use and related harms are higher in rural areas (Australian
Institute of Health and Welfare, 2017d), there remains very little research on the topic
(Miller et al, 2010) and even less research specifically examining harms amongst older
Australians living in rural and remote areas of Australia. This is an important gap,
particularly as there are approximately half the number of general practitioners per 100,000
in regional areas when compared with metropolitan (Australian Institute of Health and

Welfare, 2009).

Table 8: Alcohol-related Emergency Department presentations amongst older

Australians by age and sex, 2005/06 - 2011/12
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65+ years 65-74 years 75-84 years 85+ years
NATIONAL | Male Female Male Female Male Female Male Female
2005/06 1.39 1.84 1.10 1.10 1.50 1.85 2.90 4.36
2006/07 1.54 2.04 1.25 1.25 1.61 2.02 3.15 4.79
2007/08 1.70 2.19 1.37 1.32 1.77 2.20 3.56 5.11
2008/09 1.71 2.24 1.46 1.38 1.73 2.34 3.20 4.89
2009/10 1.83 2.30 1.43 1.45 1.99 2.47 3.67 4.82
2010/11 1.92 2.45 1.57 1.48 1.94 2.58 3.96 5.40
2011/12 2.09 2.62 1.65 1.66 2.26 2.75 4.18 5.62
NSW
2005/06 0.42 0.55 0.34 0.29 0.45 0.60 0.85 1.27
2006/07 0.48 0.65 0.41 0.44 0.43 0.71 1.08 1.21
2007/08 0.59 0.65 0.49 0.40 0.51 0.66 1.51 1.36
2008/09 0.41 0.51 0.35 0.30 0.38 0.55 0.84 1.08
2009/10 0.45 0.50 0.38 0.31 0.46 0.53 0.77 1.03
2010/11 0.61 0.68 0.59 0.45 0.56 0.68 0.83 1.40
2011/12 0.86 0.99 0.72 0.67 0.93 1.11 1.44 1.76
VIC
2005/06 2.53 3.20 2.03 1.97 2.68 3.20 5.10 7.21
2006/07 2.60 3.38 2.04 2.02 2.77 3.40 5.41 7.67
2007/08 2.56 3.59 2.02 2.20 2.71 3.59 5.27 7.93
2008/09 2.60 3.40 2.07 2.05 2.74 3.50 5.21 7.39
2009/10 2.81 3.45 2.16 2.19 2.94 3.67 6.08 6.88
2010/11 2.77 3.64 2.09 2.12 2.86 3.85 6.32 7.89
2011/12 2.79 3.68 2.28 2.27 3.06 3.78 4.81 7.93
QLD
2005/06 0.83 1.08 0.69 0.78 0.92 1.00 1.53 2.34
2006/07 1.28 1.48 1.05 0.95 1.40 1.38 2.47 3.58
2007/08 1.92 2.31 1.55 1.40 2.13 2.38 3.63 5.37
2008/09 2.28 2.85 2.07 2.02 2.33 2.87 3.60 5.73
2009/10 2.48 3.02 1.94 1.97 2.89 3.30 4.71 6.15
2010/11 2.73 3.04 2.35 1.98 2.59 3.26 5.77 6.43
2011/12 2.94 3.40 2.18 2.35 3.28 3.41 6.98 7.30
SA
2005/06 1.91 2.62 1.38 1.41 2.19 2.51 3.91 6.44
2006/07 2.01 2.65 1.85 1.51 1.83 2.36 3.56 6.59
2007/08 2.02 2.78 1.66 1.51 2.10 2.84 3.66 6.19
2008/09 2.00 2.80 1.56 1.62 2.09 2.97 4.00 5.73
2009/10 2.08 2.99 1.55 1.84 2.18 3.12 4.52 5.96
2010/11 2.25 2.90 1.65 1.71 2.32 2.80 5.05 6.43
2011/12 2.38 2.97 1.78 1.70 2.57 3.14 4.92 6.30
WA Male Female Male Female Male Female Male Female
2005/06 2.11 3.07
2006/07 2.27 3.46
2007/08 2.37 2.87
2008/09 2.32 3.14
2009/10 2.43 3.20
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2010/11 2.16 3.31

2011/12 2.39 2.97

NOTE:’

2.6 Potential harms related to illicit drug use amongst older people

While much is known about the short and long-term effects of cannabis,
meth/amphetamine, cocaine, ecstasy and heroin, their relative effects on older people is
less well understood. To provide an overview of some of the known short and long-term

effects of these drugs see Table 9.

Table 9: Risks associated with the use of cannabis, cocaine, meth/amphetamine,
ecstasy and heroin

Drug Short-term risks Long-term risks

Cannabis Slowed reflexes, increased heart rate, | Memory loss, mood swings, regular colds or flu,
lowered blood pressure, mild anxiety | reduced sex drive, impotence. For those with a genetic
and paranoia. vulnerability to mental illness, cannabis may precipitate
anxiety, depression and psychotic symptoms. Smoking

cannabis can increase the risks of: asthma, bronchitis

and cancer.
Meth/ Teeth grinding, reduced appetite-loss | Continued weight loss, restless sleep, dry mouth and
Amphetamine of weight, increased heart rate, dental problems, regular colds and flues, breathing
increased blood pressure, excessive difficulties, muscle stiffness, potential for increased
sweating. blood pressure, heart problems, stroke, kidney
problems.

The mental health risks include: depression or anxiety
when coming down, anxiety, stress or other emotions

caused by a lack of sleep, paranoia and psychosis.

Cocaine Nausea and vomiting, extreme Insomnia, depression, anxiety, paranoia, eating

anxiety, chest pain, panic, paranoia, disorders, sexual dysfunction, hypertension,

3 Estimated rates* of alcohol-related injury presentations to Emergency Departments

* Alcohol-related ED presentations per 1,000 persons, by age and gender, 2005-06 — 2011-12

NSW data includes ED presentations coded ‘assault’ or ‘injury’ in free-text field only. WA data was
provided for ED presentations in the Perth metropolitan area only excluding Peel Health Campus and only
for people aged 65+ due to the small number of cases. Tasmania was not included due to data access issues,
NT and the ACT data was not published due to the small number of cases. Rates are affected by the coverage
of ED data collection for each state and variations in data collection methods and practices may affect
comparability. Reference: “Data were provided by the National Alcohol Indicators Project (NAIP) conducted
by the National Drug Research Institute, supported by funding from the Australian Government Department
of Health. More information about the project is available at http://ndri.curtin.edu.au/research/naip.cfm
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hallucinations, tremors, breathing hallucinations, sensitivity to light and sound, heart
irregularities, kidney failure, seizures, | disease. Snorting cocaine can lead to runny noses and
stroke, heart problems, coma, death. nose bleeds, nose infection, a deviated nasal septum,
High doses can also lead to “cocaine long term damage to nasal cavity and sinuses and

psychosis” characterized by paranoid | injecting cocaine may also lead to a heightened risk of

delusions. overdose, tetanus Hepatitis B, Hepatitis C, HIV
Ecstasy Muscle aches and pains, nausea and Depression, colds and flues and dependence.
(MDMA) reduced appetite, increased heart beat,

dehydration, hyponatraemia, anxiety,

irritability, paranoia and violence.

Heroin Drowsiness, confusion, slurred or Constipation, intense sadness, damaged heart, lungs,
slow speech, slow breathing and heart | liver and brain, vein damage, dependence. Heightened
rate, reduced appetite, vomiting. risk of overdose, tetanus Hepatitis B, Hepatitis C, HIV

Overdose and risk of death.

(Australian Drug Foundation, 2017a, 2017¢c, 2017d, 2017e, 2017g, 20171)

In reviewing the risks outlined in Table 9, it is not surprising that older adults are
intrinsically predisposed to several of the more dangerous complications of each of the
illicit drugs discussed. For example, research suggests that cocaine use amongst older
adults further increases the risk of heart attack, cerebrovascular complications, delirium
and stroke (Schlaerth, 2007). Whether these risk are higher for those who have used
cocaine for many decades (i.e. a cumulative effects) or for late-onset users, remains unclear

(M. Taylor & Grossberg, 2012).

There is also some evidence that maturation of the frontal and temporal lobe white matter
between the ages of 20 to 50 may be arrested in individuals with heavy use of cocaine.
Thus, the natural declines in white matter volume observed in older adults may be more
dramatic in older people who continue to use cocaine than in the rest of the ageing
population (Dowling et al., 2008). There are also concerns that long-term use of cocaine
and amphetamines may predispose older adults to premature atherosclerosis, ventricular

hypertrophy and cardiomyopathy (Dowling et al., 2008).

In addition, some animal studies suggest that susceptibility to drug-induced toxicity may
also increase with age. For example, there is evidence of increased sensitivity to
methamphetamine toxicity with increasing age and apparent cardiovascular sensitivity

(Darke, Duflou, & Kaye, 2017; Dowling et al., 2008).
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While the information available on the risks of amphetamine/ methamphetamine amongst
older people is limited, it is believed that use may be associated with an increased risk of
seizures, confusion, dystonia, depressed respiration, chest pain, hypertension and
arrhythmias but that these drugs are less likely than cocaine to produce vascular or
pulmonary problems in older people (M. Taylor & Grossberg, 2012). Concerns have also
been raised about the adverse effect of methamphetamine and other amphetamine type
stimulants on the orbital and medial frontal cortex of the brain in regular users (Dauman et
al., 2011). Methamphetamine-induced toxicity may also involve oxidative stress, which

has been implicated in many aged-related diseases (Barja, 2004).

Recent research from WA, has indicated that amphetamines were associated with
significant advancement of cardiovascular-biological age amongst users (Reece, Norman,
& Hulse, 2017). In other Australian research investigating methamphetamine related
deaths, a significant pattern of accelerated cardiovascular disease development with

increasing age was reported (Darke et al., 2017).

Research from the U.S., with a nationwide inpatient sample (n= 350,000) of 18-55 year
olds indicated that the incidence of heart failure, cerebrovascular accident, coronary artery
disease, sudden cardiac death and hypertension were significantly higher in patients with
cannabis use (Kalla, Krishnamoorthy, Gopalakrishman, Garg, & Figueredo, 2017). For any
older people with pre-existing cardiac problems, the risks are likely to be increased
(Schlaerth, 2007; M. Taylor & Grossberg, 2012). There are also concerns that cannabis
could significantly impair cognitive function amongst older people (Budney, Vandrey, &
Fearer, 2011) and be associated with an increased risk of falls (van den Elsen et al., 2014).
While there is a strong association between cannabis use and depression, bipolar disorder
and schizophrenia, it is unusual for these latter two conditions to manifest for the first time

in an older person (M. Taylor & Grossberg, 2012).

Conversely, there has been some research suggestive that cannabis may possibly protect
against neuronal damage caused by glutamate-mediated excitotoxicity, free radical and
reactive oxygen species and /or pro-inflammatory cytokines, which are associated with

such ageing conditions as Parkinson’s disease, Alzheimer’s, ischemic stroke, and
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cardiovascular disease (Grimble, 2003, Baker al, 2003, Croxford , 2003, Fowler , 2003,
Grundy et al., 2001, Grundy, 2002, Hampson et al., 1998,2000, Lastres-Becker et al., 2002
as cited in Dowling et al., 2008). As cannabis is the most frequently used illicit drug
amongst older Australians, research on cannabis is important as our understanding of

pharmacodynamics and pharmacokinetics related to cannabis use and ageing are very poor

(Ramchandani et al., 2015).

Some conditions occurring in late life may also be exacerbated by heroin use and these
include: thyroid conditions, diabetes, arthritis and osteoporosis (D. Rosen, Hunsaker,
Albert, Cornelius, & Reynolds, 2011). Older people with a long history of heroin use are
also more likely to have high blood pressure, hyperlipidemia, abnormal pulmonary
function, abnormal liver function, and hepatitis B and C (Hser et al., 2004). Apart from
anecdotal reports on drug forums, there appeared to be little scientific information

available on the risks associated with Ecstasy use amongst older people.

While there is much to learn about the direct health impacts from long-term illicit drug use
(Higgs & Dietze, 2017), there is little doubt that engaging in long-term illicit drug use

increases the window of exposure to a range of illnesses and diseases.

Australian research shows that injecting drug use is associated with an array of health
conditions including blood-borne viral infections (Crofts & Aitken, 1997; Mabher et al.,
2006), soft tissue and vascular problems (Dwyer et al., 2009), and these illnesses are likely
to be exacerbated by delayed treatment and drug use over time (McCoy, Metsch,
Chitwood, & Miles, 2001; Morrison, Elliott, & Gruer, 1997). Thus, many of these
conditions are associated with lasting ill health for the individual (Australian Injecting and

[llicit Drug Users League, 2011).

For example, Hepatitis C, has a prevalence of up to 90% among older opiate users (Falster,
Kaldor, & Maher, 2009), and other older people with long injecting careers (Hope et al.,
2001). Hepatitis C 1s a slow progressing virus in which more severe symptoms do not
manifest until 20 to 30 years post infection (Shepard, Finelli, & Alter, 2005). In addition,
the pre-vaccine population of injecting drug users who acquired hepatitis B in their 20’s

will have passed the 20-30 year mark at which progression to serious liver damage
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becomes more likely (Australian Injecting and Illicit Drug Users League, 2011). As a
result, people who began injecting drugs in their 20’s are at a greater risk of liver damage
and medical conditions such as cirrhosis and liver cancer by the time they reach 40 and 50

years of age (Shepard et al., 2005).

In addition, poly-drug use (particularly with concomitant alcohol and tobacco use) is
common amongst people who use illicit drugs (Downey, 2011) and this pattern of use
increases the risk of chronic obstructive pulmonary disease and other chronic respiratory
diseases (C. Beynon, Stimson, & Lawson, 2010). It is also probable that conditions such as
deep vein thrombosis may become more prevalent among older people who inject drugs
and who have a history of tobacco use, as injecting-related damage will be exacerbated by
age-related changes. In addition, stimulant and opiate-related cardio pathology and renal
disease may occur (Beynon et al, 2010). In short, as many older Australians using illicit
drugs have been doing so since the 1980’s or 1990°s (Higgs & Dietze, 2017) the level of
morbidity amongst this cohort is likely to be much greater than amongst other older

people.

While OST is now recognised as the preferred course of treatment for opiate dependence,
pharmacotherapy and maintenance programs did not take place in Australia until the early
1990’s (Caplehorn & Batey, 1992). As a result, we are also witnessing the first generation
of opioid users who have lived with maintenance pharmacotherapies for decades, with
many older clients being prescribed methadone and/or buprenorphine/naltrexone for over
20 to 30 years (Australian Injecting and Illicit Drug Users League, 2011). While there is
evidence that methadone is associated with dental decay (Laslett, Dietze, & Dwyer, 2008)
and diminished bone density (R. Brown & Zueldorff, 2007) most of the long-term health
implications of OST are yet unknown (Australian Injecting and Illicit Drug Users League,

2011).

There are also some potential adverse drug reactions that can occur when different types of

illicit drugs are taken with certain medications and these are outlined in Table 10.
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Table 10: Illicit drugs and commonly

used medications that may cause adverse

reactions
Drug Prescription medication Potential adverse reaction
Cannabis Antidepressants Mania, rapid heart rate, delirium
Erectile dysfunction drugs Heart attack
Disulfiram Hypomania
Sedative hypnotics Increased sedation, central nervous system
depression
Heroin Benzodiazepines Sedation, respiratory depression
Opiate based pain Central nervous system depression, lowered
medications blood pressure
Amphetamine type Antidepressants Hypertension, CNS stimulation
stimulants Anti- seizure medications Increased risk of seizures
Urinary alkalinisers Increased effect and prolonged duration of
amphetamines type stimulant
Cocaine Beta Blockers Potentiates the effects of cocaine on coronary
vasoconstriction
Disulfiram Increased cardiovascular effect including
heart rate and systolic blood pressure
Ecstasy Monoamine oxidase Risk of serotonin syndrome related deaths
inhibitors
Ritonavir (used in HIV Risk of cardiac arrest
therapy)

(Lindsey, Stewart, & Childress, 2012; R. Nicholas, A. Roche, N. Lee, S. Bright, & K
Walsh, 2015a)

There is also evidence of socioeconomic disparities in relation to accessing health care;
with the most disadvantaged in society making the fewest demands on health services
(Veuglers & Yip, 2003). In addition, stigma and discrimination (Radcliffe & Stevens,
2008) and according to Higgs and Dietze (2017) a lack of confidentiality, models that are
unacceptable or inaccessible, and cultural differences in managing health problems, have
all been identified as barriers that help to explain why older people with either illicit or
injecting drug use problems often delay in accessing health services or avoid them
completely. As a result, many older people who use illicit drugs have compromised health
(Australian Injecting and Illicit Drug Users League, 2011) and much worse health than the

population norms for their own age group. Consequently, they often present as biologically
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much older than their chronological age (C. Beynon et al., 2010; D. Rosen et al., 2011; D.
Rosen, Smith, & Reynolds, 2008). Indeed, evidence from WA indicates that patients with
illicit drug use problems may have life expectancies up to 23 years shorter than the general

population (Lawrence, Hancock, & Kisely, 2013).

There is also evidence indicating that many older people with a long history of illicit drug
use have little or no family support (C. Beynon, Roe, Duffy, & Pickering, 2009; Roe et al.,
2010), and this can also impact on health and may precipitate earlier transition into

residential care.

Despite all these issues, there exists little information concerning the incidence or
prevalence of long-term conditions among those who currently or previously have used
illicit drugs or data on life trajectories or the care requirements of this group of Australians

(Australian Injecting and Illicit Drug Users League, 2011; Higgs & Dietze, 2017).

2.7 Potential harms associated with the misuse of pharmaceutical drugs

When drugs come from a doctors prescription pad, misuse is harder to identify (Sollitto,
2016). Additionally, patients are often unaware there are risks from inappropriate use,
(Mhatre & Sansgiry, 2015; Wilcox, Cryer, & Triadafipoulos, 2005) shaped by a perception
that as the drugs have come from a doctor or pharmacist they are “safe”. As a result, such
individuals are unlikely to see themselves as at- risk of harm, identify as a “drug user”, or

attend AOD services for assistance.
However, there are potential risks associated with both prescribed and non-medical use of

pharmaceuticals. See Table 11 for some potential problems associated with many

commonly misused pharmaceutical drugs.
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Table 11: Commonly misused pharmaceutical drugs and possible risks

Generic name

Brand name

Possible risks

Benzodiazepines
* Diazepam

¢ Oxazepam

* Nitrazepam
* Temazepam

*  Alprazolam

Ducene®, Valium®

Alepam®, Murelax®, Serepax®
Alodorm®, Mogadon®
Euhypnos®, Normison®
Xanax®, Kalma®, Alprax®

Depression

Confusion

Feelings of isolation

Impaired thinking and memory loss

Headache

Drowsiness, sleepiness and fatigue

Dry mouth

Slurred speech or stuttering

Double or blurred vision

Impaired coordination, dizziness and
tremors

Nausea and loss of appetite

Diarrhoea or constipation

Overdose: coma or death

Buprenorphine

Suboxone Sublingual Film®
Subutex Sublingual Tablets®

Constipation

Headache

Increased sweating

Tiredness or drowsiness

Loss of appetite, nausea and vomiting
Abdominal pain

Skin rashes, itching or hives

Tooth decay

Fentanyl

Durogesic® Actiq®, Sublimaze®

Nausea, vomiting

Constipation and/or diarrhoea
Reduced appetite

Wind, indigestion, cramps
Drowsiness, confusion

Weakness or fatigue

Dizziness

Headache

Incoherent or slurred speech

Impaired balance

Slow pulse and lowered blood pressure
Rash (inflammation, itch, swelling at

patch site)

Overdose: Chest pain
Slowed breathing

Bluish lips and complexion
Seizure

Passing out

Coma

Death

Ibuprofen

Ibuprofen and codeine

Brufen®, Nurofen®
Nurofen Plus®

Headache

Dizziness

Drowsiness, fatigue and restless sleep
Thirst and sweating

Tingling or numbness in hands and feet
Ringing in the ears

Blurred vision and eye irritation

Fluid retention and ankle swelling
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Mild allergic reaction

Abdominal pain, nausea, vomiting,
heartburn, diarrhoea and
constipation

Bladder irritation and pain, frequent
urination

Methadone Methdaone  syrup®,  Biodone | Sweating

Forte® Difficulty pas.sing urine N
Loss of appetite, nausea and vomiting
Abdominal cramps

Constipation

Aching muscles and joints

Rashes and itching

Sedation

Overdose: possible seizures, coma

Paracetamol Dymadon®, Lemsip®, Panadol®, Overdose: Abdominal pain, nausea,
vomiting, seizures, coma and death.
Long term risks include: tiredness,
Panadeine Forte®, Panamax Co® breathlessness, anaemia, liver and
kidney damage

Panamax®, Tylenol®
Paracetamol & codeine Mersyndol® and Mersyndol
Forte®, Panalgesic®

Paracetamol, codeine

and doxylamine

(Australian Drug Foundation, 2017a, 2017b, 20171, 2017h, 20171, 2017j, 2017k).

In addition to the risks described in the Table 11, the long-term use of OTC opioid-
containing medicines in high doses can lead to gastro-intestinal disease and clotting
disorders (Frei, Nielsen, Dobbin, & Tobin, 2010; Nicholas & Roche, 2014). The
prescription of strong opioids (i.e. oxycodone and fentanyl) among older Australians to
treat pain may also increase harms such as endocrine and sexual dysfunction, osteoporosis,
hyperalgesia and dependence (Baldini, von Korff, & Lin, 2012; Nicholas & Roche, 2014;
Veal, Bereznicki, Thompson, & Peterson, 2015). Another important risk of prescription
opioid misuse is suicide by self-poisoning (West, Severtson, Green, & Dart, 2015) and
accidental overdose (Jones, Mack, & Paulozzi, 2013). For example, Australian research
indicated there were 945 prescription opioid-poisoning related hospital admissions in
Victoria in 2006-2013 amongst those aged 65+ and approximately 40 deaths (Berecki-
Gisolf, Hassani-Mahmooei, Clapperton, & McClure, 2016).

Additionally, medications such as benzodiazepines have serious adverse effects in older
age including an increased risk of falling (Ballokova et al., 2014), self-poisoning

(Ballokova et al., 2014) cognitive impairment (Barker, Greenwood, Jackson, & Crowe,
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2004), depression (F. C. Blow & Barry, 2014) and both benzodiazepines, sedatives and
hypnotics have been associated with increased risks of falls, confusion, and hip fractures

amongst older people (Park, Satoh, Miki, Urushihara, & Sawada, 2015).

There are also concerns related to possible adverse interactions of prescription and OTC
drugs with illicit drugs and/or the possibility of iatrogenic addiction to prescribed
medications (Frei et al., 2010; Huizer-Pajkos et al., 2016; Islam, Conigrave, Day, Nguyen,
& Haber, 2014). See Table 10 for more detail.

For example, many medications which include those used for diabetes, arthritis or
cardiovascular conditions may interact with alcohol, benzodiazepines, and other
psychoactive drugs increasing the risk of harm (Hunter & Lubman, 2010). However, drug-
drug interactions that reduce the efficacy of prescribed medications are also equally

problematic (K. Sullivan, Lynch, Artesani, & Seed, 2007).

Another potential danger can occur when pharmaceutical substances are used contrary to
prescription. For example, drugs that have been manufactured to be taken orally, can pose
major health risks if they are injected, including severe circulation problems. In addition,
non-sterile injecting practices can, in extreme circumstances, lead to gangrene and possible

amputation (Australian Injecting and Illicit Drug Users League, 2011).

Poly-pharmacy and the overuse of inappropriate medications are also common and
potentially harmful (Morgan et al., 2012; Reeve, Thompson, & Farrell, 2017). For
example, among older adults taking on average six prescriptions per day, adverse drug
effects were the most common cause of emergency department visits and hospitalisation
(K. Sullivan et al., 2007). Additionally, an Australian study provided evidence of a positive
correlation between the number of medications used and the potential for medication-
related harms such as toxicity, dysfunction, drug-drug interactions, dependency, insomnia
and tolerance (Giummarra, Gibson, Allen, Pichler, & Arnold, 2015). Finally, based on
research that included community dwelling Australian men over the age of 70, Gnjidic
(2012) found that poly-pharmacy at baseline more than doubled the risk of the incidence of
frailty (involving functional impairment and increased susceptibility to disease, disability,

and mortality).

70



While the studies outlined above do highlight some of the potential risks and harms
associated with the use and misuse of pharmaceuticals, there remains a dearth of high
quality research (Maree, Marcum, Saghafi, Weinder, & Karp, 2016) making it difficult to
draw conclusions about either the extent of use or the range and severity of associated
problems that are specifically related to the misuse of pharmaceuticals amongst older

people.

2.8 Physiological changes that occur with ageing

There are a number of physiological changes that occur with ageing that are also relevant
to an examination of the impact of AOD on older people. These changes relate to
pharmacokinetics (the way the body affects drugs) and pharmacodynamics (the way drugs

affect the body).

Generally, with ageing, the percentage of water and lean tissue (mainly muscle) in the
body decreases, while the percentage of fat tissue increases (Korrapati & Vestal, 1995;
Schoeller, 1989; Watson, Watson, & Batt, 1980). These changes can effect the distribution
and the length of time that a drug stays in the body as well as the amount that is absorbed
by body tissues (Vestal et al., 1977). Although the intrinsic activity of drug-metabolizing
enzymes in general does not decline with age, liver mass as a percentage of body weight
and liver blood flow, do decrease with ageing (Montamat, Cusack, & Vestal, 1989). As a
result, the overall capacity of the liver to convert some drugs (e.g. diazepam) to their

inactive metabolites decreases with age (Lamy, 1982).

Total body water (TBW) and lean muscle mass also vary with gender with females having
a lower TBW (on average) and less muscle mass than males (F.C. Blow & Barry, 2002).
While both men and women lose lean muscle mass as they age, because women have less
to begin with, this is further exacerbated with increasing age. In addition, the
bioavailability of alcohol is much greater in women than men, as women have less gastric

alcohol dehydrogenase activity than men (Frezza et al., 1990). Liver enzymes that

71



metabolise alcohol also become less efficient with age and CNS sensitivity increases with

age for both men and women (F.C. Blow & Barry, 2002).

According to Atkinson (2002), a fasting 60 year old man will develop a peak alcohol level
20-25% higher than a 30 year old given the same amount of alcohol. This difference is
even greater for women. This decreased alcohol tolerance among older people may lead to
decreased consumption with no apparent reduction in intoxication. Vestal et al. (1977)
reported that while older drinkers are probably at no greater risk of impairment than young
drinkers at low doses (one to two standard drinks), at higher doses the older person would
achieve a higher BAC. This age-related physiological change may partially explain the
longitudinal and cross sectional data showing a decline in alcohol consumption with age.
That is, older people drink less but the effects may still be the same as they require less

alcohol to achieve a similar BAC (Mirand & Welte, 1994).

A decrease in TBW amongst older adults can also result in the prolonged duration of
action for lipid-soluble medications such as benzodiazepines leading to increased

psychomotor and cognitive impairment (M. Sullivan & Levin, 2016).

In addition to changes to TBW with increasing age, there is some suggestion that older
adults may have reduced or altered pharmacokinetics through changes to kidney function,
compromised liver function and changes to pharmacodynamics as a result of alterations in
neurotransmitter function and receptor density (Jansen & Brouwers as cited in Sullivan &
Levin, 2016). Such changes may be profound if an older person has a long history of drug
use, which in itself may have altered the function of various neurotransmitters and systems
in the brain and exacerbated declines in other structures e.g. kidney function (Dowling et

al., 2008).

2.9 Potential economic costs of AOD use amongst older Australians

To date, research examining the related societal and economic impacts of AOD use
amongst older Australians is sorely lacking (Hunter, 2011; National Stakeholders Group,
2015; Searby, van Swet, Maude, & McGrath, 2017; Victorian Alcohol and Drug

Association, 2011). Despite the lack of detailed economic analyses, the increases in
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alcohol-related hospitalisations amongst older Australians, the increased number of older
clients on OST and the increased rates of pharmaceutical misuse among older Australians
will inevitably lead to increased costs across the health, welfare and aged care sectors.

While it may not be possible to accurately price the entirety of costs, there is little doubt
that a significant proportion of the estimated $1.6 billion (Manning et al., 2013) spent
annually on alcohol-related healthcare, nursing homes, pharmaceuticals and ambulance
costs are attributable to older Australians. In the absence of definitive data on the direct
economic costs of AOD use amongst older Australians, the following sections provide
some crude rudimentary estimates on possible tangible costs associated with AOD use

amongst older Australians.

2.9.1 AOD treatment and Opiate Substitution Therapies (OST)

In Australia in 2011, the cost of treatment (excluding pharmacotherapy treatment alone)
for illicit drug use, including amphetamines, cannabis, cocaine, ecstasy and opioids, was
estimated at $298 million (Smith, Jorna, Sweeney, & Fuller, 2014). In addition to this, the
cost of opioid pharmacotherapy treatment was estimated at $185 million (Australian

Institute of Health and Welfare, 2016a).

Based upon data in the “Alcohol and Other drug Treatment Services in Australia 2015-16,”
there were 133,895 clients attending AOD treatment agencies across Australia. Of these,
95.8% were attending treatment for issues related to their own drug use (n=128,271). Of
this sample, 3.8% were aged 60 and older (n=4,874) (Australian Institute Of Health and
Welfare, 2017b). Of these, 9% present at AOD specialist agencies in Australia with illicit
drug related problems i.e. cannabis (5%), heroin (1.5%), sedatives/hypnotics (0.4%)
amphetamines (1.9%), cocaine (0.1%) other stimulants and hallucinogens (0.1%)
(Australian Institute Of Health and Welfare, 2017b). Given then that 9% of older clients
are likely to be attending an AOD agency for illicit drug related problems, this would
equate to 438 clients (9% x 4,874). For those aged 10-59 (n=123,397), 51.86% were
attending for illicit drug related problems (i.e. cannabis (27%), heroin (4.6%),
sedatives/hypnotics (0.16%) amphetamines (18.5%), cocaine (0.3%), ecstasy (0.9%) other
stimulants and hallucinogens (0.4%)). This equates to 63,993 clients attending for

problems relating to illicit drug use. Therefore of the total number of clients (n= 64,431)
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attending for illicit dug related treatment 0.68% are aged 60 or older. When this figure is
apportioned to the cost of treatment for illicit drug use provided by Smith et al, this would
equate to $2 Million (0.68% x $298 million) dollars being spent on illicit drug treatment
for Australians aged 60 years and older. As 75% of older Australians present with alcohol
as the primary presenting drug problem, the alcohol related costs of treatment would be

much more than $2 million.

In June 2014, there were approximately 48,000 clients across Australia receiving
pharmacotherapy treatment for their opioid dependence. From 2006 to 2014 the
proportion of clients aged less than 30 more than halved (from 28% to 10%), and the
proportion of clients aged 50 and over more than doubled (from 8% to 21%) (Australian

Institute of Health and Welfare, 2015).

In June 2016, there were almost 34,000 clients across Australia (excluding Victoria and
ACT as no data was available from these states at the time of publication) receiving
pharmacotherapy treatment for their opioid dependence at 2,011 dosing points. Of these
clients, 2 in 3 were male, 1 in 10 identified as Aboriginal or Torres Strait Islander and the
mean age of clients was 42. In 2016, clients ranged in age from their late teens to 85 years
of age and the number of clients aged 60 years and over increased to 1,874 (6% of clients).
Since 2011, the median age of opioid pharmacotherapy clients has been increasing.
Amongst those states and territories for which data was available, 36% of clients reported
heroin as their opioid drug of dependence. The next most common drugs of dependence
were: oxycodone (6%), morphine (6%) and codeine (5%). Two-thirds of clients (65%)
were treated with methadone in 2016 (Australian Institute of Health and Welfare, 2017f).

In the most recent publication on the costs of drug use, from the Australian Institute of
Criminology, the cost of methadone maintenance per annum was approximately $4000 per
client (Australian Institute of Crimonology, 2015). Without allowing for inflation, nor
including any differential cost for buprenorphine etc. (as there was no costing’s provided
for these forms of pharmacotherapies in the report from the Australian Institute of
Criminology), and not including clients from Victoria or ACT (as no data was available),

the cost of pharmacotherapy treatment for Australians (excluding those from Victoria and
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ACT) aged 60 and over in 2016, could, conservatively be estimated at approximately $7.5

million.

2.9.2 Homelessness

Research suggests there is considerable overlap between people experiencing AOD related
problems and those people experiencing precarious housing and/or homelessness. For
example, in 2014-2015 it was estimated that 11% of clients in Specialist Homelessness
Services had a current alcohol and other drug issue (Mental Health Commission, 2017). An
earlier study of 125 older clients (aged over 50) newly referred to a homeless service in
Melbourne found that 77% of the men and 44% of the women had significant problems
with alcohol dependence (Rota-Bartelink & Lipmann, 2007). Whether homelessness
precedes drug use or vice versa has often been debated with estimates that drug use
preceded homelessness in 15% (Homelessness Australia, nd) to 30% of cases (Johnson,

2008).

In 2016, of those clients aged 50+ who were both homeless and attending AOD services,
over two thirds (67%) were in AOD treatment for alcohol, 9% for pharmaceuticals and
cannabis, 8% for heroin and 6% for amphetamines. Those who were homeless received
many more days of AOD treatment (160 days) compared to those who were not homeless

but attending an AOD service (108 days).

Since data collection on specialist homelessness services (SHS) began in Australia, the
number of older clients receiving SHS has increased by 25% (Australian Institute of Health
and Welfare, 2016b). At the time of writing, the ABS had not yet released census data on
the rates of homelessness in 2016. But, on census night 2011, data indicated that 6,202
Australians aged 65 years and older were experiencing homelessness. Based on research
from the University of Melbourne that examined health costs, costs of crime, individual
costs, and improved social capital; homelessness was estimated to cost the government
$25,615 per homeless person per year (Witte, 2017). Applying this cost to the 2011 census
data and using 11% as a crude estimate of the proportion of homeless people with an AOD

issue, homelessness linked to AOD use cost approximately $17.5 million dollars annually.
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2.9.3 Aged care

In 2015-16, $17 billion was spent by governments on aged care, with 69% of these funds
spent on residential age care (Australian Institute of Health and Welfare, 2017a).
Residential age care provides permanent accommodation and care for people who can no
longer live at home due to increased health needs and short-term accommodation and care
for people who (or whose carers) need a break from their normal living arrangements. In
2014-15, 97% of people in either type of residential care were aged 65 and older with some
224,000 using permanent residential care and approximately 51,400 using respite

residential care (Australian Institute of Health and Welfare, 2017g).

In the period 2015-16, data indicated that women outnumbered men by 2 to 1, 46% of
people in permanent residential care had depression and less than 1% of people in
permanent aged care were Aboriginal or Torres Strait Islander (Australian Institute of
Health and Welfare, 2017a). According to Draper (ND), prescribed use of benzodiazepines
and opioids is high amongst aged care clients and approximately 4.4% of aged care clients,
misuse benzodiazepines or opioids (B Draper, ND). Applying this percentage to the
number (214,000) of Australians entering aged care in 2015-16 (Australian Institute of
Health and Welfare, 2017a) would equate to over 9,000 Australians misusing
pharmaceuticals in aged care services. In addition, concerns have also been raised about
clients who may have alcohol-related brain damage or cognitive impairment entering aged
care. Although no data could be found on the numbers of Australians in aged care with
these problems, such patients will undoubtedly require complex management plans which

may require great staff involvement (B Draper, ND) and hence incur greater costs.

While no economic costing’s could be found to apply to the above information, Collins
and Lapsley (2008) estimated that in the 2004/05 financial year, at least 15% of all
Australian nursing home admissions had AOD-related morbidities costing the
Commonwealth and state and territory governments around $230 million (Collins &

Lapsley, 2008).
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2.9.4 Hospital costs

In 2015-16, there were 10.6 million hospitalisations (6.3 million in public hospitals and 4.3
million in private hospitals). The average length of stay was 5.7 days in public hospitals
and 5.2 days in private hospitals. Amongst hospital patients: 53% were females, 5% were
Indigenous and 41% were aged 65 or older and recurrent funding was approximately $61

Billion (Australian Institute of Health and Welfare, 2017c¢).

In an Australian first, Butler and colleagues (Butler, Reeve, Arora, et al., 2016) estimated
the cost differences between emergency department patients who scored positively or
negatively on the ASSIST screening tool. Results indicated that hospital costs were much
higher for those who scored positively on the ASSIST, at $211.73 per ED presentation
compared to those with a negative score, where costs were estimated at on average

$188.00.

When patients are admitted to hospital it has been estimated that the average cost per
separation is $4966 (Independent Hospital Pricing Authority, 2015). When the rates of
alcohol-related ED presentations provided by NDRI i.e. 2.09/1000 for men and 2.62/1000
for women (see section 2.5.7 in this report and note the caveats) are applied to population
data from 2016 (Australian Bureau of Statistics, 2017b), (where the estimated number of
women aged 65 and older was 1,956,770 and the number of men was 1,716,741) they
equate to 3,588 alcohol-related ED presentations amongst men aged 65 and older and
5,127 for older women. When the rate of $211.73 per ED attendance is applied, the
combined total cost for men and women is in excess of $1.8 million dollars. When
admission costs of $4966 are applied ($4966 x 8,715 people), this figure equates to over
$43 million.

Additionally, Chikritzhs, Whetton, Daube, Pascal and Evans (2010) estimated that a 30%
reduction in risky/high-risk drinkers in Australia by 2020 would avoid 7,200 deaths and
approximately 94,000 in person-years-of-life lost due to premature death. The benefit to
the health system was estimated to result in 330,000 fewer hospitalisations and 1.5 million

associated bed days (Chikritzhs et al., 2010). The net value of these benefits was estimated
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to be $1.7 billion from fewer hospital separations, and $22.7 billion from deaths avoided,

equating to $24.4 billion (Chikritzhs et al., 2010)

2.9.5 Ambulance costs

Hunter, Lubman and Barratt (2011) analysed Victorian ambulance attendee data from 2004
to 2008 for people aged over 65 and found that alcohol intoxication-related attendances
nearly tripled from 3.3 individuals per 10,000 in 2004, to 8.2 per 10,000 in 2008. Hunter et
al. (2011) also observed an increase in attendances for intoxication related to

benzodiazepines (22% of 2,966 attendances) and pain medications (14% of attendances).

Medicare does not cover ambulance costs and ambulance costs vary across the country
dependent on a range of variables e.g. whether the situation is an emergency/non-
emergency, mode of transport (road, helicopter, fixed wing), whether the person needing
an ambulance is a resident of the state in which the ambulance was required, whether or
not the person has a seniors or concession card etc. There are also differences across the
country in terms of who provides ambulance services. For example, in WA and the
Northern Territory, ambulance services are provided by government agencies and in 2013,
the WA government increased ambulance service funding to $100 million dollars (Western
Australian Auditor General, 2013). Because of the different funding models, it is difficult
to estimate alcohol-related ambulance costs, but it is reasonable to assume that the
increases in alcohol or other drug related callouts for older people would come at a

considerable expense.

2.9.6 Over-the-counter medications

As discussed earlier in the report, the greater use of over the counter and prescription
medicines among older people places them at a high risk of adverse outcomes (Frei et al.,
2010; Huizer-Pajkos et al., 2016; Islam et al., 2014). While a formal estimate based on the
costs of unnecessary and potentially harmful medicine use in older Australians is yet to be
established (National Stakeholders Group, 2015) this cost is likely to be in the order of
hundreds of millions of dollars annually (National Stakeholders Group, 2015).
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Conclusion

In addition to the rudimentary costs outlined above, there will also be costs associated with
mental illness and co-occurring substance use disorders among older Australians. These
older Australians are likely to have complex needs distinct from their younger counterparts
(Hunter, 2011; Searby, Maude, & McGrath, 2015b, 2016). Given that the annual cost of
mental illness in Australia has been estimated at $20 billion (Australian Government
National Commission of Audit, 2014), and that mental health problems among older
people with AOD related problems are widely under diagnosed (Royal College of
Psychiatrists, 2011; Searby, Maude, & McGrath, 2015a), it is probable that a significant

proportion of the $20 billion relates to AOD associated mental health issues.

To accurately estimate the economic impact of AOD use amongst older Australians will
require a comprehensive sophisticated analysis by health economists. Nonetheless, the
elementary calculations provided above indicate there is enormous scope to save
healthcare dollars through improved prevention, harm reduction, identification, support
and treatment services creating better health outcomes for people with AOD problems

(Butler, Reeve, Viney, & Burns, 2016).

2.10 Receptiveness of older people to health-related messages and

treatment initiatives

Older people have long been ignored as the foci for health promotion activities
(Golinowska, Groot, Baji, & Pavlova, 2016). One reason for this has been the assumption
that it is ‘too late’ for older people to change behaviours. However, since 2001, when the
WHO promoted the ‘healthy lifestyle at every stage of life’ message, the numbers of health
promotion messages and strategies targeting older people have grown rapidly. In addition,
there is research demonstrating the effectiveness of health promotion strategies and
messages targeting physical activity, smoking, falls and nutrition amongst older people

(Savage & Bailey, 2004).

Older people will often have unique motives for making lifestyle behaviour changes and
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unlike younger adults — who may not see the impact of their negative behaviours until the
future — older adults may see immediate and potentially life-threatening effects (World

Health Organization, 2015a).

Ensuring that health related messages, including information about alcohol and other
drugs, reach older people in ways they can accept is essential for changing attitudes and

behaviours and subsequently the WHO (2015a see p.178) recommend:

* Use communication processes that rely on heuristics and intuition. These
processes may be more effective than those that rely on large amounts of
information processing and thinking.

* Make messages more relevant to older people. Targeting messages (for
example, about the importance of physiological changes that occur with
ageing) can make the message appear more relevant and appealing.

* Trial positive messaging for older adults. Many older adults are motivated
to avoid processing negative information. Emphasizing gains to promote
preventive behaviours, (such as avoiding alcohol use to decrease cancer
risk), may be more effective in older adults.

* Tailor messages to specific older people. Matching information to an
individual’s characteristics can influence how older people think and feel
about a health issue; this can be more effective especially if the message
addresses how by modifying behaviour an older person may become more
emotionally satisfied.

* Manage emotional distress. Emotional distress can be both a catalyst for
and a saboteur of change; hence, it needs to be managed successfully to
encourage behavioural change and maintenance of that change.

* Consider an older person’s social support. As people age, their social
networks decrease in size and the networks may be more effective at
promoting stability than change. Social support can facilitate or endanger
behavioural change — for example by providing emotional support and
helping to manage emotional distress — or by discouraging change — for
example if one person in a couple wants to stop taking illicit drugs or

drinking alcohol and the other does not.
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While further work is required that examines the role of different factors in motivating
older adults to make and sustain positive behavioural changes, there is a body of literature
that provides insight into effective settings and strategies for reducing AOD use and harms

amongst older people and these will be covered below.

Given that older people are higher users of health services (Australian Institute of Health
and Welfare, 2014b) and are much more likely to seek care from both primary care and
specialty care providers than younger adults (F. C. Blow & Barry, 2014), community
pharmacist’s and general practitioners (GP’s) are well placed to provide health promotion
information and advice on alcohol and other drug (AOD) related information to older
Australians (Ostini et al., 2009; Wilkinson et al., 2016). This is also the most common
setting for research investigating the dissemination of AOD related information (Borok et
al., 2013). A recent scoping review by Mowbray and Quinn (2016) concluded that overall
the most well established and effective treatment for substance use problems in older
adults are brief motivational interviews (BMI’s) applied in primary care settings. Typically
lasting from 20 minutes to hour, BMI’s are used by practitioners to engage patients with a
conversational style to strengthen the person’s own motivation and commitment to change
their substance use (Mowbray & Quinn, 2016). Whether BMI’s and AOD information can
be effectively delivered by other health professionals (i.e. nurses and pharmacists) outside
of primary care settings and via alternate means (i.e. leaflets through the mail) remains an
area for future research (Borok et al., 2013; Kelly, Olanrewaju, Cowan, Brayne, &

Lafortune, 2017; Mowbray & Quinn, 2016).

Despite the effectiveness of clinical conversations between doctor and patient, the results
of a recent Western Australian study indicate that both GP’s and pharmacists are under-
utilising opportunities to engage older clients in AOD related conversations (Wilkinson et
al., 2016). In their study with men and women aged between 60 and 89, Wilkinson et al.
(2016) found that only 30% of men and 20% of women reported being asked about their
alcohol use by their GP in the past 12 months. Additionally, fewer than 4% of men and
women recalled being asked about their use of alcohol by their pharmacist (Wilkinson et
al., 2016). The research literature also highlights that the rate at which GP’s and

pharmacists are asking older patients about their AOD use, does not match the
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receptiveness of older people to receiving such information (Qi et al., 2015; Reeve, To, et

al., 2013; Wilkinson et al., 2016).

For example, Wilkinson et al. (2016) found that 94% of older men and 87% of older
women believed it appropriate for their GP to ask them about their use of alcohol and 50%
of men and 62% of women also believed it appropriate for their pharmacist to ask.
Moreover, participants reported that they would particularly welcome receiving tailored
information regarding alcohol and medication use from both the GP and pharmacist

(Wilkinson et al., 2016).

Similarly, discussions about prescription medication and de-prescribing do not occur in
practice as often as they should (Reeve et al., 2017). This is even though two separate
Australian studies have found that almost 90% of older adults report that they would be
willing to have one or more of their unnecessary medications ceased (de-prescribed) if
their doctor thought it was appropriate (Qi et al., 2015; Reeve, Wiese, Hendrix, Roberts, &
Shakib, 2013). These findings on medication and alcohol use suggest that older Australians
are very receptive to receiving advice from the GP and to a lesser extent, their pharmacist
on alcohol and prescription medicines. Unfortunately, approximately 40 to 80% of
medical information is immediately forgotten after exposure (Kessels, 2003), especially by

older adults (Jansen et al., 2008).

To increase the transferability of information between a doctor and patient, a number of
factors related to ageing need to be taken into account (Mowbray & Quinn, 2016;
Sadowski, 2011). For example, poor health literacy, or the inability to comprehend health
care information, is more common in older adults and associated with decreased adherence

to therapies, increased hospitalisations, healthcare costs and mortality (Sadowski, 2011).

Further, the likelihood of developing one or more chronic conditions increases with age,
and communication barriers such as hearing loss, speech impairments, and slowed speed of
cognitive processing can inhibit older patient’s involvement in decision making (Bynum,
Barre, Reed, & Passow, 2014; Czaja, 2016). At a minimum this means that health
professionals may need to spend more time communicating with elderly patients to ensure

that they understand the information being communicated to them (Bynum et al., 2014).
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AOD related advice may be more effective when verbal counselling is delivered in
conjunction with easy to read written information (Sadowski, 2011). To this end,
Wilkinson and colleagues (Wilkinson, Helfgott, Kirby, & Allsop, 2015) produced an
alcohol and older Australians fact sheet that is targeted at older Australians (see Appendix
2); and Ferguson, Savic, Manning and Lubman (2017) have developed an online alcohol-

related health promotion tool for older Australians.

Companion involvement during medical encounters through the provision of informational
support (i.e. such as asking questions, taking notes, and recalling information) has also
been associated with positive consequences for older patients including improved

understanding by the patient of the medical advice (Laidsaar-Powell et al., 2013).

Other barriers to older patients receiving health advice include social isolation, particularly
among those who live alone and in rural areas (American Psychological Association, 2014;
Czaja, 2016). In these circumstances and settings, telephone and technological based
interventions may facilitate the provision of AOD information and interventions to older

Australians (Chang, Compton, Almeter, & Fox, 2015; Czaja, 2016).

For example, Chang et al. (2015) tested the effects of a four week motivational
interviewing (MI) intervention for prescription opioid adherence among 30 adults with
chronic pain over the age of 50. While the intervention was found to reduce the risk for
prescription opioid abuse in older adults, it was also effective in decreasing the risk for
developing an alcohol use disorder among those who drank (Chang et al., 2015).
Moreover, the participants acknowledged the convenience of weekly phone delivered MI
sessions which provided them with a more flexible way to complete the intervention

without having to attend a clinic (Chang et al., 2015).

There is also a range of internet-based interventions becoming increasingly available such
as those delivered via computers and mobile devices (e.g. smart phones and tablets) to
address the health needs of older adults (Czaja, 2016). While access to technology and the
Internet needs to be taken into account, an increasing number of older adults are becoming
more technologically engaged to manage their own health (Czaja, 2016; Sadowski, 2011).

The use of E-Health applications, such as health websites, online health self-management
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tools, online support groups and blogs to access or receive health information or support is
increasing (Czaja, 2016). Health applications and links on smart phones sometimes
referred to as mHealth are also on the rise (Czaja, 2016) and should be explored for the

potential utility with older Australians.

A recent systematic review which investigated internet based interventions for addictive
behaviours found that all 16 studies reviewed demonstrated positive treatments outcomes
for their respective behaviours (smoking cessation, gambling, alcohol and alcohol
dependence) (Chebli, Blaszczynski, & Gainsbury, 2016). However, as with telephone
interventions, the majority of studies in the review did not report demographic
characteristics making it difficult to evaluate the benefit of these interventions for older
people (Chebli et al., 2016). Nonetheless, a recent study by Grindrod and Gates (2014)
explored the usability and usefulness of mobile health applications installed on an Ipad for
medication adherence among a sample of 35 adults aged 50 and over. The study
participants found little utility for the applications above their current health management
systems, but proposed future use only if cognition and health declined (Grindrod et al.,
2014). Most participants also experienced difficulty when first attempting to use the
applications but felt they would be able to use them with training and practice (Grindrod et
al., 2014). Overall, the findings indicate that it is beneficial if older adults are educated
about the utility of new technologies and provided with ample opportunities for training

and learning (Czaja, 2016).

The process of making a decision with health information is also complex (Sadowski,
2011). Patients receive information and then act on it (or not) based on its source, content
and their pre-existing beliefs (Sadowski, 2011). Borok et al. (2013) found that participants
(aged >55) who made actual reductions in their risky alcohol use 12 months after
participation in a primary care based brief motivational intervention (BMI), reported that
they did so due to the information gained about the perceived health benefits. Further, the
majority of respondents who were still at-risk drinkers reported that convincing medical
evidence that alcohol was harming them would motivate them to change (Borok et al.,
2013). It is therefore essential that health professionals assist older patients in making the
best decisions by providing the highest quality AOD information concerning the effects on

their personal health (Borok et al., 2013; Sadowski, 2011). The development and
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dissemination of AOD related information is important, as data has indicated that more
than 80% of Australians believe that they could drink alcohol every day for many years
without adverse health effects (AIHW as cited in (Pettigrew & Pescud, 2016). Similarly,
research by Wilkinson and colleagues (Wilkinson et al., 2016) with older West
Australians indicated that 70% of men and 60% of women believed that red wine
decreased health risks and 63% of men and 82% of women reported that these beliefs had

influenced their decision to drink.

The available literature also highlights the importance of the patient-health professional
relationship in the context of engaging older clients in AOD related discussions (Linsky,
Simon, & Bokhour, 2015; Reeve, Low, & Hilmer, 2016). Pharmacy customers have
expressed concerns about privacy and trust which contribute to less positive attitudes
concerning their pharmacist asking about their AOD use (Sheridan, Stewart, Smart, &
McCormick, 2012). Conversely, a greater amount of trust given to GP’s by older clients
has been found to inhibit their ability to take a more active role in decision making about
their health (Linsky et al., 2015; Reeve et al., 2016). For example, some elderly patients
fail to raise their concerns about taking unnecessary medications due to their perception

that “doctor knows best” (Linsky et al., 2015; Reeve et al., 2016).

Greenhalgh, Macfarlane, Steed and Walton (2016) suggest that for community
pharmacist’s to be able to successfully deliver AOD interventions, they first need the trust
of the public which may occur via the promotion of positive messages by other health
professionals and the media. With regard to doctor-patient relationships with older client’s,
shared decision making whereby the patient is well informed and their preferences are
considered in health decisions has been recommended (Linsky et al., 2015; Reeve et al.,

2016; Wolff & Boyd, 2015).

These issues are more complex for clients using illicit drugs and misusing pharmaceuticals.
International and Australian research has consistently shown that individuals engaged in
illicit drug use are hesitant about disclosing this behaviour with health care providers due
to fear of stigma and discrimination and this is more pronounced for people who inject
drugs (Australian Injecting and Illicit Drug Users League, 2011; Drumm, McBride,
Metsch, Neufeld, & Sawatsky, 2005; Higgs & Dietze, 2017; Islam et al., 2013; H. Wilson,
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Brener, Mao, & Treloar, 2014) and most pronounced amongst those who injected

pharmaceutical drugs (Islam et al., 2013).

The issue of trust in a health care provider is critical for all drug use and is an important
predictor of whether or not a person will disclose their drug using behaviour (Treloar,
Rance, Yates, & Mao, 2016). Unfortunately, Ostertag, Wright, Broadhead and Altice
(2006) have suggested that trust in physicians is likely to be lower among older people
with a history of illicit drug use, because of the increasing amount of time spent occupying
a stigmatized status, great number of negative encounters and increasing opportunities to
interpret other’s actions and feelings through a negative lens. As a result of the long-term
exposure to stigma, they are even less likely to disclose use than younger people. There
have also been concerns raised that the development of electronic health records, will
increase individuals concerns about privacy and confidentiality and the likelihood that they

will wish to disclose illicit drug use (Campos-Castillo & Anthony, 2015).

There will also be a cohort of older people who may require more than advice or the
delivery of a brief intervention. While historically, older people were often excluded from
large scale randomized controlled trials into the effectiveness of different AOD treatment
approaches, over the past decade and particularly in the U.S., a number of studies have

investigated the efficacy of a range of interventions specifically with older patients.

Based upon this growing body of evidence, it appears that Cognitive Behaviour Therapy
(CBT) approaches in relation to alcohol and benzodiazepine use with older people are
effective (Kuerbis & Sacco, 2013; Morin et al., 2004; Satre, 2015). Research has also
shown that pharmacotherapy and psychotherapy programs for substance use disorders and
mental health problems have equivalent or more positive treatment outcomes amongst
older people than their younger counterparts (Blazer, 2003: Goncalves and Byrne, 2012;
Karlin et al., 2013; Kuerbis and Sacco, 2013, Weiss and Petry, 2013 as cited in (Al-
Otaiba, Epstein, McCrady, & Cook, 2012; Choi et al., 2014). There is also evidence that
older patients are usually more compliant with treatment than younger patients (Gossop &

Moos, 2008).
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Research that has examined the impact of two types of outpatient treatment (“‘day hospital”
vs. “traditional outpatient”) for alcohol use found that at five year follow up older adults
were significantly more likely to report abstinence from alcohol and illicit drugs over the
past year than younger adults (Satre, Mertens, Arean, & Weisner, 2004). Similar outpatient
research with veterans in the US also demonstrated that older adults had significantly

better outcomes than younger adults (Lemke & Moos, 2003).

In Kuerbis and Sacco’s (2013) review of existing treatment for substance ‘abuse’ among
older adults, the authors concluded that chemical aversive counterconditioning to alcohol,
CBT, and relationship enhancement therapy demonstrate positive outcomes for older
adults. They also concluded that treatment, whether age-specific or mixed-age, generally
works, yielding rates of abstinence comparable to general populations and younger
cohorts. Finally they also suggest that greater treatment exposure (higher dosage),
produced a higher success rate for older adults and that age-specific treatment may
potentiate treatment effects for older adults, potentially due to greater treatment
engagement or retention. In Australia, one older adult specific service has been established
in Victoria for people aged 50+ with alcohol-related problems (the Older Wiser Lifestyle
OWL program). A recent review of effectiveness found that at six months, significant
reductions were observed in the Australian Alcohol-related problems survey (A-ARPS)
classification and Alcohol Use Disorders Identification Test- Consumption (AUDIT-C)
scores among all clients, irrespective of the number of sessions or intervention group(S.
Bright & C Williams, 2017). Further research is required on this innovative unique
program, but if results are favourable then it may be possible to extend the treatment model
for inclusion of older people with illicit drug problems or duplicate the service in other

jurisdictions.

Case and care management models also offer distinct advantages for older adults by
providing a comprehensive approach that addresses the complexity of medical and
psychiatric comorbidities common amongst older people. Such approaches can also embed
alcohol, illicit drug and the misuse of pharmaceuticals into a broader health care plan and
this can help to reduce shame, embarrassment and stigma (Kuerbis, Sacco, Blazer, &

Moore, 2014)
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In conclusion, while at least half of older people report that they are willing to engage in
alcohol-related discussions with their pharmacist, and the majority with their GP, they also
report that these discussions do not take place very often (Wilkinson et al., 2016). More
research is needed to determine the effectiveness of AOD intervention and information
dissemination which occurs outside of primary care settings and via different means
(Borok et al., 2013; Kelly et al., 2017; Mowbray & Quinn, 2016) and in particular for illicit
drug use and the misuse of pharmaceuticals. More research is also required about which

specific treatments work best for AOD related problems and what might be the crucial

mechanisms of change for older people (Kuerbis & Sacco, 2013).

Thus, while more research is needed into the efficacy of utilizing various settings, there is
evidence to suggest that primary heath care is an optimal setting (Bhatia, Nadkarni,
Murthy, Rao, & Crome, 2015; Mowbray & Quinn, 2016) for alcohol-related discussions
but more work is needed to ensure that this is also a setting in which older clients feel
“safe” to disclose and openly discuss their alcohol, illicit drug use and misuse of

pharmaceuticals without fear of prejudice.

2.11 Summary

Alcohol and other dug use amongst older Australians is generally lower than the rest of the
population. Despite this, AOD use amongst older Australians comes at considerable bio-
psycho-social-economic cost. While this literature review has focused on the current
generation of older Australians, there are also concerns that the next cohort of older
Australians may have higher levels of AOD use and subsequently higher levels of harm.
For example, cannabis use amongst 55-64 year olds has increased from 1.2% in 2001 to
7.5% in 2017 (Australian Institute of Health and Welfare, 2017d). There is also an ageing
Australian cohort of injecting opioid users and opioid substitution therapy (OST) clients
(Australian Injecting and Illicit Drug Users League, 2011; Australian Institute of Health
and Welfare, 2014d). The Australian Institute of Health and Welfare (2014d) reported that
from 2006-2013 the proportion of OST clients aged less than 30 more than halved (from
28% to 11%), and the proportion of clients aged 50 and over more than doubled (from 8%
to 19%). Estimates further indicate that there may be as many as 30,000 regular injecting
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opioid users, and up to 80,000 infrequent or non-dependent injecting opioid users in
Australia who are over the age of 40 (Australian Injecting and Illicit Drug Users League,

2011).

In conclusion, Australia is currently faced with a paradigm shift in terms of our views,
responses and policies on “older age”. AOD use amongst older Australians has typically
been ignored, but this needs to change. With the spotlight on AOD use amongst older
Australians as a result of the publication of the 2016 NDSHS, the issues are now in the
public domain and subsequently; this presents a window of opportunity for the timely

development of prevention and intervention responses.
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Chapter Three: Key informant research investigating alcohol
and other drug use amongst older Australians

3.1 Introduction

Key informant (KI) interviews were conducted with 18 informants from across Australia.

The key informant interviews were designed to capture input on:
1. The public health implications for Australia related to AOD use and ageing.

2. How the ageing of the Australian population may influence AOD prevention and

treatment initiatives.
3. The impact of AOD use in older Australians.
4. Issues for the future related to AOD use and older Australians.

5. Identification of research priorities on alcohol use amongst older Australians.

3.2 Methods

Before interviews commenced, it was necessary to develop the key informant
questionnaire and identify potential key informants. The method section will provide
details on each of these elements and will include information on the professional

experience of each key informant interviewed.
3.2.1 Development of key informant questionnaire

The key informant questionnaire was developed with input from the expert panel reference

group in July 2017.

3.2.2 Components of the key informant questionnaire

Following discussion with members of the expert reference group about the critical issues

and being mindful not to overly burden key informants, the final survey included ten
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questions. See Appendix 1 for the full questionnaire and see Table 12 for a list of the

questions included.

Table 12: Questions included in the key informant questionnaire

1. From your perspective what are the major public health implications for Australia
related to AOD use and an ageing population?

2. What implications does AOD use amongst older Australians have for AOD
prevention and treatment initiatives? Why?

3. From your perspective what impact is AOD use amongst older Australians having on
services such as aged care, hospitals, primary health care etc.?

4. In your opinion, what are the major direct and indirect costs associated with AOD use
amongst older Australians?

5. Are you aware of any services or organisations that have been proactive in this area?
(either in developing AOD services specifically for older people, or engaged in
raising awareness about the topic, or initiated workforce development programs on
AQOD and ageing etc.). If so, who are the organisations and in your opinion what are
they doing well?

6. How do you think we might best raise awareness about AOD issues amongst older
Australians in general and amongst specific groups of older Australians?

7. How do we best increase AOD knowledge amongst those professions who work with
this age group?

8. What would you identify as three key research priorities in this area?

9. What do we need to do to respond more effectively to AOD use amongst older
Australians- now and over the next ten years?

10. Are you aware of any data on this topic that may be useful to include in the report?

To increase the accuracy of the interpretation of qualitative data the following procedure
was adopted: (1) question was stated; (2) a matrix of response themes was developed; (3)
the range of responses was described; and, (4) an interpretative discussion was provided
(Windsor, Baranowski, Clark, & Cutter, 1994). A summary is provided in the results

section of this chapter. To afford greater clarity, quotes from key informants are included.

3.2.3 Recruitment and interview protocol

As the focus of the survey was on AOD use and older people the decision was made to

select key informants from the ageing field, the alcohol and drug field and the medical and
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general health fields. At the first reference group meeting, members identified possible Kls
to contact and in the round of interviews Kls were asked to nominate further possible
informants. To provide flexibility for informants, they were offered the opportunity to
conduct the interview over the phone or to fill out the survey and return. In the
Department of Health contract, the consultant agreed to interview 10 key informants, but a

total of 18 key informants participated in the project.

Initial contact with potential key informants was made via email. This email included
information about the research and a copy of the key informant questionnaire. The first key
informant interview was conducted on 2 August 2017 and the last interview was conducted

on 25 August 2017.

3.2.4 Sample

Each key informant was given a single identifier from KII to KI18. Key informants
resided in every State and Territory in Australia with the exception of Tasmania and the
Northern Territory. The sample included: two AOD service provider Medical
Directors/Professor; one Professor of Geriatric Medicine; four Associate Professors/
Professors in the discipline of health and ageing; one AOD academic/clinician; one
pharmacist/Associate Professor; one Associate Professor/Elder in the discipline of AOD
and Aboriginal research, one Research Fellow in the discipline of mental health and
Aboriginal research; one CEO of a metropolitan AOD service; one CEO of a state-wide
alcohol and other drug network, two Managers of regional/remote AOD services; one CEO
from the Mental Health field; one Coordinator from a substance use peer support network;

and, one peer support worker with a lived experience of injecting drug use.

3.3 Results

Results for each question included in the survey/interview will be presented. This will
involve the question being stated followed by a discussion of the responses from key

informants.
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Q1. From your perspective what are the major public health implications for
Australia related to AOD use and an ageing population?

Three KI’s mentioned that we are now witnessing an increase in alcohol use amongst
successive cohorts of older people, in particular amongst successive cohorts of older
women. Another KI mentioned that not only are we witnessing an increased use of alcohol
amongst more recent cohorts of older Australians but that there is also an increase in the
size of the aged population of opiate dependent people on opiate substitution treatment
(OST). A further two Kls, mentioned concerns about increasing poly-drug use amongst
such cohorts, some of which was linked to pain management and some a result of the high
level of comorbidity amongst older people and multiple medications commonly being
prescribed. One key informant who had a lived experience of injecting drug use,
commented that not only is she now experiencing the effects of a deterioration in health
due to the “normal” ageing process, but she has also had to deal with living with HIV and
Hep C since 1992 and hence suffers from the deleterious effects of long term drug use and
these effects on her health. These issues all resonate with the latest data from NDSHS and
the research literature highlighting the poor health of people who have used illicit drugs or

injected drugs for many years.

The comorbidity common amongst many older Australians also means that responding to
AQOD use amongst older people becomes infinitely more complex. Many KI’s voiced their
concern that neither the primary health care, public health or the aged care sector have the

capacity to respond appropriately. As two KI’s commented:
“What we are seeing is a disproportionate level of co morbid harm occurring and
unfortunately many GP’s are not exploring AOD issue with their patients so we see lots of

misdiagnoses” (KII)

“We are witnessing a complexity of co-morbidities- and responding to this requires an

entirely different skillset for clinicians “ (KI2)

More than thirty per cent of the sample also commented that there was a high degree of

stigma associated with AOD use amongst older people and a lack of awareness of the
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issues, amongst service providers, medical staff, aged care providers and amongst older
people as well. This creates a catch-22 scenario in that, until AOD issues are discussed
more openly, levels of stigma will remain, and yet while the stigma exists, it is unlikely
that older Australians will wish to discuss the issue. Stigma, discrimination and a hesitancy
of people to discuss illicit drug using behaviour with health professionals is an issue that
also appears in both the Australian and international research literature (Treloar et al.,

2016).

However, there may also be another reason that health professionals do not raise the issue
of alcohol, illicit drugs or the misuse of pharmaceuticals with patients/clients, and this may
be that they are not aware of what might be the most appropriate advice or course of

action. For example:

“Professionals will avoid asking older people about their alcohol and other drug use if they

feel they cannot competently respond to the information provided” (KI3)

Finally, there were also concerns raised by three of the Kls, that these issues were even
more acute and complex amongst some Aboriginal peoples. This is illustrated by the

sentiments expressed in the following quotes:

“Having spent 11 years in primary health in a remote area of Australia, a focus needs to
be on what are the greatest unmet needs and from my perspective these are the roles of the
community elders, predominantly female and how their ageing and loss of community
respect is growing a sense of despair and the lost generation of fathers and mothers who
through addiction to alcohol and other drugs, care little about the health and wellbeing of

themselves, their families, children and communities “ (KI14)

“The intergenerational poverty cycle and associated harms. Increased vulnerability of
older Aboriginal people who already may have poor health and be suffering from poverty
and then may have been prescribed medication for ill health and then some are being
pressured by other family members to pass on the medications (diversion) and then this

further compounds their own health issues. Some of the drug use amongst elders is to cope
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with and escape from racism and the systemic bias against Aboriginal people in the
community, so if we want to prevent AOD harm we must also at the same time break down
some of the trauma that Aboriginal people are exposed to and have been exposed to over

the past 200 hundred years”. (KI5)

Q2. What implications does AOD use amongst older Australians have for AOD

prevention and treatment initiatives? Why?

Prevention

The consensus amongst key informants was that there were few, if any prevention
initiatives targeting alcohol or other drug use amongst older Australians. This needs to
change, and as poly-drug use amongst older people is common, prevention initiatives
should not only focus on individual drugs but also on the specific risks of poly-drug use for
older people. It was also recommended that prevention initiatives be delivered from
multiple settings 1.e. General Practice settings, across pharmacies and at all other settings

where older Australians commonly attend. As suggested by one KI:

“Any prevention message needs to be tailored for older Australians. The current
prevention messages target young people and hence are likely to be ignored by older
Australians as not relevant to them. Prevention messages could be linked to other issues
e.g. falls prevention and safety in the home and /or linked to medication information and

the need to be mindful of the interaction of medications and AOD use “ (KI16)

Another key informant commented that we need to develop prevention campaigns that
encourage older people to “have the talk with their GP” (KI1) and for both the older person
to feel comfortable in doing so and the GP or other health provider to feel they have the

skills and knowledge about how to respond effectively.

One key informant, also mentioned that particularly among older injecting drug users,
there is likely to be a degree of cynicism about any prevention messages, as this group of
older people are likely to have “heard it all before” (KI7) and hence not find any potential

health or harm minimization messages on the topic credible.
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Treatment

There was consensus that there are limited treatment options available for older people and
scant knowledge about what treatment options are most appropriate for older people
experiencing AOD use problems. Key informants were only aware of one age-specific
treatment service in Australia - The Older Wiser Lifestyle (OWL) program offered in
Victoria. A number of KI’s also mentioned that many existing services may not be
physically suitable for older clients who may have mobility issues and other physical
impairments. Such concerns have been echoed in research by Lintzeris et al, (2016) with

older OST clients.

Additionally, as there are fewer general health services in rural and remote areas, the

options for older people in these areas will be very, very limited:

“Very few treatment options are available in remote communities and the only residential

rehab we have here, comorbid detox is the prerequisite for entry” (K14).

These issues are further compounded for Aboriginal people who live in rural and remote
areas and who are already significantly disadvantaged. As such, any initiatives will need to

be more comprehensive:

“We need a system where families look after the needs of elders and to do this we need to
drill down from state to the local level and the individual level with families. We need local

leaders to become champions in partnerships with other organisations.” (KI5)

Another issue that was raised was that many older people experiencing AOD related
problems are also likely to be “experiencing co-occurring co-morbid conditions and in
particular cognitive impairment “ (KI8). Such clients will have complex health needs and
may require assistance that neither existing AOD agencies nor aged care agencies are able

to provide.

There were also concerns about an ageing cohort of opiate dependent users transitioning

into aged care facilities. These clients are likely to have complex medical requirements,
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necessitating an increased workload, for medical and health staff at both AOD and aged

care agencies. For example:

“There are considerable difficulties related to the transition of older opiate dependent
patients into aged care facilities. Aged care facilities are not well equipped yet to deal
with this new patient cohort where issues of medication and in particular opiate and other
pain based medication use is common. This is even more complex when a patient is also or
has been on opiate substitution treatment (OST). The handover from OST to aged care
facility is very time consuming and there are currently no handover strategies or policies
or practices that are available that allow this process to be streamlined. So the process is
on a case-by-case basis and because of the complexity of medication issues requires

considerable medical practitioner involvement at both ends” (KI19)

Not only are the medication issues complex, which creates extra imposts on medical and
other staff, but also from the older persons perspective, treatment is also expensive. As one

KI explained:

“ To have to pay approximately 340 per week just for pharmacotherapy then to have other
health issues — medications such as diabetes or heart conditions the costs starts to add up”

(K17).

In some cases, this causes a significant financial burden. For some people the costs may
simply be too prohibitive, meaning that prescriptions are not filled, leading to a further
deterioration in health. In addition, a number of KI’s mentioned that stigma and perceived
discrimination were significant barriers to accessing health services amongst older clients.
This issue also came across strongly in the research literature e.g. (Australian Injecting and
[licit Drug Users League, 2011; Higgs & Dietze, 2017) and is a significant cause for

concern.

Q3. From your perspective what impact is AOD use amongst older Australians

having on services such as aged care, hospitals, primary health care etc.?
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Key informants from both the AOD and medical fields agreed that high level of AOD use
amongst older people will result in increased numbers of patients moving into aged care
with AOD related problems. The majority of KI’s were also of the opinion that both aged
care and public hospitals are currently ill equipped to deal with AOD use amongst older

Australians. One key informant went on to state:

“I suspect that there is possibly some mis-diagnosis, poor management and unnecessary
trauma for those experiencing AOD issues. Often when the elderly are admitted to care
there is often insufficient attention paid to the assessment of their AOD use, or a lack of

understanding about the implications” (KI6).

Some of these implications link to the important physiological changes that occur with

ageing:

“With changes in age there are also changes related to pharmacokinetics and
pharmacodynamics and when these are overlaid with prolonged AOD use it makes
admission to hospitals etc. much more complex and yet because of the time pressures it is
unlikely that those admissions for falls, and drug complications are ever linked to AOD

use”” (KI19)

Most key informants were of the opinion that GP’s often don’t screen for AOD use
amongst older patients or may inadvertently misdiagnose an AOD issue for an issue that is
commonly seen with advancing age. Some also voiced concerns that this practice can also
lead to a “prescribing cascade’ (K110) which can in turn lead to drug complications and

possible falls, injuries or impairment of cognitive function.

However, one key informant also made the salient point that “moderate alcohol use is
associated with fewer GP visits” highlighting that alcohol use must be viewed across the
spectrum and not only through a prism of harm. It also reinforces the research evidence
e.g. Wilkinson and Dare, (2014) indicating that alcohol can act as an important social
lubricant leading to increased social interaction and engagement, which is also of benefit to

overall health.
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Another K1, also highlighted the need for dedicated Aboriginal AOD /aged care services:

“We don’t look after older people well and there is nowhere for Aboriginal elders
experiencing AOD issue to go. We only have about 90000 Aboriginals in WA so it
shouldn’t be too hard to develop a place for Aboriginal elders to go- somewhere that was a
dedicated Aboriginal facility that ensured it was culturally safe and where there was

acknowledgement of dreamtime and all that represents” (KI5).

Finally, one KI mentioned that as injecting drug users are having significant health issues
at a younger age than their non-injecting peers, they may also need to access nursing
homes and residential care options at an earlier age, but may not necessarily wish to cease
their drug use. While some aged care facilities may tolerate or accept alcohol, this will not
be the case for illicit drug use. And according to two KI’s this may lead to the older person
engaging in covert drug use or facing discrimination. In addition, a KI highlighted that
older people who have been using illicit drugs for many years may also have reduced
social circles and are likely to be at increased risk of isolation and loneliness. This
increased vulnerability of older Australians whom have a history of illicit or injecting drug
use was also a significant issue in the research literature. This cohort of vulnerable older
Australians are likely to have compromised health, be biologically older than their
chronological age, be isolated and suffer from high degrees of stigma (Australian Injecting

and Illicit Drug Users League, 2011).

Q4. In your opinion, what are the major direct and indirect costs associated with

AOD use amongst older Australians?

There was agreement that the major costs associated with AOD use amongst older
Australians, were AOD related falls, injuries, accidental overdoses, cognitive impairment

(from poly-drug use with and without alcohol use) and prolonged hospitalisation.

In addition to the tangible costs associated with increased hospitalisation, there were also
the personal costs to an individual from decades of drug use. This was highlighted by the

following comment from one AOD medical specialist:
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“We are now seeing about 5 to 10 cases per year in WA of drug users dying in their 50’s
and 60’s doing what they have always done e.g. have a few drinks, take some Benzos or
have some other drug that they have often taken and then go into respiratory arrest and

die” (KI9).

The quote also echoes the work of Beynon and colleagues (C Beynon, 2009; C. Beynon et
al., 2009; C. Beynon et al., 2010) who have also highlighted the compromised health of

older people using drugs.

Some KI’s also spoke of the reduced quality of life for older Australians with a substance
use disorder and the possible link to homelessness or financial hardship. As one KI

mentioned:

"Many drug users have not planned for retirement or even old age even if they had

savings/super this could be spent in a very short amount of time “ (K17).
The association between homelessness and AOD use is very important particularly in light
of data from the Specialist Homelessness Service suggesting that homelessness rates have

increased by 25% since 2011(Australian Institute of Health and Welfare, 2016b).

Finally, two KI’s spoke of the loss of culture as an indirect cost of AOD use amongst older

Aboriginals. For example:

“Loss of culture, loss of family and social connectedness and rising rates of acute and sub-

acute mental illness” (KI4) and

“We have seen a diminishing status of elders over the past 200 hundred year and this also

has a role in what we are seeing in relation to AOD use today” (KI5).

One member of the reference group also mentioned that we are witnessing an ageing

prison population and an increase in illicit drug use amongst older prisoners.
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Q. 5. Are you aware of any services or organisations that have been proactive in this
area? If so, who are the organisations and in your opinion what are they doing

well?

The majority of KI’s were unaware of services or organisations that have been proactive in
this area. However, three Kls mentioned the Older Wiser Lifestyle program in Victoria,
another mentioned the Department of Veterans Affairs “right mix” program which is
targeted at older drinkers and two others mentioned that the Aboriginal medical service
were trying to develop programs in this domain. In WA, on KI noted that an annual
conference is held with opiate subscribers where advice is provided on some of the

pharmacodynamics and pharmacokinetics of ageing.

A number of KI’s acknowledged that the comprehensive medication reviews that are
conducted by specialty trained pharmacists are beneficial for older people and can
significantly reduce the ‘prescription cascade’ or likelihood of an ADR from poly-drug
use. In addition, it was noted that in 2015 Dual Diagnosis Australia and New Zealand
developed the “older Adults Dual Diagnosis Resource Guide” which is aimed at
supporting those who work with clients aged 55 years and older with a dual diagnosis of
substance use and mental health disorders * See:
http://www.dualdiagnosis.org.au/home/index.php?option=com_content&task=view&id=1

23&itemid=3

In WA, the WA Substance Users Association and the WA Aids Council have written
papers on HIV and ageing, have created a new “HIV and ageing” position and have
commenced working with staff at an aged care facility on HIV and ageing. Also in WA,
comment was made of the “Alcohol and ageing fact sheet “ developed by Wilkinson and

colleagues and distributed through the Mental Health Commission (See appendix 2).

The feedback from Kls on this topic highlights that professionals in both the AOD and
gerontology fields are cognisant of the importance of AOD and ageing, but that to date

there appear to be limited resources available.
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Q6. How do you think we might best raise awareness about AOD issues amongst

older Australians in general and amongst specific groups of older Australians?

The consensus on this topic was that we need to target those places where older
Australians regularly go for both recreational purposes e.g. bowling clubs, senior citizen
centres and for health reasons e.g. GP and hospitals. It was also recommended that we
“flood” the market with age appropriate information that raises awareness about the
physiological changes that occur with ageing and some of the risks for older people in
relation to AOD use. It was also recommended that any message should come from a
strengths rather than a deficit perspective in other words tie in any messages related to
alcohol or other drug use with the concept of holistic healthy ageing. Another
recommendation was to utilise peer education and peer support workers so that older
people are empowered and can share their lived experiences with others. These
recommendations are salient considering the scepticism that exists among many older
Australians concerning the possible adverse health effects of alcohol (Wilkinson et al.,
2016). Considering the reluctance of those who use illicit drugs (including those who
misuse pharmaceuticals) to divulge their use with health practitioners (Australian Injecting
and Illicit Drug Users League, 2011), flooding the market with age specific advice on illicit

drug use is warranted.

KI’s also mentioned that we should utilise GP’s, pharmacists, residential aged care, and

medical specialists as conduits for disseminating the “healthy holistic ageing” message.

Q7. How do we best increase AOD knowledge amongst those professions who work

with this age group?

A number of KI’s mentioned that advocating with professional registration bodies on the
importance of the issues may be worthwhile with the aim that training is included at either
the pre-service level as part of undergraduate or post graduate training or at the post
service level and offering CPD points as inducement. But as one KI mentioned it is not just

education and skills that need to be enhanced but also a shift in attitudes about AOD use
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amongst older Australians that encourages: “promotion of tolerance, acceptance and

support” (KI11).

There was also acknowledgment that “how we influence professional practice is a
perennial issue and we still don’t know to answer to this” (KI19). One KI concluded, “We

need 'mandatory work placements’ to influence and change practice.

The Royal College of Psychiatrists in the U.K. also recommended that training for medical
professionals should commence at an under-graduate level, through specialist education
and continue as part of continuing professional development (Royal College of

Psychiatrists, 2011).

There was also a consensus amongst KI’s that partnerships across primary health, aged
care, hospitals and AOD service are vital. This is an important issue, as some professionals
in the AOD field may believe that professionals in the aged care sector are not prioritising
AOD and ageing, and the same views may be held by gerontology professionals about
those in the AOD field. The following comments, firstly by a gerontology specialist and
secondly by an AOD specialist illustrate this point:

“We need to engage the specialist ageing services. However, I know that the current AOD

services are threadbare and do not seem interested in older people” (KI8).

“I must say I met with the director of aged care in our local region who felt this was not a

problem and not a priority- so there is resistance to be addressed too” (KI2).

This second comment resonates with previous research by Wilkinson (2008) who also
conducted a KI survey in Australia on alcohol and ageing and noted the following

comment:

“There are strong ageism attitudes amongst many professionals who think- what does it
matter if an older person drinks too much- what difference will it make? This kind of

’

attitude makes it difficult to create an impetus for change.’
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Q8. What would you identify as three key research priorities in this area?

All key informants agreed that more research on alcohol and other drug use amongst
different cohorts and groups of older people was required. Ten KI’s specifically mentioned
that research was needed examining the efficacy of different treatment options for older
people. There was also acknowledgement that any research needs to recognise that older
people are not a homogenous group and that “we also need to be mindful of the important
cultural differences that exist” (KI1). According to key informants, until more was known
about AOD use and ageing, it was difficult if not impossible to recommend what might be
the most optimum treatment and prevention responses. There was agreement that
fundamental data were required to develop an accurate picture of alcohol and other drug

use amongst older people in general and from specific sub populations.

Finally, three KI’s mentioned that research looking holistically at the “big picture” was
required. In other words, “how do we maintain social connections, inclusion and active
lives strategies “(KI12), “reduce injuries, promote good nutrition and social wellbeing”

(KI13) and where does AOD fit in this big picture.

Q9. What do we need to do to respond more effectively to AOD use amongst older

Australians- now and over the next ten years?

As indicated by at least one KI, the good news is that older Australians are now being
recognised as an important population in a number of health strategies. For example, they
are now included as a priority group within the draft National Drug Strategy and the past
five years has seen an increase in Australian research. There also remains a window of

opportunity as not all “baby boomers” have reached retirement age.

To respond more effectively, KI’s were of the opinion that we need to better raise
awareness of the issues with not only older people but also those who are currently aged in
their 40s and 50s and with all professional groups who most commonly work and interact
with older Australians. Hand in hand with this should be better screening and assessment

of AOD use amongst older people using age appropriate screening and assessment tools.
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For those who are identified as potentially requiring some form of treatment, whether that
be on an in or out-patient basis, we need to ensure that staff are adequately trained in how
to work most effectively with older people, be empathic, non-judgemental and know what
are the most appropriate treatment or interventions to offer. These recommendations are
also supported by both national and international research literature and work has already
commenced in Australia investigating the efficacy of AOD screening instruments (see:

(Bright et al., 2011; L. Cusack et al., 2015; B. Draper et al., 2017)

Four KI’s recommended funding is provided so that more age specific AOD services could
be developed and evaluated. Another KI recommended that rather than developing
specialised AOD services for older people, resources would be better spent in up-skilling
professionals in services such as silver chain. Training those staff who provide home-visit
outreach services may be optimum, as some older Australians may have mobility and
transportation issues that could preclude them from attending traditional treatment settings.

A comprehensive intersectoral strategy and approach will be required so that:

“We make sure that people are not getting lost in the mainstream” (KI15) and one that

involves “both up-stream and down-stream approaches simultaneously* (KI1).

Three KI’s also commented that a better response to “social inequity ““ (K114) was required
and that while: “We know that older people are not homogenous, it is also very important

to acknowledge the cultural differences that exist” (KI1).
Finally one KI also recommended that an annual forum with Aboriginal elders from across
the country be instigated, where these issues could be discussed, shared and strategies

developed.

Summary

Key informants were concerned that future generations of older Australians were likely
(individually and collectively) to be larger consumers of alcohol and other drugs and this

view has strong empirical support. Subsequently, AOD use amongst older people was
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likely to become an increasingly important area that will impact on primary health care,
aged care and AOD services. However, key informants also acknowledged that as there
was so little comprehensive Australian data available, making recommendations about

treatment and prevention strategies was difficult.

KI’s also acknowledged that stigma and discrimination against older people occurs and
that this is particularly the case for those older people who continue or commence to use
illicit drugs or misuse pharmaceuticals. This is an important barrier to older people
accessing health services and any delay in accessing health care can exacerbate declining
health. In moving forward stronger intersectoral collaborations and partnerships across all
sectors will be required and workforce development strategies on AOD and ageing
developed. It will also be important that consumers voices are heard and subsequently that

older Australians are included in developing strategies.

The development and dissemination of alcohol and other drug related health information
that is specifically developed for older Australians highlighting the physiological changes
that occur with ageing and the potential problems related to poly-drug use was regarded by
most of the key informants as an important issue. According to key informants, the most
appropriate professional group to disseminate information on alcohol guidelines to older
people were GP’s. However, to ensure that all older people were informed about AOD
related issues, would require that all health and welfare professionals had expertise in
responding appropriately to AOD issues amongst older people. However, a scoping
exercise conducted in Western Australia (Woods, 2008) of the AOD curriculum included
in nursing, social work, psychology, medicine, pharmacy, and justice university courses
highlighted how little training in alcohol and other drug use occurs. To include specific
training on alcohol, illicit and pharmaceutical misuse and gerontology while ambitious
may not be pragmatic. Considering this, ongoing research and advocacy about the
importance of alcohol and other drug use amongst older people is important to help
produce a climate in which comprehensive responses may become realized and

subsequently respond to the “collision of conundrums” that AOD use and ageing represent.
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Chapter Four: Discussion and conclusion

Like many other countries, Australia is witnessing a rapid ageing of the population with
our demographic profile predicted to change considerably over the next decades. This
phenomenon will have an influence on the national burden of disease and mortality - some
of which will arise from AOD use amongst older people. As the current cohort of older
Australians have different drug-using histories than their predecessors it is also possible
they will have different drug use trajectories making estimates about AOD use and
possible harms difficult. This presents a challenge for public and primary health in

Australia now and moving forward into the 2om century.

Despite the ageing of the population and the increased physiological vulnerability of older
people to the potential harms associated with alcohol, illicit drugs and the misuse of
pharmaceutical drugs; there remains little research on AOD use amongst older Australians.
Our relatively poor knowledge on alcohol has been compounded by the exclusion of older
people from many large national outcome studies and limitations in the methodologies
used when older people have been included. Nonetheless, even with these restrictions,
there is considerably more data about alcohol use, than data associated with other drug use.
As the numbers of Australians aged 65+ misusing pharmaceuticals is in excess of 170,000
and the numbers using cannabis in the last 12 months are in excess of 33,000, it is
imperative that we understand more about not just alcohol, but all other drug use amongst

older Australians.

Traditionally, older Australians have had very low levels of alcohol or other drug use and
hence have not collectively presented as a high priority group from an AOD public health
perspective. However, with the ageing of the ‘baby boomers’, we are witnessing a shift in
traditional patterns of AOD use, and this is likely to have a significant impact socially and

economically into the future.
To best ensure the development of evidence-based best practice prevention and treatment

initiatives more research will be required to fill the many gaps that exist about AOD use

and older Australians. In particular, we know little about the trajectories of AOD use and
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the related bio-psycho-social harms that ensue from long-term use of alcohol. We also
have insufficient data to identify what is low risk drinking for older people and it is hoped
that in the NHMRC alcohol guidelines due for release in 2019 specific advice will be
included for older people. There is also limited information about the risks of lifetime use
of different illicit drugs and long-term use of some pharmaceuticals. There will also
inevitably be challenges presented to the health system as a result of the periodic
introduction of a new psychoactive substance or initiatives such as the legalization of
medicinal cannabis. While it is difficult to predict the impact of these evolving changes to
the AOD landscape it is important for those in the AOD field to be pre-emptive in trying to
assess possible impacts, and prepare to collect relevant data to more quickly inform policy

and health responses to any adverse impacts that do arise.

There is also a large gap in our understanding about the aetiology and symptomology of
the early onset-late onset typology in Australia particularly as it relates to illicit drug use
and the misuse of pharmaceuticals and knowledge in this area will also be important in

shaping prevention and treatment responses.

We also know very little about AOD use amongst older Australians living in rural and
remote communities. To address this gap, in-depth epidemiological, longitudinal and
ethnographic research should be conducted into the types and patterns of AOD use and the
related harms that occur in different non-urban communities. This research should be
aimed at identifying different groups of communities that experience similar harms and
might be amenable to similar interventions. Second, on the basis of this research, rural-

specific interventions should be developed and trialed.

There is also a gap in our understanding on AOD use issues in CALD populations. This is
significant as 22% of older Australians are from non-English speaking backgrounds
(Australian Institute of Health and Welfare, 2014c). Despite this, little is known about the
prevalence of AOD use or the impact language, customs, and culture have on AOD and

ageing issues amongst this group.

There is also need for a greater focus on AOD use amongst older Aboriginals. Many

Aboriginal and Torres Strait Islander people have a lifespan that is up to 17 years shorter
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than other Australians and in 2016, only 4% (31,000) of the Indigenous population were
aged 65 and over compared with 15% (3.7million) of the non-Indigenous population. Older
Indigenous people have poorer health and higher rates of disability than other Australians,
and yet in 2015 fewer than 1% of people in permanent residential aged care identified as
Aboriginal and Torres Strait Islander (Australian Institute of Health and Welfare, 2017g).
When lack of services, AOD use, and compromised health issues are combined, a picture
of amplified vulnerability and disadvantage emerges. Highlighting the appropriateness of
developing and delivering services for older Aboriginal people at 50 years of age in order
to ensure that they receive equitable services consistent with their needs. There is also a
need for health services for older Aboriginal people consistent with the Aboriginal Cultural
Respect Framework that offer culturally appropriate models of care that promote healthy
ageing, self management and access to general and specialist health care services

(including grief and loss services) and residential care, as close to home as possible.

While recognizing that older Australians do represent a potentially at-risk group, it is also
important to acknowledge that based on reports such as “Older Australia at a glance” older
Australians are generally healthy with low levels of psychological distress. Therefore a
balanced approach is required, in recognition that AOD use occurs along a continuum and
that not all use will necessarily be problematic. For example, we need to ensure that older
Australians are better informed about some of the potential harms associated with alcohol,
while simultaneously acknowledging that for many people low levels of drinking can

enhance social engagement and quality of life.

Similarly, the overwhelming majority of older Australians taking pharmaceutical drugs do
so, as prescribed. Therefore any harm reduction messages will need to make a clear
distinction between the potential risks from the misuse of pharmaceutical drugs as opposed
to taking drugs as prescribed, so as not to inadvertently cause alarm amongst older people

about prescription medications in general.

Harm reduction messages on illicit drug use are also needed and it may be necessary to
investigate new and innovative ways of disseminating messages beyond traditional
avenues such as primary health care. Simultaneously we need to ensure that staff who

work in the health, aged and welfare sectors are knowledgeable and empathic about the
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complex needs of those older Australians with a history of illicit drug use whose biological
and health age are likely to be decades older than their chronological age. We also need to
ensure that clinical conversations start to occur between patients and medical staff without

fear of stigma and discrimination.

Healthy ageing occurs across the lifespan and therefore from a prevention perspective,
information should be disseminated to those aged 50 and onwards. Specific health
promotion and prevention resources will need to reflect the diversity of older people, and
be mindful that some older Australians may have hearing, vision or cognitive impairment
and hence traditional approaches may not be appropriate. It is also important to
acknowledge that older people will have different motivations for changing behaviours
than younger people and for many older people some behaviours will be deeply entrenched
and part of their lives for decades. In addition, there may be some degree of scepticism
about health information that relates to behaviours that a person may have been engaged in

for many years without experiencing problems.

For those who are misusing pharmaceuticals it may be difficult to convince them of the
potential risks because of the erroneous belief that all drugs prescribed by a doctor are
“safe”. For those who have been using illicit drugs for many years there is also likely to be
high degrees of cynicism and a view that “we have heard it all before”. Similarly, many
older Australians may be sceptical about the potential adverse effects of alcohol. An issue
not helped by exaggeration of the alleged health benefits of alcohol. Health promotion and
prevention efforts will also need to combat the pervasive ageist attitudes of some
professionals who may feel that it is not worth devoting time to older people who are

towards the end of their life and so we should “just leave them to it!”

Treatment will need to be tailored to the specific needs of older people, even if little is
currently known about this patient group or what forms of treatment are likely to work
best, particularly for those with problems related to illicit drug use or the misuse of
pharmaceuticals. This may require modifying existing forms of treatment, or developing
new ones. In particular, treatment will need to be more attentive to co-morbid health
conditions faced by older adults. In relation to alcohol, there is a growing body of evidence

that brief interventions, assessments coupled with advice (particularly delivered by primary
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health care clinicians e.g. G.P.) are effective in reducing alcohol consumption amongst
older people. However, research in relation to illicit drug use and the misuse of

pharmaceuticals among older people is lacking.

As ‘baby boomers’ age, the types of drug used by older adults may also change and
facilitate a shift in the specific treatment needs of this population. A review of the scope of
current addiction services and of the relationship between specialist alcohol and other drug
services, elderly mental health services and general medical services is recommended to
ensure that health service and support personnel become aware of, and educated in, the
health considerations confronting older people when problematic AOD use is an issue.
Existing services also need to ensure that they take on a holistic approach that embraces
the often complex psychological, physical and social needs of older people and in
particular the complex needs of those older people who have severe alcohol and other
drug-related disability such as brain injury or alcohol-related brain damage. Many
clinicians are already concerned about how best to meet the needs of these clients, so to
ensure that the optimum strategies are developed it would be useful to bring key
stakeholders together to develop a coordinated response across aged care, general health,

AOD and mental health services.

Conclusion

Although more research and work is needed on all of the above issues, the ageing of the
population is of such significance that provision for possible prevention and treatment
strategies needs to be considered now. Striking the balance between harm reduction, health
and quality of life is one of the conundrums in the field of AOD use and ageing. However,
as the Australian community and populations throughout the developed world continue to
age rapidly, well considered, evidence-based responses are required sooner rather than
later. The first step to the development of comprehensive responses is acceptance of the

fact that alcohol and other drug use has no age limits.
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Glossary of terms

The following list contains a number of terms frequently used in this report. A brief

explanation is provided for each term to assist the reader.

Older people People aged 60 years and older.

Young-old People aged 65 to 74 years of age.

Older-old People aged 75 to 84 years of age.

Oldest-old People aged 85 years and older

Standard drink While this varies from country, in Australia the term refers to
10g of ethyl alcohol

Long-term risk The level of long-term risk associated with regular daily

patterns of drinking, defined by the total amount of alcohol

typically consumed per week.
Short-term risk The risk of harm (particularly injury or death) in the short-

term that is associated with given levels of drinking on a

single day.
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Glossary of acronyms

The following list contains a number of acronyms frequently used in this report. A brief

explanation is provided for each acronym to assist the reader.

ABS Australian Bureau of Statistics

AIHW Australian Institute of Health and Welfare
AOD Alcohol and other drugs

NDSHS National Drug Strategy Household Survey
NHMRC National Health and Medical Research Council
TBW Total body water

WHO World Health Organization.

113



Appendices

Appendix 1: Key informant questionnaire

Key informant interviews on alcohol and other drug (AOD) use amongst
older Australians

Key informant details

Type of organisation

Service provider D Academic institution D Government
Dept D Other (please specify) D
Background

As a result of the expansion of the aged population some concerns have been raised about a
potential increase in the number of older people experiencing alcohol and or other drug
related problems in Australia. Results from this key informant survey will form part of a
report on the trends and impacts of AOD use in older Australians and hence your assistance
1s much appreciated.

Key informant Questions

1. From your perspective what are the major public health implications for
Australia related to AOD use and an ageing population?

2.  What implications does AOD use amongst older Australians have for AOD
prevention and treatment initiatives? Why?
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3.  From your perspective what impact is AOD use amongst older Australians
having on services such as aged care, hospitals, primary health care etc?

4. In your opinion, what are the major direct and indirect costs associated with
AOD use amongst older Australians?

5. Are you aware of any services or organisations that have been proactive in this
area? (either in developing AOD services specifically for older people, or
engaged in raising awareness about the topic, or initiated workforce development
programs on AOD and ageing etc). If so, who are the organisations and in your
opinion what are they doing well?

6. How do you think we might best raise awareness about AOD issues amongst
older Australians in general and amongst specific groups of older Australians?

7. How do we best increase AOD knowledge amongst those professions who
work with this age group?
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8. What would you identify as three key research priorities in this area?

9.  What do we need to do to respond more effectively to AOD use amongst older
Australians- now and over the next ten years?

10.  Are you aware of any data on this topic that may be useful to include in the
report to?

That concludes our questions.
Thank you for your assistance.
If you do not want any of your identifying details included in the report

to please tick this box D

END OF QUESTIONNAIRE
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Appendix 2: Alcohol and ageing fact sheet

s
COTA %, alcohol again

For older Australians

Alcohol and Older Australians

Alcohol is one of the most commonly used drugs in Australia. There are many
reasons why people choose to drink alcohol. These include: to be sociable,

fo relax, to celebrate, and for enjoyment. Some people might drink when

they feel sad, lonely, bored, isolated, in pain or fo cope with problems. While
Australians aged 60 years and older drink for similar reasons to younger
people, their age does make them more vulnerable to the effects of alcohol.

Did you know?

* Because of physical changes that * As you age, you may be prescribed
occur with ageing alcohol use has a variety of medications. Many
a greater impact on older people. prescription medicines, over-
In other words, older people may counter, or herbal remedies—can be
feel intoxicated or ‘tipsy’ even after dangerous when mixed with alcohol,
a small amount of alcohol. This so always check with your doctor
means that even a small amount or pharmacist first, whenever you
of alcohol can increase the risk of take new medicines or your mix of
accidents, including falls and fractures medicines change.

and car crashes.

* As you get older there is a greater risk
of harm to your health from drinking
alcohol. Drinking too much, even
on one-off occasions, can cause
problems for you at home, with your
friends or with the law. You might also
put other people at risk (e.g. if you are
driving when intoxicated).

* The same amount of alcohol
consumed by men and women
results in a higher blood alcohol
concentration in women. This is largely
due to differences in body size (women
are generally smaller), proportions of
body fat and differences in the way
women'’s bodies metabolise alcohol.
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For older Australians

Are there health benefits

from alcohol?

* The World Health Organization has
concluded that research does not
support encouraging drinking as a
way to reduce the risk of disease and
that alcohol cannot be recommended
as a preventive medicine. The Cancer
Council of Australia has stated that
drinking any alcohol increases the
risks of cancer.

Drinking is not recommended

if you:

* Have a condition made worse by
drinking (e.g. high blood pressure)

* Are about to engage in activities
requiring a degree of skill or risk
(e.g. driving)

* Are on any medication, in which case
it is recommended that you speak
with your doctor or pharmacist before
drinking alcohol.

alcohol'inkagain

Drinking too much alcohol over
a long time can:

Lead to different kinds of cancer, liver
damage, immune system disorders,
and brain damage.

Worsen some health conditions like
osteoporosis, diabetes, high blood
pressure, and ulcers.

Mask pain and make some medical
problems hard for doctors to find

and treat—for example, alcohol can
cause changes in the heart and blood
vessels.

Cause you to be forgetful and
confused—these symptoms could
be mistaken for signs of Alzheimer's
disease.

Make problems like depression and
anxiety worse.

Result in poor quality sleep—you might
fall asleep faster but the sleep you
have will not be as restful.

So the message is: If you don’t drink,
don’t start! If you do choose to drink
alcohol then have a chat with your doctor

or pharmacist about what is best for you.

If you would like more information about
alcohol and/or other drugs contact the
Alcohol and Drug Support Line on
9442 5000 or toll-free (country callers)
1800 198 024.

Citation: Wilkinson, C., Helfgott, S., Kirby, G., & Allsop, S. (2015) Alcohol and older Australians. Fact Sheet. Perth,
Western Australia: Mental Health Commission.

0w CIH'ANE

NORI D

118



References

Aalto, M., Alho, H., Halm, J., & Seppa, K. (2011). The alcohol use disorders test (AUDIT)
and its derivatives in screening for heavy drinking among the elderly. International
Journal of Geriatric Psychiatry, 26, 881-885.

Adams, W. L. (1995). Potential for adverse drug-alcohol interactions among retirement
community residents. Journal of the American Geriatric Society, 43, 1021-1025.

Al-Otaiba, Z., Epstein, E., McCrady, B., & Cook, S. (2012). Age-based differences in
treatment outcome among alcohol-dependent women. Psychology of Addictive
Behaviors, 26(3), 423-431.

Alcohol Concern. (2002). Alcohol misuse among older people. London: Alcohol Concern.

Alexander, F., & Duff, R. W. (1988). Social interaction and alcohol use in retirement
communities. Gerontologist, 5, 632-636.

Almeida, O. P., McCaul, K., Hankey, G., Yeap, B., Golledge, J., & Flicker, L. (2017).
Excessive alcohol consumption increases mortality in later life: a genetic analysis
of the health in men cohort study. Addiction Biology, 22(2), 570-578.

American Psychological Association. (2014). Guidelines for psychological practice with
older adults. American Psychologist, 69(1), 34-65. doi:10.1037/a0035063

Anderson, P. A., & Baumberg, B. (2006). Alcohol in Europe: A public health perspective.
Retrieved from London:

Anderson, T., & Levy, J. (2003). Marginality among older injectors in today’s illicit drug
culture: assessing the impact of ageing. Addiction, 98, 761-770.

Anttila, T., Helkala, E., Viitanen, M., Kareholt, 1., Fratiglioni, L., Winblad, B., . . .
Kivipelto, M. (2004). Alcohol drinking in middle age and subsequent risk of mild
cognitive impairment in old age: a prospective population based study. British
Medical Journal, 329, 539-545.

Atkinson, R. (1990). Late versus early onset problem drinking in older men.

. Alcoholism Clinical and Experimental Research, 14, 574-579.

Atkinson, R. (1999). Depression, alcoholism and ageing: a brief review. International
Journal of Geriatric Psychiatry, 14, 905-910.

Atkinson, R. (2002). Alcohol use in later life: Scourge, solace or safeguard of health?
American Journal Of Geriatric Psychiatry, 10(6), 649-652.

Australian Association of Gerontology. (2005). Ageing well, Ageing Productively.
Retrieved from http://www?7.health.gov.au/nhmrc/publications/_files/sub27.pdf.

Australian Bureau of Statistics. (2013, 26 November 2013). 3222.0 - Population
Projections, Australia, 2012 (base) to 2101. Retrieved from
http://www.abs.gov.au/ausstats/abs@.nsf/Lookup/3222.0main+features32012
(base) to 2101

Australian Bureau of Statistics. (2016a, 28 April 2016). 4714.0 National Aboriginal and
Torres Strait Islander Social Survey, 2014-15. Retrieved from
http://www.abs.gov.au/ausstats/abs@.nsf/Lookup/4714.0main+features12014-15

Australian Bureau of Statistics. (2016b). Life tables, States, Territories and Australia,
2013-2015. ABS cat. no. 3302.0.55.001. Canberra: Australian Bureau of Statistics.

Australian Bureau of Statistics. (2017a, 1 September 2017). 4307.0.55.001 - Apparent
consumption of alcohol, Australia 2015-16.

119



Australian Bureau of Statistics. (2017b, 27 June, 2017). Australian demographic statistics,
Dec 2016. Retrieved from
http://www.abs.gov.au/AUSSTATS/abs@.nsf/second+level+view?ReadForm&pro
dno=3101.0&viewtitle=Australian Demographic Statistics~Dec
2016~Latest~27/06/2017& &tabname=Past Future
Issues&prodno=3101.0&issue=Dec 201 6&num=&view=&

Australian Bureau of Statistics. (2017c, 29 September 2017). Causes of death, Australia,
2016. Retrieved from http://www.abs.gov.au/ausstats/abs@.nsf/Lookup/by
Subject/3303.0~2016~Main Features~Australia%?27s leading causes of death,
2016~3

Australian Drug Foundation. (2017a, 17 October 2017). Amphetamine. Retrieved from
https://adf.org.au/drug-facts/amphetamines/

Australian Drug Foundation. (2017b, 17 October 2017). Benzodiazepines. Retrieved from
https://adf.org.au/drug-facts/benzodiazepine/

Australian Drug Foundation. (2017c, 9 October, 2017). Cannabis. Retrieved from
https://adf.org.au/drug-facts/cannabis/

Australian Drug Foundation. (2017d, 9 October, 2017). Cocaine. Drug facts. Retrieved
from https://adf.org.au/drug-facts/cocaine/

Australian Drug Foundation. (2017¢, 9 October 2017). Ecstasy. Retrieved from
https://adf.org.au/drug-facts/ecstasy/

Australian Drug Foundation. (20171, 17 October, 2017). Fentanyl. Retrieved from
https://adf.org.au/drug-facts/fentanyl/

Australian Drug Foundation. (2017g, 19 October, 2017). Heroin. Retrieved from
https://adf.org.au/drug-facts/heroin/

Australian Drug Foundation. (2017h, 17 October 2017). Ibuprofen. Retrieved from
https://adf.org.au/drug-facts/ibuprofen/

Australian Drug Foundation. (20171, 17 October 2017). Ice. Retrieved from
https://adf.org.au/drug-facts/ice/

Australian Drug Foundation. (2017j, 17 October, 2017). Methadone. Retrieved from
https://adf.org.au/drug-facts/methadone/

Australian Drug Foundation. (2017k, 17 October, 2017). Paracetamol. Retrieved from
https://adf.org.au/drug-facts/paracetamol/

Australian Government National Commission of Audit. (2014). The report of the National
Commission of Audit. 10.8 Mental Health. Canberra: Australian Government.

Australian Injecting and Illicit Drug Users League. (2011). 'Double jeopardy’: Older
injecting opioid users in Australia. (Discussion Paper). Canberra, Australia:
Author.

Australian Institute of Crimonology. (2015, 24 April, 2015). Counting the costs of crime in
Australia: A 2011 estimate. Retrieved from
http://www.aic.gov.au/publications/current series/rpp/121-140/rpp129/20-drug-
abuse.html

Australian Institute of Health and Welfare. (1999). 1998 National Drug Strategy
Household Survey: First Results. Canberra: Commonwealth Department of Health
and Aged Care.

Australian Institute of Health and Welfare. (2002). 2001 National Drug Strategy
Household Survey: First Results. Canberra: Australian Institute of Health and
Welfare.

120



Australian Institute of Health and Welfare. (2005a). 2004 National Drug Strategy
Household Survey: First Results. Canberra: Australian Institute of Health and
Welfare.

Australian Institute of Health and Welfare. (2005b). Statistics on Drug use in Australia
2004. Canberra: Department of Health and Ageing.

Australian Institute of Health and Welfare. (2007). Statistics on drug use in Australia 2006.
Canberra: Australian Institute of Health and Welfare.

Australian Institute of Health and Welfare. (2009). Medical Labour Force 2007. Canberra:
Australian Institutue of Health and Welfare.

Australian Institute of Health and Welfare. (2014a). 2013 National Drug Strategy
Household Survey. Canberra: Australian Government.

Australian Institute of Health and Welfare. (2014b). Australia’s health 2014 (Cat. no. AUS
178). Retrieved from
http://www.athw.gov.au/WorkArea/DownloadAsset.aspx?1d=60129548150

Australian Institute of Health and Welfare. (2014c¢). Cultural and linguistic diversity
measures in aged care. Canberra, ACT: Australian Institute of Health and Welfare.

Australian Institute of Health and Welfare. (2014d). National Opioid Pharmacotherapy
Statistics. 2013 Drug Treatment Series. Canberra, Australia: Australian Institute of
Health and Welfare.

Australian Institute of Health and Welfare. (2015, 12 June 2015). National opioid
pharmacotherapy statistics, 2014. Retrieved from
https://www.aithw.gov.au/reports/alcohol-other-drug-treatment-services/national -
opioid-pharmacotherapy-statistics-2014/contents/summary

Australian Institute of Health and Welfare. (2016a). Australia’s health 2016. Australia’s
health series no. 15 Cat. no. AUS199 Canberra: Australian Institute of Health and
Welfare.

Australian Institute of Health and Welfare. (2016b). Exploring drug treatment and
homelessness in Australia; 1 July 2011 to 30 June 2014. Canberra, Aus: Australian
Institute of Health and Welfare.

Australian Institute of Health and Welfare. (2017a, 16 August 2017). Aged care.
Retrieved from https://www.athw.gov.au/reports-statistics/health-welfare-
services/aged-care/overview

Australian Institute Of Health and Welfare. (2017b). Alcohol and drug treatment servcies
in Australia 2015-2016, supplementary data tables . SC Clients (national)
supplementary data tables. Retrieved from:
https://www.aithw.gov.au/reports/alcohol-other-drug-treatment-services/aodts-
2015-16/data

Australian Institute of Health and Welfare. (2017c). Australia’s hospitals at a glance.
Retrieved from https://www.athw.gov.au/reports/hospitals/australias-hospitals-at-a-
glance-2015-16/contents/table-of-contents

Australian Institute of Health and Welfare. (2017d). National Drug Strategy Household
Survey 2016: Detailed findings. Canberra: Australian Institutue of Health and
Welfare.

Australian Institute of Health and Welfare. (2017e). National Drug Strategy Household
Survey (NDSHS) 2016- key findings data tables. Retrieved from:
https://www.aithw.gov.au/reports/web/180/ndshs-2016-key-findings/data

Australian Institute of Health and Welfare. (20171, 29 March 2017). National Opioid
pharmacotherapy statistics (NOPSAD) 2016. Web report. Retrieved from
https://www.aithw.gov.au/reports/alcohol-other-drug-treatment-services/national -

121



opioid-pharmacotherapy-statistics-nopsad-2016/contents/opioid-pharmacotherapy-
clients

Australian Institute of Health and Welfare. (2017g, 21 April, 2017). Older Australia at a
glance. Retrieved from https://www.aihw.gov.au/reports/older-people/older-
australia-at-a-glance/contents/health-and-functioning/causes-of-death

Baldini, A., von Korff, M., & Lin, E. (2012). A review of potential adverse effects of long-
term opioid therapy: A practitioner's guide. Primary Care Companion to the
Journal of Clinical Psychiatry, 14(3). doi:10.4088/PCC.11m01326

Ballokova, A., Peel, N., Fialova, D., Scott, 1., Gray, L., & Hubbard, R. (2014). Use of
benzodiazepines and association with falls in older people admitted to hospital: A
prospective cohort study. Drugs and Aging, 31(4), 299-310. doi:10.1007/s40266-
014-0159-3

Barja, G. (2004). Free radicals and aging. Trends in Neuroscience, 27, 595-600.

Barker, M., Greenwood, K., Jackson, M., & Crowe, S. (2004). Cognitive effects of long-
term benzodiazepine use: A meta-analysis. CNS Drugs, 18(1), 37-48.
doi:10.2165/00023210-200418010-00004

Barrick, C., & Connors, G. (2002). Relapse prevention and maintaining abstinence in older
adults with alcohol-use disorders Drugs and Aging, 19, 583-594.

Beilen, L. J., Puddy, 1. B., & Burke, V. (1996). Alcohol and hypertension- kill or cure?
Journal of Human Hypertension, 10(2), S1-S5.

Berecki-Gisolf, J., Hassani-Mahmooei, B., Clapperton, A., & McClure, R. (2016).
Prescription opioid dispensing and prescription opioid poisoning: Population data
from Victoria, Australia 2006-2013. Australian and New Zealand Journal of
Public Health, 41(1), 85-91.

Berger, K., Ajani, U. A., Kase, C. S., Gaziano, J. M., Burning, J. E., Glynn, R. J., &
Hennekens, C. H. (1999). Light-to-moderate alcohol consumption and the risk of
stroke among US male physicians. New England Journal of Medicine, 341, 1557-
1564.

Beynon, C. (2009). Drug use and ageing: older people do take drugs! Age and Ageing,
38(1), 8-10.

Beynon, C., Roe, B., Dufty, P., & Pickering, L. (2009). Self reported health status, and
health service contact, of illicit drug users aged 50 and over: a qualitative interview
study in Merseyside, United Kingdom. . BMC Geriatrics, 9(45).
doi:https://dx.doi.org/10.1186%2F1471-2318-9-45

Beynon, C., Stimson, G., & Lawson, E. (2010). Illegal drug use in the age of ageing.
British Journal of General Practice, 60(576), 481-182.

Bhatia, U., Nadkarni, A., Murthy, P., Rao, R., & Crome, I. (2015). Recent advances in
treatment for older people with substance use problems: An updated systematic and
narrative review. European Geriatric Medicine, 6(6), 580-586.
doi:10.1016/j.eurger.2015.07.001

Bloor, R., & Watts, D. (2015). Addiction liaison services. In I. Crome, L. Wu, R. Rao, &
L. Crome (Eds.), Substance use and older people (pp. 255-264). West Sussex, UK:
John Wiley & Sons.

Blow, F. C., & Barry, K. (2002). Use and misuse of alcohol among older women. A/cohol
Research and Health, 26(4), 308-315.

Blow, F. C., & Barry, K. (2014). Substance misuse and abuse in older adults: What do we
need to know to help? Generations, 38(3), 53-67.

Blow, F. C., Brower, K. J., Schulenberg, J. E., Demo-Dananberg, L. M., Young, K. J., &
Beresford, T. (1992). The Michigan Alcoholism Screening Test: Geriatric version

122



(MAST-G): A new elderly-specific screening instrument. Alcoholism: Clinical and
Experimental Research, 16, 176.

Boden, J., & Fergusson, D. (2011). Alcohol and depression. Addiction, 106(5), 906-914.

Borok, J., Galier, P., Dinolfo, M., Welgreen, S., Hoffing, M., Davis, J., . . . Moore, A.
(2013). Why do older unhealthy drinkers decide to make changes or not in their
alcohol consumption? Data from the healthy living as you age study. Journal of the
American Geriatrics Society, 61(8), 1296-1302. doi:10.1111/jgs.12394

Botek, A. (2017, 9 August 2017). Why are falls so dangerous for seniors.

Bridevaux, I. P., Bradley, K. A., Bryson, C. L., McDonell, M. B., & Fihn, S. D. (2004).
Alcohol screening results in elderly male veterans: Association with health status
and mortality. Journal of the American Geriatric Society, 52(9), 1510-1517.

Bright, S., Fink, A., Beck, J., Gabriel, J., & Singh, D. (2011). Development of an
Australian version of the alcohol-related problems survey: A comprehensive
computerised screening tool for older adults. Australasian Journal of Ageing,
34(1), 33-37.

Bright, S., & Williams, C. (2017). Development of Australia's first older adult-specific
early intervention for alcohol-related harm: Feasibility and proof of concept.
Australasian Journal on Ageing, 36(1), 52-55. doi1:10.1111/ajag.12366

Bright, S., & Williams, C. (2017). Evaluation of Australia’s first older adult-specific early
intervention for reducing alcohol-related harm. Australian Health Review.
Retrieved from http://www.publish.csiro.au/AH/AH17013

Broe, G. A. (2004). From the president. Australian Association of Gerontology Newsletter,
July, 1.

Brown, B. B., & Chiang, C. P. (1984). Drug and alcohol abuse among the elderly: is being
alone the key? International Journal of Aging and Human Development, 18, 1-12.

Brown, R., & Zueldorff, M. (2007). Opioid substitution with methadone and
buprenorphine: Sexual dysfunction as a side effect of therapy. Heroin Addiction
and Related Clinical Problems, 9(1), 35-44.

Bryan, J., & Ward, L. (2002). Smoking, alcohol use and engagement in exercise and
cognitive performance among older adults. Australasian Journal of Ageing, 21(2),
67-73.

Budney, A., Vandrey, R., & Fearer, S. (2011). Cannabis. In P. Ruiz & E. Strain (Eds.),
Lowinson and Ruiz’s Substance Abuse: A comprehensive textbook. (pp. 226-227).
Philadelphia, PA: Lippincott Williams & Wilkins.

Bush, T. M., Shlotzhauer, T. L., & Imai, K. (1991). Nonsteroidal anti-inflammatory drugs.
Proposed guidelines for monitoring toxicity. Western Journal of Medicine, 155, 39-
42.

Butler, K., Reeve, R., Arora, S., Viney, R., Goodall, S., van Gool, K., & Burns, L. (2016).
The hidden costs of drug and alcohol use in hospital emergency departments. Drug
and Alcohol Review, 35, 359-366.

Butler, K., Reeve, R., Viney, R., & Burns, L. (2016). Estimating prevalence of drug and
alcohol presentations to hospital emergency departments in NSW, Australia:
Impact of hospital consultation liaison services. Public Health Research and
Practice, 26(4). doi:10.17061/phrp2641642

Bynum, J., Barre, L., Reed, C., & Passow, H. (2014). Participation of very old adults in
health care decisions. Medical Decision Making, 34(2), 216-230.
doi:10.1177/0272989X13508008

123



Campos-Castillo, C., & Anthony, D. (2015). The double-edged sword of electronic health
records: implications for patient disclosure. Journal of Infomatics in Health and
Biomedicine, 22(1), e130-e140.

Cancer Council of Australia. (2017, 9 February, 2017). Facts and figures: Cancer in
Australia. Retrieved from http://www.cancer.org.au/about-cancer/what-is-
cancer/facts-and-figures.html

Caplehorn, J., & Batey, R. (1992). Methadone maintenance in Australia. Journal of Drug
Issues, 22(3), 661-678. doi:10.1177/002204269202200314

Cassidy, K., Kotynia-English, R., Acres, J., Flicker, L., Lautenschlager, N. T., & Almeida,
0. P. (2004). Association between lifestyle factors and mental health measures
among community-dwelling older women. Australian and New Zealand Journal of
Psychiatry, 38, 940-947.

Chang, Y., Compton, P., Almeter, P., & Fox, C. (2015). The effect of motivational
interviewing on prescription opioid adherence among older adults with chronic
pain. Perspectives in Psychiatric Care, 51(3), 211-219. doi:10.1111/ppc.12082

Chatwin, C., & Porteous, D. (2013). Insiders? The experiences and perspectives of long-
term, regular cannabis users. Contemporary Drug Problems, 40(2), 235-257.

Chebli, J., Blaszczynski, A., & Gainsbury, S. (2016). Internet-based interventions for
addictive behaviours: A systematic review. Journal of Gambling Studies, 32(4),
1279-1304. doi:10.1007/s10899-016-9599-5

Cheng, C., Huang, C., Tsai, C., Chou, P., Lin, C., & Chang, C. (2017). Alcohol-related
dementia: A systematic review of epidemiological studies. Psychosomatics, 58,
331-342.

Chhatre, S., Cook, R., Mallik, E., & Jayadevappa, R. (2017). Trends in substance use
admissions among older adults. BMC Health Services Research, 17, 584.

Chikritzhs, T., Catalano, P., Stockwell, T., Donath, S., Ngo, H., Young, D., & Matthews,
S. (2003). Australian Alcohol Indicators: Patterns of alcohol use and related harms
for Australian States and Territories. Perth: National Drug Research Institute
Curtin University of Technology.

Chikritzhs, T., & Pascal, R. (2005). Trends in alcohol consumption and related harms for
Australians aged 65 to 74 years (the "young-old’), 1990-2003, National Alcohol
Indicators. Retrieved from Perth, Australia:

Chikritzhs, T., & Pascal, R. (2005 b). Trends in alcohol consumption and related harms for
Australians aged 75 to 84 years (the 'older'old’), 1990-2003, National Alcohol
Indicators. (Bulletin no. 9). Retrieved from Perth:

Chikritzhs, T., & Pascal, R. (2005 c). Trends in alcohol consumption and related harms for
Australians aged 85 years and older (the 'old-old'), 1990-2003, National Alcohol
Indicators (Bulletin no.10.). Retrieved from Perth:

Chikritzhs, T., Whetton, S., Daube, M., Pascal, R., & Evans, M. (2010). Australia, the
healthiest nation: death, hospital and cost savings of the Preventative Health
Taskforce target reductions for alcohol, 2007 to 2020. Australasian Medical
Journal, 3(8), 499-503. doi:10.4066/AMJ.2010.408

Choi, N., Marti, C., & DiNitto, D. (2014). Treatment use, perceived need, and barriers to
seeking treatment for substance abuse and mental health problems among older
adults compared to younger adults. Drug and Alcohol Dependence, 145, 113-120.

Churchill, S., & Farrell, L. (2017). Alcohol and depression: Evidence from the 2014 health
survey for England. Drug and Alcohol Dependence, 180, 86-92.

124



Clough, R., Hart, R., Nugent, M., Fox, D., & Watkins, C. (2004). Older people and
alcohol: a summary and recommendations arising from research in Ayrshire &
Arran. Lancashire, UK: Third Sector First.

Collins, D., & Lapsley, H. (2008). The costs of tobacco, alcohol and illicit drug abuse to
Australian society in 2004/05. National Drug Strategy monograph series no. 64.
Canberra: Australia: Department of Health and Ageing.

Commonwealth Department of Community Services and Health. (1989). Taking the
initiative. Report. National Campaign Against Drug Abuse. Canberra:
Commonwealth Department of Community Services and Health.

Corrao, G., Arico, S., Zambon, A., Torchio, P., & DiOrio, F. (1997). Female sex and the
risk of liver cirrhosis. Collaborative Groups for the Study of Liver Diseases in Italy.
Scandinavian Journal of Gastroenterology, 32(11), 1174-1180.

Corrao, G., Bagnardi, V., Zambon, A., & Arico, S. (1999). Exploring the dose-response
relationship between alcohol consumption and the risk of several alcohol-related
conditions: a meta-analysis. Addiction, 94(10), 1551-1573.

Corrao, G., Bagnardi, V., Zambon, A., & Torchio, P. (1998). Meta-analysis of alcohol
intake in relation to liver cirrhosis. Alcohol and Alcoholism, 33, 381-392.

Crofts, N., & Aitken, C. (1997). Incidence of bloodborne virus infection and risk
behaviours in a cohort of injecting drug users in Victoria, 1990-1995. Medical
Journal of Australia, 167(1), 17-20.

Cusack, B. J., & Vestal, R. E. (1986). Clinical pharmacology: special consideration in the
elderly. In E. Calkins P.J. Dovin & A. B. Ford (Ed.), Practice of geriatric medicine
(pp. 115-136.). Philadelphia: W.B. Saunders Co.

Cusack, L., Kelly, J., Harland, J., Wilkinson, C., Groenkjaer, M., Gowling, L., & Whitaker,
N. (2016). Older people and substance use.: Scoping the use of the ASSIST
screening tool, . Adelaide, SA: University of Adelaide.

Cusack, L., Kelly, J. P., Harland, J., Gowling, L., Gronkjaer, M., & Whitaker, N. (2015).
Alcohol and drug screening for older Australians. Australian Nursing & Midwifery
Journal, 22(7), 43-43.

Czaja, S. (2016). Long-term care services and support systems for older adults: The role of
technology. American Psychologist, 71(4),294-301. doi:10.1037/a0040258

Dare, J., Wilkinson, C., Allsop, S., Waters, S., & McHale, S. (2014). Social engagement,
setting and alcohol use among a sample of older Australians. Health and Social
Care in the Community, 22(5), 524-532.

Darke, S., Duflou, J., & Kaye, S. (2017). Prevalence and nature of cardiovascular disease
in methamphetamine-related death: A national study. Drug and Alcohol
Dependence, 179, 174-179.

Dart, R. C. (2001). The use and effect of analgesics in patients who regularly drink alcohol.
American Journal of Managed Care, 7, S597-S601.

Dauman, J., Koester, P., Becker, B., Wagner, D., Imperati, D., Gouzoulis-Mayfrank, E., &
Tittgemeyer, M. (2011). Medial prefrontal gray matter volume reductions in users
of amphetamine-type stimulants revealed by combined tract-based spatial statistics
and voxel-based morphometry. Neuroimage, 54(2), 794-801.

Dawe, S., Loxton, N. J., Hides, L., Kavanagh, D. J., & Mattick, R. P. (2002). Review of
diagnostic screening instruments for alcohol and other drug use and other
psychiatric disorders. Canberra: Commonwealth of Australia.

Dawson, D. (2000). Alcohol consumption, alcohol dependence and all-cause mortality.
Alcoholism: Clinical and Experimental Research, 24, 72-81.

125



Dean. (2017). Prescription drug abuse among older adults. Washington, US: AARP,
Public Policy Institute.

DeCarli, C., Miller, B. L., Swan, G. E., Reed, T., Wolf, P. A., & Carmelli, D. (2001).
Cerebrovascular and brain morphologic correlates of mild cognitive impairment in
the National Heart, Lung and Blood Institute Twin Study. Archives of Neurology,
58, 643-647.

Degenhardt, L., Lynskey, M., & Hall, W. (2000). Cohort trends in the age of initiation of
drug use in Australia. Australian and New Zealand Journal of Public Health, 24(4),
421-426.

Deng, J., Zhou, D., Li, J., John, W., Gao, C., & Chen, M. (2006). A 2-year follow-up study
of alcohol consumption and risk of dementia. Clinical Neurology and
Neurosurgery, 108, 378-383.

Department For Health and Ageing Government of South Australia. (ND). Elder abuse
and people from an Aboriginal background. Adelaide, SA: South Australia Health.

Deutch, S., Christian, C., Hoyer, S., Christensen, E. F., Dragsholt, C., Hansen, A., . . .
Hougaard, K. (2004). Drug and alcohol use among patients admitted to a Danish
trauma centre: a prospective study from a regional trauma centre in Scandinavia.
European Journal of Emergency Medicine, 11(6), 318-322.

Doll, R. (1997). One for the heart. British Medical Journal, 315, 1664-1668.

Doll, R. (1998). The benefit of alcohol in moderation. Drug and Alcohol Review, 17, 353-
363.

Doll, R., Peto, R., Boreham, J., & Sutherland, I. (2005). Mortality in relation to alcohol
consumption: a prospective study among male British doctors. International
Journal of Epidemiology., 34(1), 199-204.

Dowling, G., Weiss, S., & Condon, T. (2008). Drugs of abuse and the aging brain.
Neuropsychopharmacology, 33, 209-218.

Downey, M. (2011). Snapshot of injecting drugs. Sydney, NSW: NDARC, University of
NSW.

Draper, B. (ND). If you can remember the 60s you weren’t there..... older people and
substance misuse. Retrieved from
http://nceta.flinders.edu.au/files/1814/2257/7291/draper powerpoint.pdf

Draper, B., Ridley, N., Johnco, C., Withall, A., Sim, W., Freeman, M., . . . Lintzeris, N.
(2015). Screening for alcohol and substance use for older people in geriatric
hospital and community health settings. International Psychogeriatrics, 27(1), 157-
166. doi:10.1017/S1041610214002014

Draper, B., Ridley, N., Johnco, C., Withall, A., Sim, W., Freeman, M., . . . Lintzeris, N.
(2017). Screening for alcohol and subtsance use for older people in geriatric
hospital and community health settings. International Psychogeriatrics, 27(1), 157-
166.

Drumm, R., McBride, D., Metsch, L., Neufeld, M., & Sawatsky, A. (2005). I’'m a health
nut! Street drug users’ accounts of self-care strategies. Journal of Drug Issues,
35(607-629).

Dunne, F. J. (1994). Misuse of alcohol or drugs by elderly people. British Medical Journal,
308, 608-609.

Dwyer, R., Topp, L., Maher, L., Power, R., Hellard, M., Walsh, N., . . . Aitken, C. (2009).
Prevalences and correlates of non-viral injecting-related injuries and diseases in a
convenience sample of Australian injecting drug users. Drug and Alcohol
Dependence, 100(1-2), 9-16. doi:10.1016/j.drugalcdep.2008.08.016

126



Ekerdt, D. J., DeLabry, L. O., Glynn, R. J., & Davis, R. W. (1989). Change in drinking
behaviors with retirement: findings from the normative aging study. Journal of
Studies on Alcohol, 50, 347-353.

Ellison, R. C., Harding, R., Klatsky, A. L., Smallwood, R., Stuttaford, T., & Tiger, L.
(2007). Panel discussion V: The message for moderate drinking. Annals of
Epidemiology, 17, S110-S111.

Ellison, R. C., Rothman, K. J., Zhang, Y., & Djousse, L. (2005). Cardiovascular risk
factors and confounding among nondrinking and moderate-drinking US adults.
American Journal Of Preventive Medicine, 29(3), 243.

Ellison, R. C., Wannamethee, S. G., Rimm, E. B., Mukamal, K. J., Gronbaek, M.,
Fillmore, K., . . . Mittleman, M. A. (2007). Panel Discussion 1: Does alcohol
consumption prevent cardiovascular disease? Annals of Epidemiology, 17, S37-
S39.

Emerson, J. R., Shaper, A. G., Wannamethee, G., Morris, R. W., & Whincup, P. H. (2005).
Alcohol intake in middle age and risk of cardiovascular disease and mortality:
accounting for intake variation over time. American Journal of Epidemiology,
161(9), 856-863.

English, D. R., Holman, C. D., Milne, E., Winter, M. G., Hulse, G. K., Codde, J. P, . ..
Ryan, G. A. (1995). The quantification of drug caused morbidity and mortality in
Australia. Canberra: Commonwealth Department of Human Services and Health.

European Monitoring Centre for Drugs and Drug Addiction. (2008). Drugs in focus.
Substance abuse among older adults: a neglected problem. Report 18. Lisbon:
European Monitoring Centre for Drugs and Drug Addiction,.

Evans, J. G. (2000). Oxford textbook of geriatric medicine (2nd ed.). Oxford: Oxford
University Press.

Ewing, J. A. (1984). Detecting alcoholism: The CAGE questionnaire. JAMA, 252, 1905-
1907.

Falster, K., Kaldor, J., & Mabher, L. (2009). Hepatitis C virus acquisition among injecting
drug users: A cohort analysis of a national repeated cross-sectional survey of needle
and syringe program attendees in Australia, 1995-2004. Journal of Urban Health,
86(1), 106-118. doi:10.1007/s11524-008-9330-7

Ferguson, N., Savic, M., Manning, V., & Lubman, D. (2017). Ways to relax: developing an
online alcohol-related health promotion animation for people aged 55 and older.
Public Health Research and Practice, 27(2), €2721718.

Fillmore, K. M., Golding, J. M., Graves, K. L., Kniep, S., Leino, E. V., Romelsjo, A., . ..
Ferrer, H. P. (1998). Alcohol consumption and mortality. [. Characteristics of
drinking groups. Addiction, 93(2), 183-203.

Fillmore, K. M., Kerr, W. C., & Bostrom, A. (2003). Changes in drinking status, serious
illness and mortality. Journal of Studies on Alcohol, 64, 278-285.

Fillmore, K. M., Kerr, W. C., Stockwell, T., Chikritzhs, T., & Bostrom, A. (2006).
Moderate alcohol use and mortality risk: Systematic error in prospective studies.
Addiction Research and Theory, 14(2).

Fink, A., & Beck, J. C. (2005). The problem drinking pain paradox. Addiction, 100, 731-
732.

Fink, A., Beck, J. C., & Wittrock, M. C. (2001). Informing older adults about non-
hazardous, hazardous, and harmful alcohol use. Patient Education and Counselling,
45,133-141.

127



Fink, A., Hays, R. D., Moore, A. A., & Beck, J. C. (1996). Alcohol-related problems in
older persons: determinants, consequences and screening. Archives of International
Medicine, 156(11), 1150-1157.

Fink, A., Morton, S. C., Beck, J. C., Hays, R. D., Spritzer, K., Oishi, S., & Moore, A. A.
(2002). The alcohol-related problems survey: Identifying hazardous and harmful
drinking in older primary care patients. Journal of the American Geriatrics Society,
50,1717-1722.

Forster, L. E., Pollow, R., & Stoller, E. P. (1993). Alcohol use and potential risk for
alcohol-related adverse drug reactions among community-based elderly. Journal of
Community Health, 18, 225-239.

Frei, M., Nielsen, S., Dobbin, M., & Tobin, C. (2010). Serious morbidity associated with
misuse of over-the-counter codeine-ibuprofen analgesics: A series of 27 cases.
Medical Journal of Australia, 193(5), 294-296.

French, D., Sargent-Cox, K., Sarang, K., & Anstey, K. J. (2014). Gender differences in
alcohol consumption among middle-aged and older adults in Australia, the United
States and Korea. Australian and New Zealand Journal of Public Health, 38(4),
332-339.

Freudenheim, J. R., Ritz, J., Smith-Warner, S. A., Albanes, D., Bandera, E. V., van den
Brandt, P. A., . .. Hunter, D. J. (2005). Alcohol consumption and risk of lung
cancer: a pooled analysis of cohort studies. American Journal of Clinical Nutrition,
82(3), 657-667.

Frezza, M., di Padova, C., Pozzato, G., Terpin, M., Baraona, E., & Lieber, C. (1990). High
blood alcohol levels in women- the role of decreased gastric alcohol dehydrogenase
activity and first-pass metabolism. The New England Journal of Medicine, 322, 95-
99.

Friedman, H. S. (1998). Cardiovascular effects of alcohol. In M. D. Galanter (Ed.), The
Consequences of Alcoholism (pp. 135-166.). New York: Plenum Press.

Friedman, M. (2017). Older people abuse drugs becasue they’re in pain, but there are better
ways to help. The Conversation, October 27, 2017.

Fuchs, C. S., Stampfer, M. J., Colditiz, G. A., Giovannucci, E. L., Manson, J. E., Kawachi,
L., ... Willett, W. C. (1995). Alcohol consumption and mortality among women.
New England Journal of Medicine, 332, 1245-1250.

Gallagher, P., O’Connor, M., & O’Mahony, D. (2011). Prevention of potentially
inappropriate prescribing for elderly patients: a randomized controlled trial using
STOPP/START criteria. Clinical Pharmacology and Therapeutics, 89(6), 845-854.

Ganguli, M., Bilt, J. V., Saxton, J. A., Shen, C., & Dodge, H. H. (2005). Alcohol
consumption and cognitive function in late life - A longitudinal community study.
Neurology, 65(8), 1210-1217.

Gell, L., Meier, P., & Goyder, E. (2015). Alcohol consumption among the over 50s:
international comparisons. Alcohol and Alcoholism, 50(1), 1-10.

Gfoerer, J., Penne, M., Pemberton, M., & Folsom, R. (2003). Substance abuse treatment
needs among older adults in 2020: the impact of the aging baby-boom cohort. Drug
and Alcohol Dependence, 69, 127-135.

Gilhooly, M. L. M. (2005). Reduced drinking with age: is it normal? Addiction Research
and Theory, 13(3), 267-280.

Gilson, K.-M., Bryant, C., Bei, B., Komiti, A., Jackson, H., & Judd, F. (2013). Validation
of the drinking motives questionnaire (DMQ) in older adults. Addictive Behaviors,
38, 2196-2202.

128



Gilson, K.-M., Bryant, C., & Judd, F. (2014a). Exploring risky drinking and knowledge of
safe drinking guidelines in older adults. Substance Use & Misuse, 49(11), 1473-
1479.

Gilson, K.-M., Bryant, C., & Judd, F. (2014b). The hidden harms of using alcohol for pain
relief in older adults. International Psychogeriatrics, 26(11), 1929-1930.

Gilson, K.-M., Bryant, C., & Judd, F. (2017). Understanding older problems drinkers: the
role of drinking to cope. Addictive Behaviors, 64, 101-106.

Giummarra, M., Gibson, S., Allen, A., Pichler, A., & Arnold, C. (2015). Polypharmacy and
chronic pain: Harm exposure is not all about the opioids. Pain Medicine (United
States), 16(3), 472-479. doi:10.1111/pme.12586

Glynn, R. J., Bouchard, G. R., LoCastro, J. S., & Laird, N. M. (1985). Aging and
generational effects on drinking behaviors in men: results from the Normative
aging study. American Journal of Public Health, 75, 1413-1419.

Gnjidic, D., Hilmer, S., Blyth, F., Naganathan, V., Cumming, R., Handelsman, D, . .. Le
Couteur, D. (2012). High-risk prescribing and incidence of frailty among older
community-dwelling men. Clinical Pharmacology and Therapeutics, 91(3), 521-
528. doi:10.1038/clpt.2011.258

Goldberg, D. M., Hahn, S. E., & Parkes, J. G. (1995). Beyond alcohol: beverage
consumption and cardiovascular mortality. Clinica Chimica Acta, 237, 155-187.

Goldberg, 1. J. (2003). To drink or not to drink? New England Journal of Medicine, 348(2),
163-164.

Golinowska, S., Groot, W., Baji, P., & Pavlova, M. (2016). Health promotion targeting
older people. BMC Health Services Research, 16(5), 345-348.

Gossop, M., & Moos, R. (2008). Substance misuse among older adults: A neglected but
treatable problem. Addiction, 103(3), 347-348. doi:10.1111/5.1360-
0443.2007.02096.x

Graham, K. (1986). Identifying and measuring alcohol abuse among the elderly: serious
problems with existing instrumentation. Journal of Studies on Alcohol, 47(4), 322-
326.

Graham, K. (1998). Alcohol abstention among older adults: reasons for abstaining and
characteristics of abstainers. Addiction Research, 6(6), 473-487.

Graham, K., & Massak, A. (2007). Alcohol consumption and the use of anti-depressants.
Canadian Medical Association Journal, 176(5), 633-637.

Graham, K., & Schmidt, G. (1999). Alcohol use and psychosocial well-being among older
adults. Journal of Studies on Alcohol, 60(3), 345-351.

Grant, B., Chou, P., Saha, T., Pickering, R., Kerridge, B., Ruan, J., . . . Hasin, D. (2017).
Prevalence of 12-month alcohol use, high-risk drinking, and DSM-IV Alcohol use
disorder in the United States, 2001-2002 to 2012-2013. JAMA Psychiatry, 74(9),
911-923.

Grant, B. F., & Harford, T. C. (1995). Comorbidity between DSM-IV alcohol use disorders
and major depression: Results of a national survey. Drug and Alcohol Dependence,
39, 197-206.

Green, C. A., & Polen, M. P. (2001). The health and health behaviors of people who do not
drink alcohol. American Journal Of Preventive Medicine, 21(4), 298-305.

Greenfield, T. K., Rehm, J., & Rogers, J. D. (1999). Alcohol and all cause mortality:
Ethnic and social influences in a tri-ethnic U.S. sample. Paper presented at the The
Twenty-fifth Annual Alcohol Epidemiology Symposium of the Kettil Bruun
Society, Montreal.

129



Greenhalgh, T., Macfarlane, F., Steed, L., & Walton, R. (2016). What works for whom in
pharmacist-led smoking cessation support: Realist review. BMC Medicine, 14(1).
doi:10.1186/s12916-016-0749-5

Grindrod, K., Li, M., & Gates, A. (2014). Evaluating user perceptions of mobile
medication management applications with older adults: A usability study. Journal
of Medical Internet Research, 16(3). doi:10.2196/mhealth.3048

Gronbaek, M. (2002). Alcohol, type of alcohol, and all-cause and coronary heart disease
mortality. Annals of the New York Academy of Science, 957, 16-20.

Gronbaek, M., Deis, A., Becker, U., Hein, H. O., Schnohr, P., Jensen, G., . .. Sorensen, T.
I. (1998). Alcohol and mortality: is there a U-shaped relation in elderly people? Age
and Ageing, 27(6), 739-744.

Gulbransen, G., & McCormick, R. (2007). Drink to your health- is alcohol really
cardioprotective? New Zealand Family Physician, 34(2), 122-126.

Gutjahr, E., Gmel, G., & Rehm, J. (2001). Relation between average alcohol consumption
and disease: an overview. European Addiction Research, 7(3), 117-127.

Hall, W., & Degenhardt, L. (1998). The decline in alcohol disorders with age: causes and
implications. Australasian Journal of Ageing, 17(4), 158-159.

Hamajima, N., Hirose, K., & Tajima, K. (2002). Alcohol, tobacco and breast cancer-
collaborative reanalysis of individual data from 53 epidemiological studies,
including 58 515 women with breast cancer and 95 067 women without the disease.
British Journal of Cancer, 87, 1234-1245.

Hamilton, A., & Grella, C. (2009). Gender differences among older heroin users. Journal
of Women & Aging, 21(2), 111-124.

Hart, C. L., Smith, G. D., Hole, D. J., & Hawthorne, V. M. (1999). Alcohol consumption
and mortality from all causes, coronary heart disease, and stroke: results from a
prospective cohort study of Scottish men with 21 years follow up. British Medical
Journal, 318, 1725-1729.

Hassin, D. S., Goodwin, R. D., Stinson, F. S., & Grant, B. F. (2005). Epidemiology of
major depressive disorder. Archives of General Psychiatry, 62(10), 1097-1106.

Helgadottir, B., Moller, J., & Laflamme, L. (2015). Patterns in health-related behaviours
and fall injuries among older people: a population-based study in Stockholm
County, Sweden. Age and Ageing, 44(4), 604-610.

Higgins, K., Cooper-Stanbury, M., & Williams, P. (2000). Statistics on drug use in
Australia 1998. Canberra: Australian Institute of Health and Welfare.

Higgs, P., & Dietze, P. (2017). Substance misuse in older people. British Medical Journal,
358, 33885.

Hillbom, M. (1998). Alcohol consumption and stroke: benefits and risks. Alcoholism
Clinical and Experimental Research, 22(7), 352S-358S.

Holman, C. D., & English, D. R. (1996). Ought low alcohol intake to be promoted for
health reasons? Journal of the Royal Society of Medicine, §9(3), 123-129.

Holman, C. D., English, D. R., Milne, E., & Winter, M. G. (1996). Meta- analysis of
alcohol and all cause mortality: A validation of NHMRC recommendations.
Medical Journal of Australia, 164, 141-145.

Homelessness Australia. (nd). High and dry: homelessness and alcohol and other drug
use. Retrieved from http://www.studenthelp.bne.catholic.edu.au/social-
justice/Homelessness-resources/Documents/Homelessness.pdf

Hope, V., Judd, A., Hickman, M., Lamagni, T., Stimson, G., Jones, S., . .. Gill, O. (2001).
Prevalence of hepatitis C among injection drug users in England and Wales: is
harm reduction working. American Journal of Public Health, 91(1), 38-42.

130



Hser, Y., Gelberg, L., Hoffman, V., Grella, C., McCarthy, W., & Anglin M. (2004). Health
conditions among aging narcotics addicts: medical examination results. Journal of
Behavioral Medicine, 27(6), 607-622.

Huber, J., & Skidmore, P. (2003). The new old: Why baby boomers won't be pensioned off.
London: Demos.

Huizer-Pajkos, A., Kane, A., Howlett, S., Mach, J., Mitchell, S., De Cabo, R., . . . Hilmer,
S. (2016). Adverse geriatric outcomes secondary to polypharmacy in a mouse
model: The influence of aging. Journals of Gerontology Series A: Biological
Sciences and Medical Sciences, 71(5), 571-577. doi:10.1093/gerona/glv046

Hunter, B. (2011). Older people and alcohol and other drugs. Prevention Research
Quarterly, 15, 1-12.

Hunter, B., & Lubman, D. (2010). Substance misuse: Management in the older population.
Australian Family Physician, 39(10), 738-741.

Hunter, B., Lubman, D., & Barratt, M. (2011). Alcohol and drug misuse in the elderly.
Australian and New Zealand Journal of Psychiatry, 45(4), 343.
doi:10.3109/00048674.2010.549997

[lomaki, J., Gnjidic, D., Le Couteur, D., Bell, J., Blyth, F., Handelsman, D., . . . Hilmer, S.
(2014). Alcohol consumption and tobacco smoking among community-dwelling
older Australian men: The Concord health and ageing men project. Australasian
Journal of Ageing, 33(3), 185-192.

Immonen, S., Valvanne, J., & Pitkala, K. (2013). The prevalence of potential alcohol-drug
interactions in older adults. Scandinavian Journal of Primary Health Care., 31, 73-
78.

Independent Hospital Pricing Authority. (2015). National hospital cost data collection.
Australian hospitals cost report 2013-14. Round 18. Retrieved from
https://www.ithpa.gov.au/sites/g/files/net636/f/publications/nhcdc-round18.pdf

Islam, M., Conigrave, K., Day, C., Nguyen, Y., & Haber, P. (2014). Twenty-year trends in
benzodiazepine dispensing in the Australian population. Internal Medicine Journal,
44(1), 57-64. doi:10.1111/imj.12315

Islam, M., Topp, L., Iversen, L., Day, C., Conigrave, K., & Maher, L. (2013). Healthcare
utilisation and disclosure of injecting drug use among clients of Australias’ needle
and syringe programs. Australian and New Zealand Journal of Public Health,
37(2), 148-154.

Jackson, R. (1994). Cardiovascular disease and alcohol consumption: evidence of benefits
from epidemiological studies. Contemporary Drug Problems, 21(1), 5-24.

Jansen, J., Van Weert, J., Van der Meulen, N., Van Dulmen, S., Heere, T., & Bensing, J.
(2008). Recall in older patients: Measuring memory for medical information. The
Gerontologist, 48, 149-157.

Jiang, H., Livingston, M., & Room, R. (2017). Alcohol consumption and liver, pancreatic,
head and neck cancers in Australia: Time series analysis. Canberra, ACT:
Foundation for Alcohol Research and Education.

Johnson, G. (2008). Homelessness and substance abuse: which comes first? Australian
Social Work, 61(4), 342-356.

Jones, C., Mack, K., & Paulozzi, L. (2013). Pharmaceutical overdose deaths, United States,
2010. Journal of the American Medical Association, 309, 657-659.

Kalapatapu, R., Ventura, M., & Barnes, D. (2017). Lifetime alchol use and cognitive
performance in older adults. Journal of Addictive Diseases, 36(1), 38-47.

Kalla, A., & Figueredo, V. (2017). Alcohol and cardiovascular disease in the geriatric
population. Clinical Cardiology, 40(7), 444-449.

131



Kalla, A., Krishnamoorthy, P., Gopalakrishman, A., Garg, J., & Figueredo, V. (2017).
Cannabis use predicts risk of heart failure and cerebrovascular accidents: results
from the national inpatient sample. Journal of the American College of Cardiology,
69(11), 1784.

Kamali-Sarvestani, F., Motiallah, T., & Ghaffarinejad, F. (2014). The prevalence of
musculoskeletal pain and forward head posture among heroin users during their
withdrawal with methadone. Addiction & Health, 6(1-2), 30-35.

Katona, A. (2001). Psychotropics and drug interactions in the elderly patient. International
Journal of Geriatric Psychiatry, 16, S86-S90.

Kaufman, D. W., Kelly, J. P., Wiholm, B. E., Laszlo, A., Sheehan, J. E., Koff, R. S., &
Shapiro, S. (1999). The risk of acute major gastrointestinal bleeding among users of
aspirin and ibuprofen at various levels of alcohol consumption. American Journal
of Gastronenterology, 94, 3189-3196.

Keil, U., Chambless, L. E., Doring, A., Filipiak, B., & Stieber, J. (1997). The relation of
alcohol intake to coronary heart disease and all cause mortality in a beer-drinking
population. Epidemiology, 8, 150-156.

Kelly, S., Olanrewaju, O., Cowan, A., Brayne, C., & Lafortune, L. (2017). Interventions to
prevent and reduce excessive alcohol consumption in older people: a systematic
review and meta-analysis. Age and Ageing, 0, 1-10. doi: 10.1093/ageing/afx132

Kendig, H. (2017). Australian development in ageing: Issues and history. In K.
O’Loughlin, Browning, C & Kendig, H. (Ed.), Ageing in Australia. (pp. 13-27.).
New York: Springer-Verlag.

Kerr, W. C., Greenfield, T., Bond, J., Ye, Y., & Rehm, J. (2009). Age-period-cohort
modeliing of alcohol volume and heavy drinking days in the US National Alcohol
Surveys: divergence in younger and older adult trends. Addiction, 104(1), 27-37.

Kerr, W. C., Greenfield, T. K., Bond, J., Ye, Y., & Rehm, J. (2004). Age, period and
cohort influences on beer, wine and spirits consumption trends in the US National
Alcohol Surveys. Addiction, 99, 1111-1120.

Kessels, R. (2003). Patients” memory for medical information. Journal of the Royal Society
of Medicine, 96, 219-222.

Khan, N., Wilkinson, T. J., & Keeling, S. (2006). Reasons for changing alcohol use among
older people in New Zealand. Australasian Journal of Ageing, 25, 97-100.

Khan, R., Chatton, A., Thorens, G., Achab, S., Nallet, A., Broers, B., ... Khazaal, Y.
(2012). Validation of the french version of the alcohol, smoking and substance
involvement screening test (ASSIST) in the elderly. Substance Abuse Treatment,
Prevention and Policy, 7(14),
doi:http://dx.doi.org.dbgw.lis.curtin.edu.au/10.1186/1747-1597X-1187-1114.

King, C. J., Van Hasselt, V. B., Segal, D. L., & Hersen, M. (1994). Diagnosis and
assessment of substance abuse in older adults: current strategies and issues.
Addictive Behaviors, 19(1), 41-55.

Kist, N., Sandjojo, J., Kok, R., & van den Berg, J. (2014). Cognitive functioning in older
adults with early, late, and very late onset alcohol dependence. . International
Journal of Psychogeriatrics, 26, 1863-1869.

Kitamura, A., Iso, H., Sankai, T., Naito, Y., Sato, S., Kiyama, M., . . . Komachi, Y. (1998).
Alcohol intake and premature coronary heart disease in urban Japanese men.
American Journal of Epidemiology, 147(1), 59-65.

Klatsky, A. L. (1995). Cardiovascular effects of alcohol. Scientific American Science and
Medicine, 2(2), 28-337.

132



Klatsky, A. L. (2002). Alcohol and cardiovascular diseases. A historical review. Annals of
the New York Academy of Science, 957, 7-15.

Knuiman, M., & Vu, H. T. (1996). Risk factors for stroke mortality in men and women: the
Busselton Study. Journal of Cardiovascular Risk, 3(5), 447-452.

Korrapati, M. R., & Vestal, R. E. (1995). Alcohol and medications in the elderly: Complex
interactions. In T. P. Beresford & E. S. Gomberg (Eds.), Alcohol and Aging. (pp.
42-55.). New York: Oxford University Press.

Kuerbis, A., & Sacco, P. (2013). A review of existing treatments for substance abuse
among the elderly and recommendations for future directions. Substance Abuse, 7,
13-37.

Kuerbis, A., Sacco, P., Blazer, D., & Moore, A. (2014). Substance abuse among older
adults. Clinical Geriatric Medicine, 30(3), 629-654.

Kumari, M., Holmes, M., Dale, C., Hubacek, J., Palmer, T., Pikhart, H., . . . Bobak, M.
(2014). Alcohol consumption and cognitive performance. Addiction, 109(9), 1462-
1471.

Kurfees, J. F., & Dotson, R. L. (1987). Drug interactions in the elderly. Journal of Family
Practice, 25, 477-488.

Laidsaar-Powell, R., Butow, P., Bu, S., Charles, C., Gafni, A., Lam, W., . . . Juraskova, I.
(2013). Physician-patient-companion communication and decision-making: A
systematic review of triadic medical consultations. Patient Education and
Counseling, 91(1), 3-13. doi:10.1016/j.pec.2012.11.007

Lakhani, N. (1997). Alcohol use amongst community dwelling elderly people: a review of
the literature. Journal of Advanced Nursing, 25, 1227-1232.

Lamy, P. P. (1982). Comparative pharmacokinetic changes and drug therapy in an older
population. Journal of the American Geriatric Society, 30, S11-S19.

Laslett, A., Dietze, P., & Dwyer, R. (2008). The oral health of street-recruited injecting
drug users: prevalence and correlates of problems. Addiction, 103(11), 1821-1825.
doi:10.1111/j.1360-0443.2008.02339.x

Lau, N., Sales, P., Averill, S., Murphy, F., Sato, S., & Murphy, S. (2015). Responsible and
controlled use: Older cannabis users and harm reduction. International Journal of
Drug Policy, 26, 709-718.

Lawrence, D., Hancock, K., & Kisely, S. (2013). The gap in life expectancy from
preventable physical illness in psychiatric patients in Western Australia:
Retrospective analysis of population based registers. BMJ (Online), 346(7909).
doi:10.1136/bm;j.f2539

Lemke, S., & Moos, R. (2003). Outcomes at 1 and 5 years for older patients with alcohol
use disorders. Journal of Substance Abuse Treatment, 24, 43-50.

Lew, J. (2008). Alcohol consumption and risk of breast cancer in postmenopausal women:
the NIH-AARP diet and health study. Ecancermedicalscience, 14/04/2008.

Lin, Y., Kikuchi, S., Tamakoshi, A., Wakai, K., Kawamura, T., Iso, H., . . . Ishibashi, T.
(2005). Alcohol consumption and mortality among middle-aged and elderly
Japanese men and women. Annals of Epidemiology, 15, 590-597.

Lindsey, W., Stewart, D., & Childress, D. (2012). Drug interactions between common
illicit drugs and prescription therapies. The American Journal of Drug and Alcohol
Abuse, 38(4), 334-343.

Linsky, A., Simon, S., & Bokhour, B. (2015). Patient perceptions of proactive medication
discontinuation. Patient Education and Counseling, 98(2), 220-225.
doi:10.1016/j.pec.2014.11.010

133



Lintzeris, N., Monds, L., Rivas, G., Leung, S., Withall, A., & Draper, B. (2016). The
Australian Treatment Outcomes Profile instrument as a clinical tool for older
alcohol and other drug clients: A validation study. Drug and Alcohol Review, 35(6),
673-677.

Livingston, M., Raninen, J., Slade, T., Swift, W., Lloyd, B., & D’ietze, P. (2016).
Understanding trends in Australian alcohol consumption-an age-period-cohort
model. Addiction, 111, 1590-1598.

Lo, A., Woodman, R., Pachana, N., & Byrne, G. (2014). Associations between lifestyle
and cognitive functive function over time in women aged 40-79 years. Journal of
Alzheimer’s Disease, 39, 371-383.

Lucas, N., Windsor, T. D., Caldwell, T., & Rodgers, B. (2010). Psychological distress in
non-drinkers: associations with previous heavy drinking and current social
relationships. Alcohol and Alcoholism, 45, 95-102.

Lucy Barbour. (2017, 3 September 2017). Silent killer: The opioid addiction crisis that has
crept up on regional Australia. ABC Rural. Retrieved from
http://www.abc.net.au/news/2017-09-03/opioid-crisis-creeping-up-in-regional-
australia/8859996

Luttrell, S., Watkin, V., Livingston, G., Walker, Z., D'Ath, P., Patel, P., . . . Katona, C.
(1997). Screening for alcohol misuse in older people. International Journal of
Geriatric Psychiatry, 12(12), 1151-1154.

Lyndsay, J., Laurin, D., Verreault, R., Hebert, R., Helliwell, B., Hill, G. B., & McDowell,
I. (2002). Risk factors for Alzheimer's disease: a prospective analysis from the
Canadian Study of Health and Aging. American Journal of Epidemiology, 156,
445-453.

Lynskey, M. T., Day, C., & Hall, W. (2003). Alcohol and other drug use disorders among
older-aged people. Drug and Alcohol Review, 22(2), 125-133.

Maddox, G. L. (1985). Intervention strategies to enhance well-being in later life: the status
and prospect of guided change. Health Service Research, 19, 1007-1018.

Maher, L., Jalaludin, B., Chant, K., Jayasuriya, R., Sladden, T., Kaldor, J., & Sargent, P.
(2006). Incidence and risk factors for hepatitis C seroconversion in injecting drug
users in Australia. Addiction, 101(10), 1499-1508. doi:10.1111/5.1360-
0443.2006.01543.x

Manning, M., Smith, C., & Mazerolle, P. (2013). The societal costs of alcohol misuse in
Australia. Trends and issues in Crime and Criminal Justice(454), 1-6.

Maree, R., Marcum, Z., Saghafi, E., Weinder, D., & Karp, J. (2016). A systematic review
of opioid and benzodiazepine misuse in older adults. American Journal Of
Geriatric Psychiatry, 24(11), 949-963.

Maskarinec, G., Meng, L., & Kolonel, L. N. (1998). Alcohol intake, body weight, and
mortality in a multiethnic prospective cohort. Epidemiology, 9(6), 654-661.

McAllister, 1., Moore, R., & Makkai, T. (1991). Drugs in Australian society: Patterns,
attitudes and policies. Melbourne: Longman Cheshire.

McCoy, C., Metsch, L., Chitwood, D., & Miles, C. (2001). Drug use and barriers to use of
health care services. Substance Use and Misuse, 36(6-7), 789-806. doi:10.1081/JA-
100104091

McGrath, A., Crome, P., & Crome, 1. B. (2005). Substance misuse in the older population.
Postgraduate Medical Journal, §1(954), 228-231. doi1:10.1136/pgm;.2004.023028

McGuire, L. C., Ajani, U. A., & Ford, E. S. (2007). Cognitive impairment in late life: the
impact of moderate alcohol consumption. Annals of Epidemiology, 17, 93-99.

134



McLaughlin, D., Adams, J., Almeida, O. P., Brown, W., Byles, J., Dobson, A, . ..
Pachana, N. (2010). Are the national guidelines for health behaviour appropriate for
older Australians? Evidence from the men, women and ageing project. Australasian
Journal of Ageing, 30(s2), 13-16.

McMurtray, A., Clark, D. G., Christine, D., & Mendez, M. F. (2006). Early-Onset
dementia: frequency and causes compared to late-onset dementia. Dementia and
Geriatric Cognitive Disorders, 21, 59-64.

McNeely, J., Strauss, S., Rotrosen, J., Ramautar, A., & Gourevitch, M. (2015). Validation
of an audio computer-assisted self-interview (ACASI) version of the alcohol,
smoking and substance involvement screening test (ASSIST) in primary care
patients. Addiction, 111(2), 233-244.

Mental Health Commission. (2017). The Western Australian alcohol and drug interagency
strategy 2017-2021. Consultation draft 2017. Perth, WA: Mental Health
Commission, Government of Western Australia.

Mhatre, S., & Sansgiry, S. (2015). Assessing a conceptual model of over-the-counter
medication misuse, adverse drug events and health-related quality of life in an
elderly population. Geriatrics & Gerontology, 16(1), 103-110.

Miller, P. G., Coomber, K., Staiger, P., Zinkiewicz, L., & Toumbourou, J. W. (2010).
Review of rural and regional alcohol research in Australia. Australian Journal of
Rural Health, 18(3), 110-117. doi:10.1111/j.1440-1584.2010.01133.x

Miller, W., & Hester, R. (1995). Treatment for alcohol problems: Towards an informed
eclecticism. In R. Hester & W. Miller (Eds.), Handbook of alcoholism treatment
approaches: effective alternatives. (pp. 1-11.). Boston, MA.: Allyn and Bacon.

Mirand, A. L., & Welte, J. W. (1994). Total body water adjustment of mean alcohol
intakes. Journal of Substance Abuse, 6(4), 419-425.

Monds, L., Ridley, N., Rivas, C., Withall, A., Draper, B., & Lintzeris, N. (2017). Cognition
and adaptive functioning in older people attending drug and alcohol services.
International Psychogeriatrics, 29(5), 815-823.

Montamat, S. C., Cusack, B. J., & Vestal, R. E. (1989). Management of drug therapy in the
elderly. New England Journal of Medicine, 321, 303-309.

Moore, A., Gould, R., Reuben, D. B., Greendale, G. A., Carter, M. K., Zhou, K. F., &
Karlamangla, A. (2005). Longitudinal patterns and predictors of alcohol
consumption in the United States. American Journal of Public Health, 95(3), 458-
465.

Moore, A. A., Seeman, T., Morgenstern, H., Beck, J. C., & Reuben, D. B. (2002). Are
there differences between older persons who screen positive on the CAGE
Questionnaire and the Short Michigan Alcoholism Screening Test - geriatric
Version? Journal of the American Geriatrics Society, 50, 858-862.

Moore, D. (1996). Recreational drug use and the work/ leisure distinction. In C. Wilkinson
& B. Saunders (Eds.), Perspectives on addiction: Making sense of the issues. (pp.
47-54.). Perth, WA.: William Montgomery Pty Ltd.

Moos, R. H., Brennan, P. L., Schutte, K. K., & Moos, B. S. (2005). Older adults' health and
changes in late-life drinking patterns. Aging and Mental Health, 9(1), 49-59.

Morgan, T., Williamson, M., Pirotta, M., Stewart, K., Myers, S., & Barnes, J. (2012). A
national census of medicines use: A 24-hour snapshot of Australians aged 50 years
and older. Medical Journal of Australia, 196(1), 50-53. do0i:10.5694/mjal1.10698

Morin, C., Bastien, C., Guay, B., Radouco-Thomas, M., Leblanc, J., & Vallieres, A.
(2004). Randomized clinical trial of supervised tapering and cognitive behavior

135



therapy to facilitate benzodiazepine discontinuation in older adults with chronic
insomnia. American Journal of Psychiatry, 161(2), 332-342.

Morrison, A., Elliott, L., & Gruer, L. (1997). Injecting-related harm and treatment-seeking
behaviour among injecting drug users. Addiction, 92(10), 1349-1352.
doi:10.1111/5.1360-0443.1997.tb02853.x

Mowbray, O., & Quinn, A. (2016). A scoping review of treatments for older adults with
substance use problems. Research on Social Work Practice, 26(1), 74-87.
doi:10.1177/1049731515579075

Moxon, D., & Waters, J. (2016). lllegal drug use through the lifecourse: A study of
‘hidden’ older users. London and New York: Routledge Taylor and Francis Group.

Mulinga, J. D. (1999). Elderly people with alcohol-related problems: where do they go?
International Journal of Geriatric Psychiatry, 14, 564-566.

Naegle, M. (nd). Alcohol use screening and assessment for older adults. ConsultGeri, 17.

Naimi, T., Stockwell, T., Zhao, J., Xuan, Z., Dangardt, F., Saitz, R., . . . Chikritzhs, T.
(2017). Selection bias in observational studies affect associations between
‘moderate’ alcohol consumption and mortality. Addiction, 112(2), 207-214.

National Health Service. (2017). Statistics on drugs misuse: England 2017 (NS). Retrieved
from: http://www.content.digital.nhs.uk/catalogue/PUB23442

National Institute on Alcohol Abuse. (2015, June 2015). Nationwide Trends: Drug Facts.
Retrieved from https://www.drugabuse.gov/publications/drugfacts/nationwide-
trends

National Institute on Alcohol Abuse and Alcoholism. (1995). Alcohol Alert. Bethesda,
MD: National Institute on Alcohol Abuse and Alcoholism.

National Stakeholders Group. (2015). Outcome statement: National stakeholders’ meeting
on quality use of medicines to optimise ageing in older Australians; 2015.
Retrieved from http://sydney.edu.au/medicine/cdpc/documents/about/outcome-
statement-national-stakeholders-meeting.pdf

Newgreen, D. B. (2005). Should consumers be warned about aspirin, alcohol and gastric
bleeding? Australian Prescriber, 28, 18-19.

Nicholas, R., Lee, N., & Roche, A. (2011). Pharmaceutical drug misuse problems in
Australia: Complex issues, balanced responses. Adelaide: National Centre for
Education and Training on Addiction (NCETA), Flinders University.

Nicholas, R., & Roche, A. (2014). Older Australians, opioids and the treatment of pain.
[Fact sheet]. Retrieved from http://nceta.flinders.edu.au/society/alcohol-and-drug-
use-ageing-populations/.

Nicholas, R., Roche, A., Lee, N., Bright, S., & Walsh, K. (2015a). Preventing and
reducing alcohol- and other drug- related harm among older people: A practical
guide for health and welfare professionals. Adelaide, SA: National Centre for
Education and Training on Addiction (NCETA), Flinders University.

Nicholas, R., Roche, A., Lee, N., Bright, S., & Walsh, K. (2015b). Preventing and
reducing alcohol- and other drug-related harm among older people: A practical
guide for health and welfare professionals. Adelaide, Australia: National Centre for
Education and Training on Addiction (NCETA), Flinders University.

Nicholson, D., McCormack, F., Seaman, P., Bell, K., Duffy, T., & Gilhooly, M. (2017).
Alcohol and healthy ageing: a challenge for alcohol policy. Public Health, 148, 13-
18.

Nicolien, K., Sandjojo, J., Kok, R., & van den Berg, J. (2014). Cognitive functioning in
older adults with early, late, and very late onset alcohol dependence. International
Psychogeriatrics, 26(11), 1863-1869.

136



Nielsen, N. R., Schnohr, P., Jensen, G., & Gronbaek, M. (2004). Is the relationship
between type of alcohol and mortality influenced by socio-economic status?
Journal of International Medicine, 255(2), 280-288.

Noale, M., Minicuci, N., Bardage, C., Gindin, J., Nikula, S., Pluijm, S., . . . Maggi, S.
(2005). Predictors of mortality: an international comparison of socio-demographic
and health characteristics from six longitudinal studies on aging: the CLESA
project. Experimental Gerontology, 40, 89-99.

Norton, R. (1983). Changing patterns of alcohol consumption of Australian women.
Sydney: NSW Drug and Alcohol Authority.

O'Connell, H., Chin, A., Cunningham, C., & Lawlor, B. (2003). Alcohol use disorders in
elderly people-redefining an age old problem in old age. British Medical Journal,
327, 664-667.

OECD (Organisation for Economic Co-operation and Development). (2016). OECD
Health Statistics 2016. Paris: OECD.

Office for National Statistics. (2017, 3 May 2017). Adult drinking habits in Great Britain:
2005 to 2016. Retrieved from
https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/drugu
sealcoholandsmoking/bulletins/opinionsandlifestylesurveyadultdrinkinghabitsingre
atbritain/2005t02016

Organisation for Economic Co-operation and Development (OECD). (2017). OECD
Health Statistics 2017. Retrieved from http://www.oecd.org/health/health-
data.htm

Oslin, D. W. (2000a). Alcohol use in late life: Disability and comorbidity. Journal of
Geriatric Psychiatry and Neurology, 13(3), 134-141.

Oslin, D. W. (2000b). Late-life addictions: aspects to consider for the future. Journal of
Geriatric Psychiatry and Neurology, 13(3), 103-106.

Ostertag, S., Wright, B., Broadhead, R., & Altice, F. (2006). Trust and other characteristics
associated with health care utilization by injecting drug users. Journal of Drug
Issues, 36(4), 953-974.

Ostini, R., Hegney, D., Jackson, C., Williamson, M., Mackson, J., Gurman, K., . . . Tett, S.
(2009). Systematic review of interventions to improve prescribing. The Annals of
Pharmacotherapy, 43(3), 502-513. doi:10.1345/aph.1L.488

Paganini-Hill, A., Kawas, C. H., & Corrada, M. M. (2007). Type of alcohol consumed,
changes in intake over time and mortality: the Leisure World Cohort Study. Age
and Ageing, 36(2), 203-209.

Park, H., Satoh, H., Miki, A., Urushihara, H., & Sawada, Y. (2015). Medications
associated with falls in older people: systematic review of publications from a
recent 5-year period. European Journal of Clinical Pharmacology, 71(12), 1429-
1440.

Parker, H., Williams, L., & Aldridge, J. (2002). The normalization of ‘sensible’
recreational drug use. Sociology, 36(4), 941-964.

Parliament of Australia, P. B. O. (2015). Alcohol taxation in Australia. Report no. 03/2015.
Canberra: Commonwealth of Australia.

Pascal, R., Gilmore, W., Broyd, A., Lensvelt, E., & Chikritzhs, T. (2013). Trends in
estimated alcohol-attributable deaths in Australia, 1996-2010: Liver cancer,
alcoholic liver disease and colorectal cancer. Bulletin 13. Retrieved from Perth,
WA:

Patat, A. (2000). Clinical pharmacology of psychotropic drugs. Human
Psychopharmacology, 15,361-387.

137



Patterson, T. L., & Jeste, D. V. (1999). The potential impact of the baby-boom generation
on substance abuse among elderly persons. Psychiatric Services, 50(9), 1184-1188.

Pearson, G. (2001). Normal drug use: Ethnographic fieldwork among an adult network of
recreational drug users in inner London. Substance Use & Misuse, 36, 167-200.

Peden, A., Franklin, R., Leggat, P., & Aitken, P. (2017). Causal pathways of flood related
river drowning deaths in Australia. PIOS Current Disasters, May 18(Edition 1).
doi:doi: 10.1371/currents.dis.001072490b201118f0{689c0tbe7d437.

Peel, N., McClure, R. J., & Hendrikz, J. K. (2006). Health protective behaviours and risk
of fall-related hip fractures: a population based case control study. Age and Ageing,
35,491-497.

Perreira, K. M., & Sloan, F. A. (2001). Life events and alcohol consumption among mature
adults: A longitudinal analysis. Journal of Studies on Alcohol, 62, 501-508.
Pettigrew, S., & Pescud, M. (2016). The salience of alcohol-related issues across the adult

lifespan. Health Education Journal, 75(1), 117-128.

Pfefferbaum, A., Sullivan, E. V., Mathalon, D. H., & Lim K. O. (1997). Frontal lobe
volume loss observed with magnetic resonance imaging in older chronic alcoholics
Alcoholism Clinical and Experimental Research, 21, 521-529.

Poikolainen, K., Vartiainen, E., & Korhonen, H. J. (1996). Alcohol intake and subjective
health. American Journal of Epidemiology, 15, 346-350.

Preston, P., & Goodfellow, M. (2006). Cohort comparisons: social learning explanations
for alcohol use among adolescents and older adults. Addictive Behaviors, 31, 2268-
2283.

Pringle, K. E., Ahern, F. M., Heller, D. A., Gold, C. H., & Brown, T. V. (2005). Potential
for alcohol and prescription drug interactions in older people. Journal of the
American Geriatrics Society, 53(11), 1930-1936.

Puddey, I. B., Rakic, V., Dimmitt, S. B., & Beilin, L. J. (1999). Influence of pattern of
drinking on cardiovascular disease and cardiovascular risk factors: a review.
Addiction, 94(5), 649-663.

Q1 K., Reeve, E., Hilmer, S., Pearson, S., Matthews, S., & Gnjidic, D. (2015). Older
peoples’ attitudes regarding polypharmacy, statin use and willingness to have
statins deprescribed in Australia. International Journal of Clinical Pharmacy,
37(5), 949-957. doi:10.1007/s11096-015-0147-7

Radcliffe, P., & Stevens, A. (2008). Are drug treatment services only for 'thieving junkie
scumbags'? Drug users and the management of stigmatised identities. Social
Science & Medicine, 67(7), 1065-1073.

Ramchandani, V., Slattum, P., Patkar, A., Wu, L., Lee, J., Mohanty, M., . .. Li, T. (2015).
Psychopharmacology and the consequences of alcohol and drug interactions. In 1.
Crome, L. Wu, R. Rao, & P. Crome (Eds.), Substance use and older people (pp.
149-170). West Sussex, UK: John Wiley & Sons.

Rao, R. (2016). Cognitive impairment in older people with alcohol use disorders in a UK
mental health service. Advances in dual diagnosis, 9(4), 154-158.

Reece, A., Norman, A., & Hulse, G. K. (2017). Acceleration of cardiovascular-biological
age by amphetamine exposure is a power function of chronological age. Heart
Asia, 9, 30-38.

Reeve, E., Low, L., & Hilmer, S. (2016). Beliefs and attitudes of older adults and carers
about deprescribing of medications: A qualitative focus group study. British
Journal of General Practice, 66(649), €552-¢560. doi:10.3399/bjgp16X685669

Reeve, E., Thompson, W., & Farrell, B. (2017). Deprescribing: A narrative review of the
evidence and practical recommendations for recognizing opportunities and taking

138



action. European Journal of Internal Medicine, 38, 3-11.
doi:10.1016/5.€jim.2016.12.021

Reeve, E., To, J., Hendrix, 1., Shakib, S., Roberts, M., & Wiese, M. (2013). Patient barriers
to and enablers of deprescribing: A systematic review. Drugs and Aging, 30(10),
793-807. doi:10.1007/s40266-013-0106-8

Reeve, E., Wiese, M., Hendrix, 1., Roberts, M., & Shakib, S. (2013). People's attitudes,
beliefs, and experiences regarding polypharmacy and willingness to deprescribe.
Journal of the American Geriatrics Society, 61(9), 1508-1514.
doi:10.1111/jgs.12418

Rehm, J., & Manthey, J. (2017). The role of standardized instruments in identifying older
adults with alcohol problems. International Psychogeriatrics, 29(2), 351-352.

Rehm, J., Room, R., Graham, K., Monteiro, M., Gmel, G., & Sempos, C. T. (2003). The
relationship of average volume of alcohol consumption and patterns of drinking to
burden of disease: an overview. Addiction, 98, 1209-1228.

Rehm, J., Room, R., Monteiro, M., Gmel, G., Graham, K., Rehn, N., . . . Jernigan, D.
(2004). Alcohol use. Geneva: World Health Organisation.

Renaud, S. C., Gueguen, R., Siest, G., & Salamon, R. (1999). Wine, beer, and mortality in
middle-aged men from Eastern France. Archives of International Medicine, 159,
1865-1870.

Reynolds, K., Lewis, B., Nolen, J. D., Kinney, G. L., Sathya, B., & He, J. (2003). Alcohol
consumption and risk of stroke: a meta-analysis. Journal of the American Medical
Association, 289, 579-588.

Rice, D. P., Connell, C., Weisner, C. M., Hunkeler, E. M., Fieman, B., & Hu, T. W.
(2000). Alcohol drinking patterns and medical care use in an HMO setting. Journal
of Behavioral Health Services Research, 27(3-16.).

Ridolfo, B., & Stevenson, C. E. (2001). The quantification of drug caused mortality and
morbidity in Australia. Canberra: Australian Institute of Health and Welfare.

Rimm, E., Booyse, F. M., Fillmore, K., Gronbaek, M., Mukamal, K., Rehm, J., &
Wannamethee, G. (2007). Panel discussion IV: Implications for future research.
Annals of Epidemiology, 17, S95-S97.

Rodgers, B., Korten, A. E., Jorm, A. F., Christensen, H., & Henderson, A. S. (2000). Non-
linear relationships in associations of depression and anxiety with alcohol use.
Psychological Medicine, 30(2), 421-432.

Rodgers, B., Windsor, T. D., Anstey, K. J., Dear, K. B., Jorm, A. F., & Christensen, H.
(2005). Non-linear relationships between cognitive function and alcohol
consumption in young, middle-aged and older adults: the PATH Through Life
Project. Addiction, 100, 1280-1290.

Roe, B., Beynon, C., Pickering, L., & Dufty, P. (2010). Experiences of drug use and
ageing: health, quality of life, relationship and service implications. Journal of
Advanced Nursing, 66(9), 1968-1979.

Room, R. (1977). Measurement and distribution of drinking patterns and problems in
general populations. In G. Edwards, G. Gross, M. Keller, J. Moser, & R. Room
(Eds.), Alcohol-related disabilities. Geneva: World Health Organization.

Rosen, D. (2004). Factors associated with illegal drug use among older methadone clients.
Gerontologist, 44, 543-547.

Rosen, D., Hunsaker, A., Albert, S., Cornelius, R., & Reynolds, C. (2011). Characteristics
and consequences of heroin use among older adults in the United States: a review
of the literature, treatment implications, and recommendations for further research.
Addictive Behaviors, 36(4), 279-285.

139



Rosen, D., Smith, M., & Reynolds, C. (2008). The prevalence of mental and physical
health disorders among older methadone clients. American Journal Of Geriatric
Psychiatry, 16(6), 488-497.

Rosenblum, A., Joseph, H., Fong, C., Kipnis, S., Cleland, C., & Portenoy, R. (2003).
Prevalence and characteristics of chronic pain among chemically dependent
patients in methadone maintenance and residential treatment facilities. The Journal
of the American Medical Association, 289(18), 2370-2378.

Rosenqvist, M. (1998). Alcohol and cardiac arrhythmias. Alcoholism Clinical and
Experimental Research, 22(7 Suppl.), 318S-3228S.

Rota-Bartelink, A., & Lipmann, B. (2007). Causes of homelessness among older people in
Melbourne, Australia. Australian and New Zealand Journal of Public Health,
31(3),252-258. doi:10.1111/j.1467-842X.2007.00057.x

Rota-Bartelink, A., Ruth, S., Lace, F., Bright, S., Sanghvi, D., Powell, M., & Comben, I.
(2011). Long-term problematic alcohol use and the older person. Drug Info:
Newsletter of the Australian Drug Foundation’s Druglnfo service, 9(2), 1-12.

Royal College of Psychiatrists. (2011). Our invisible addicts. London: Royal College of
Psychiatrists.

Ruitenberg, A., van Swieten, J. C., Witteman, C. M., Mehta, K. M., van Duijin, C.,
Hofman, A., & Breteler, M. (2002). Alcohol consumption and risk of dementia: the
Rotterdam study. Lancet, 359, 281-286.

Sacco, R. L., Elkind, M., Boden-Albala, B., Lin, 1., Kargman, D., Hauser, W. A., . . . Paik,
M. C. (1999). The protective effect of moderate alcohol consumption on ischemic
stroke. Journal of the American Medical Association, 281(1), 53-60.

Sadowski, C. (2011). Providing health information to older adults. Reviews in Clinical
Gerontology, 21(1), 55-66. doi:10.1017/S0959259810000316

Satre, D. (2015). Alcohol and drug use problems among older adults. Clinical Psychology:
Science and Practice, 22(3), 238-254.

Satre, D., Mertens, J., Arean, P. A., & Weisner, C. (2004). Five-year alcohol and drug
treatment outcomes of older adults versus middle-aged and younger adults in a
managed care program. Addiction, 99(10), 1286-1297.

Saunders, J. B., Aasland, O. G., Babor, T. F., de le Fuente, J. R., & Grant, M. (1993).
Development of the Alcohol Use Disorders Identification Test (AUDIT). WHO
collaborative project on early detection of persons with harmful alcohol
consumption- II. Addiction, 88, 791-804.

Savage, S., & Bailey, S. (2004). Older persons and health promotion- An overview of the
literature. Geelong: City of Greater Geelong.

Schlaerth, K. (2007). Older adults and illegal drugs. Geriatrics and Aging, 10(6), 361-364.

Schoeller, D. A. (1989). Changes in total body water with age. American Journal of
Clinical Nutrition, 50, 1176-1181.

Schofield, I., & Tolson, D. (2001). The nurses role in assessing alcohol use by older
people. British Journal of Nursing, 10(19), 1260-1268.

Searby, A., Maude, P., & McGrath, 1. (2015a). Dual diagnosis in older adults: A review.
Issues in Mental Health Nursing, 36(2), 104-111.
doi:10.3109/01612840.2014.951135

Searby, A., Maude, P., & McGrath, 1. (2015b). Maturing out, natural recovery, and dual
diagnosis: What are the implications for older adult mental health services?
International Journal of Mental Health Nursing, 24(6), 478-484.
doi:10.1111/inm.12143

140



Searby, A., Maude, P., & McGrath, 1. (2016). Prevalence of co-occurring alcohol and other
drug use in an Australian older adult mental health service. International Journal of
Mental Health Nursing, 25(2), 151-158. doi:10.1111/inm.12215

Searby, A., van Swet, N., Maude, P., & McGrath, 1. (2017). Alcohol use in an older adult
referred to a consultation-liaison psychiatry service: A case report. Issues in Mental
Health Nursing, 38(1), 75-79. doi:10.1080/01612840.2016.1256456

Selvanathan, E. A., & Selvanathan, S. (2004). Economic and demographic factors in
Australian alcohol demand. Applied Economics, 36(21), 2405-2418.

Selzer, M. L. (1971). The Michigan Alcohol Screening Test: the quest for a new diagnostic
instrument. American Journal of Psychiatry, 127, 1653-1658.

Shepard, C., Finelli, L., & Alter, M. (2005). Global epidemiology of hepatitis C virus
infection. The Lancet Infectious Diseases, 5(9), 558-567.

Sheridan, J., Stewart, J., Smart, R., & McCormick, R. (2012). Risky drinking among
community pharmacy customers in New Zealand and their attitudes towards
pharmacist screening and brief interventions. Drug and Alcohol Review, 31(1), 56-
63. doi:10.1111/.1465-3362.2011.00293.x

Shield, K. D., & Rehm, J. (2015). Global risk factor rankings: the importance of age-based
health loss inequities caused by alcohol and other risk factors. Bio Med Central
Reseacrh Notes, June 9(8), 231. doi:10.1186/s13104-015-1207-8.

Simons, L. A., McCallum, J., Friedlander, Y., Ortiz, M., & Simons, J. (2000). Moderate
alcohol intake is associated with survival in the elderly: the Dubbo Study. Medical
Journal of Australia, 173, 121-124.

Single, E., Ashley, M. J., Bondy, S., Rankin, J., & Rehm, J. (2000). Evidence regarding
the level of alcohol consumption considered to be low-risk for men and women.
Canberra: Commonwealth Department of Health and Aged Care.

Single, E., Robson, L., Rehm, J., Xie, X., & Xi, X. (1999). Morbidity and mortality
attributable to alcohol, tobacco, and illicit drug use in Canada. American Journal of
Public Health, 89(3), 385-390.

Smith, R., Jorna, P., Sweeney, J., & Fuller, G. (2014). Counting the costs of crime in
Australia: a 2011 estimate. Research and Public Policy Series 129. Canberra, Aus:
Australian Institute of Health and Welfare.

Smith-Warner, S. A., Spiegelman, D., Yaun, S., van den Brandt, P. A., Folsom, A. R.,
Goldbohm, R. A., . .. Hunter, D. J. (1998). Alcohol and breast cancer in women: a
pooled analysis of cohort studies. Journal of the American Medical Association,
279(7), 535-540.

Sollitto, M. (2016, 6 September 2016). Seniors and prescription drug addiction. Retrieved
from https://www.agingcare.com/Articles/Seniors-and-Prescription-Drug-
Addiction-133459.htm

Sollitto, M. (2017). Top 6 medication problems and how to prevent them. Retrieved from
https://www.agingcare.com/articles/medication-problems-elderly-people-have-
146111.htm

Sorock, G. S., Chen, L., Gonzalgo, S. R., & Baker, S. P. (2006). Alcohol-drinking history
and fatal injury in older adults. Alcohol, 40, 193-199.

Stall, R. (1987). Research issues concerning alcohol consumption among aging
populations. Drug and Alcohol Dependence, 19, 195-213.

Sterling, D., O’Conner, J., & Bonadies, J. (2001). Geriatric falls: Injury severity is high
and disproportionate to mechanism. Journal Trauma-Injury Infection and Critical
Care, 50, 116-119.

141



Storr, C., & Green, K. (2015). Progression from substance use to the development of
substance use disorders. In I. Crome, L. Wu, R. Rao, & 1. Crome (Eds.), Substance
use and older people (pp. 133-148). West Sussex, UK: John Wiley & Sons.

Straus, R. (1984). Alcohol problems among the elderly: the need for a bio-behavioral
perspective. In G. Maddox L. Robbins and N. Rosenberg (Ed.), Nature and extent
of alcohol problems among the elderly. Rockville (MD): U.S. Department of
Health and Human Services.

Substance Abuse Mental Health Services Administration. (2012). Prescription medication
misuse and abuse among older adults. Rockville, MD: Substance Abuse Mental
Health Services Administration.

Substance Abuse Mental Health Services Administration. (2017). National survey on drug
use and health. . The CBHSQ Report, (July 27, 2017). Retrieved from
https://www.samhsa.gov/data/sites/default/files/report 3210/ShortReport-
3210.html

Sullivan, K., Lynch, A., Artesani, A., & Seed, S. (2007). Medication and alcohol misuse
among older adults. US Pharmacist, 32(6), HS20-HS30.

Sullivan, M., & Levin, F. (2016). Addiction in the older patient. New Y ork: Oxford
University Press.

Svardsudd, K. (1998). Moderate alcohol consumption and cardiovascular disease: is there
evidence for a protective effect? Alcoholism Clinical and Experimental Research,
22(7),307S-3148S.

Tait, R. J., French, D., Burns, R., & Anstey, K. (2012). Alcohol use and depression from
middle age to oldest old: gender is more important than age. International
Psychogeriatrics, 24(8), 1275-1283.

Talbot, L., Musiol, R., Witham, E., & Metter, E. (2005). Falls in young, middle-aged and
older community dwelling adults: perceived cause, environmental factors and
injury. BMC Public Health, 5(86), https://dx.doi.org/10.1186%1182F1471-2458-
1185-1186.

Tanaka, E. (2003). Toxicological interactions involving psychiatric drugs and alcohol: An
update. Journal of Clinical Pharmacy and Therapeutics, 28, 81-95.

Tavani, A., Negri, E., Franceschi, S., Talamini, R., & LaVecchia, C. (1994). Alcohol
consumption and risk of prostate cancer. Nutrition and Cancer, 21(1), 24-31.

Taylor, C., Jones, K., & Dening, T. (2014). Detecting alcohol problems in older adults: can
we do better? International Psychogeriatrics, 26, 1755-1766.

Taylor, M., & Grossberg, G. (2012). The growing problem of illicit substance abuse in the
elderly: A review. The Primary Care Companion for CNS Disorders, 14(4),
https://www.ncbi.nlm.nih.egov/pmec/articles/PMC3505129/.

The World Cancer Research Fund and American Institute for Cancer Research. (1997).
Food, nutrition and the prevention of cancer: a global perspective. New Y ork:
American Institute of Cancer.

Thun, M. J., Peto, R., Lopez, A. D., Monaco, J. H., Henley, S. J., Heath, C. W., & Doll, R.
(1997). Alcohol consumption and mortality among middle-aged and elderly U.S.
adults. The New England Journal of Medicine, 337(24), 1705-1714.

Treloar, C., Rance, J., Yates, K., & Mao, L. (2016). Trust and people who inject drugs: The
perspectives of clients and staff of needle syringe programs. International Journal
of Drug Policy, 27, 138-145.

Truelsen, T., Thudium, D., & Gronbaek, M. (2002). Amount and type of alcohol and risk
of dementia: the Copenhagen City Heart Study. Neurology, 59, 1313-1319.

142



Tyas, S. L., Manfreda, J., Strain, L. A., & Montgomery, P. R. (2001). Risk factors for
Alzheimer's disease: a population-based, longitudinal study in Manitoba, Canada.
International Journal of Epidemiology, 30, 590-597.

U.S. Department of Health and Human Services. (1997). Ninth Special Report to the U.S.
Congress on Alcohol and Health from the Secretary of Health and Human Services,
Public Health Service.: National Institute of Health and National Institute on
Alcohol Abuse and Alcoholism.

U.S. Preventive Services Task Force. (2013, May 2013). Retrieved from
https://www.uspreventiveservicestaskforce.org/Page/Document/RecommendationSt
atementFinal/alcohol-misuse-screening-and-behavioral-counseling-interventions-
In-primary-care

United Nations Department of Economic and Social Affairs. (2003). Report on the World
Social Situation 2003. Social Vulnerability: Sources and Challenges. New Y ork:
United Nations.

United Nations Department of Economic and Social Affairs Population Division. (1998).
Long-range population projections: based upon the 1998 revision. Retrieved from
www.un.org/esa/population/publications/longrange/longrange.htm

Vahtera, J., Poikolainen, K., Kivimaki, M., Ala-Mursula, L., & Pentti, J. (2002). Alcohol
intake and sickness absence: a curvilinear relation. American Journal of
Epidemiology, 156, 969-976.

van den Elsen, G., Ahmed, A., Lammers, M., Kramers, C., Verkes, R., van der Marck, M.,
& Rikkert, M. (2014). Efficacy and safety of medical cannabinoids in older
subjects: a systematic review. Ageing Research Reviews, 14, 56-64.

van Trijp, M. J. C. A., Bos, W. J. W., van der Schouw, Y. T., Muller, M., Grobbee, D. E.,
& Bots, M. L. (2005). Alcohol and arterial wave reflections in middle aged and
elderly men. European Journal of Clinical Investigation, 35, 615-621.

Veal, F., Bereznicki, L., Thompson, A., & Peterson, G. (2015). Use of opioid analgesics in
older Australians. Pain Medicine, 16(8), 1519-1527. doi:10.1111/pme.12720

Vestal, R. E., McGuire, E. A., Tobin, J. C., Andres, R., Norris, A. H., & Mezey, R. (1977).
Aging and ethanol consumption in man. Clinical Pharmacology and Therapy, 21,
343-345.

Veuglers, P., & Yip, A. (2003). Socioeconomic disparities in health care: Does universal
coverage reduce inequalities in health? . Journal of Epidemiology and Community
Health, 57(6), 424-428.

Victorian Alcohol and Drug Association. (2011). Position paper: Responding to older
AOD users. Melbourne, Australia: Victorian Alcohol and Drug Association.

Vogel-Sprott, M., & Barrett, P. (1984). Age, drinking habits and the effects of alcohol.
Journal of Studies on Alcohol, 45, 517-521.

Wannamethee, S. G., & Shaper, A. G. (1996). Patterns of alcohol intake and risk of stroke
in middle-aged British men. Stroke, 27, 1033-1039.

Watson, P. E., Watson, I. A., & Batt, R. D. (1980). Total body water volumes for adult
males and females from simple anthropometric measurements. American Journal of
Clinical Nutrition, 33, 27-39.

Weathermon, R., & Crabb, D. W. (1999). Alcohol and medication interactions. Alcohol
Research and Health, 23, 40-54.

West, N., Severtson, S., Green, J., & Dart, R. (2015). Trends in abuse and misuse of
prescription opioids among older adults. Drug and Alcohol Dependence, 149, 117-
121.

143



Western Australian Auditor General. (2013). Delivering Western Australia’s ambulance
service. Perth, WA: Office of the Auditor General.

White, I. R. (1999). The level of alcohol consumption at which all cause mortality is least.
Journal of Clinical Epidemiology, 52, 967-975.

WHO ASSIST Working Group. (2002). The alcohol, smoking and substance involvement
screening test (ASSIST): development, reliability and feasibility. Addiction, 97,
1183-1194.

Wilcox, C., Cryer, B., & Triadafipoulos, G. (2005). Patterns of use and public perceptions
of over-the-counter pain relievers: focus on non-steroidal antiinflammatory drugs.
The Journal of Rheumatology, 32(11), 2218-2224.

Wilkinson, C. (2008). Pouring practices of 65 to 74 year old current drinkers:
Implications for drinking guidelines and estimates of risk. (PhD), Curtin
University, Perth, WA.

Wilkinson, C., Allsop, S., & Dare, J. (2015). Alcohol, ageing and Australia. Drug and
Alcohol Review, 35, 232-235.

Wilkinson, C., Dare, J., French, M., McDermott, M., Lo, J., & Allsop, S. (2016).
Prescribing or dispensing medication represents the best opportunity for GPs and
pharmacists to engage older people in alcohol-related clinical conversations.
International Journal of Pharmacy Practice, 24(5), 319-325.
doi:10.1111/ijpp.12255

Wilkinson, C., Helfgott, S., Kirby, G., & Allsop, S. (2015). Alcohol and older Australians.
Fact Sheet. In M. H. Commission (Ed.). Perth, WA.

Wilkinson, C., Lintzeris, N., & Haber, P. (2009). Special populations: older people. In
Australian Government Department of Health and Ageing (Eds.) (Ed.), Guidelines
for the treatment of alcohol problems. Canberra: Commonwealth of Australia.

Wilson, H., Brener, L., Mao, L., & Treloar, C. (2014). Preceived discrimination and
injecting risk among people who inject drugs attending Needle and Syringe
progammes in Sydney, Australia. Drug and Alcohol Dependence, 144, 274-278.

Wilson, M., Stearne, A., Gray, D., & Saggers, S. (2010). The harmful use of alcohol
amongst Indigenous Australians. . Retrieved from
http://www.aodknowledgecentre.net.au/aodkc/alcohol/reviews/alcohol-review

Windsor, R., Baranowski, T., Clark, N., & Cutter, G. (1994). Evaluation of health
promotion, health education, and disease prevention programs (2nd ed.). Mountain
View, CA: Mayfield Publishing Company.

Witte, E. (2017). The case for investing in last resort housing. Melbourne: Melbourne
Sustainablity Society Institute, The University of Melbourne.

Wolft, J., & Boyd, C. (2015). A look at person-centered and family-centered care among
older adults: Results from a national survey. Journal of General Internal Medicine,
30(10), 1497-1504. doi:10.1007/s11606-015-3359-6

Wood, D. (1998). Prevention of coronary heart disease in clinical practice. Summary of
recommendations of the Second Joint Task Force on European and other Societies
on Coronary Prevention. Blood Pressure, 7(5-6), 262-269.

Woods, S. (2008). A review of university courses in Western Australia that include training
on alcohol and other drugs. Perth: Drug and Alcohol Office.

World Cancer Research Fund International. (nd). Alcoholic Drinks. Retrieved from
http://www.wecrf.org/int/research-we-fund/cancer-prevention-
recommendations/alcoholic-drinks

144



World Cancer Research Fund/ American Institute for Cancer Research. (2007). Food,
nutrition, physical activity and cancer: a global perspective. Washington, DC.:
American Institute of Cancer Research.

World Drink Trends. (2004). World Drink Trends 2004. Henley-on-Thames, U.K.: World
Advertising Research Centre, Ltd.

World Health Organization. (2007). Alcohol and injury in emergency departments.
summary of the report for the WHO collaborative study on alcohol and injuries.
Geneva: World Health Organization.

World Health Organization. (2015a, 2017). Age and life-course. health promotion for older
people: not business as usual. Retrieved from
http://www.who.int/ageing/features/health-promotion/en/

World Health Organization. (2015b). Ageing and health. Fact sheet no. 404. Retrieved
from http://www.who.int/mediacentre/factsheets/fs404/en/

World Health Organization. (2015c, January 2015). Alcohol Fact Sheet. Retrieved from
http://www.who.int/mediacentre/factsheets/fs349/en/

World Health Organization. (2017, May 2017). 10 facts on the state of global health.
Retrieved from http://www.who.int/features/factfiles/global _burden/en/

World Health Organization Department of Mental Health and Substance Abuse. (2004).
Global Status Report on Alcohol 2004. Geneva: World Health Organization.

Wu, L., & Blazer, D. (2011). Illicit and nonmedical drug use among older adults: a review.
. Journal of Aging and Health, 23, 481-504.

Xu, W., Wang, H., Wan, Y., Tan, C., L1, J., Tan, L., & Yu, J. (2017). Alcohol consumption
and dementia risk: a dose response meta-analysis of prospective studies. European
Journal of Epidemiology, 32, 31-42.

Yarnell, S. (2015). Cocaine abuse in later life: A case series and review of the literature.
The Primary Care Companion for CNS Disorders, 17(2),
10.4088/PCC.4014r01727. http://doi.org/01710.04088/PCC.01714r01727.

Zang, X., Yu, Z., Yu, M., & Qu, X. (2015). Alcohol consumption and hip fracture risk.
Osteoporosis International, 26(2), 531-542.

Zanjani, F., Smith, R., Slavova, S., Charnigo, R., Schoenberg, N., Martin, C., & Clayton,
R. (2016). Concurrent alcohol and medication poisoning hospital admissions
among rural and urban residents. The American Journal of Drug and Alcohol
Abuse, 42(4), 422-430.

Zautcke, J. L., Coker, J., Steven B., Morris, R. W., & Stein-Spencer, L. (2002). Geriatric
trauma in the State of Illinois: Substance use and injury patterns. The American
Journal of Emergency Medicine, 20(1), 14-17.

Zimberg, S. (1978). Treatment of the elderly alcoholic in the community and in an
institutional setting. Addictive Diseases, 3, 417-427.

Zimmerman, T., McDougall, G. J., & Becker, H. (2004). Older women's cognitive and
affective response to moderate drinking. International Journal of Geriatric
Psychiatry, 19, 1095-1102.

Zinberg, N. (1984). Drug, set and setting: the basis for controlled intoxicant use. New
Haven: Yale University Press.

145






ndri.curtin.edu.au

% Curtin University






