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There is no contemporary information about alcohol and substance misuse in 
Australians seen in hospital and community aged care services and what the 
comorbidities are likely to be. In addition, there is little information about the extent to 
which aged care clinicians currently identify and treat alcohol and substance misuse 
or refer patients to drug and alcohol services. 

The main objective of this project was to gather pilot information about the 
prevalence and comorbidities of alcohol and substance misuse in non-dementing 
patients presenting to Aged Care Services (acute geriatrics wards, orthogeriatrics 
wards, aged care rehabilitation wards, the integrated inpatient and community 
specialist mental health services for older people (SMHSOP), and community aged 
care (CHATT)) at the Prince of Wales Hospital, Randwick and associated 
Community Health Services. Our secondary objectives were to determine how many 
of the identified patients with alcohol and substance misuse are currently recognized 
by the treating team as having a substance misuse disorder; how many have a 
treatment plan that addresses the abuse; how many have been referred for specialist 
input by Drug & Alcohol services; the reasons that patients identified by aged care 
services as having a substance abuse problem are not referred to the Drug & 
Alcohol services; and the enablers and barriers perceived by patients and clinicians 
for referral to drug and alcohol services. 

The project received HREC approval from the South East Sydney Local Health 
District HREC at Prince of Wales Hospital. Any English-speaking patient aged 60+ 
admitted to the selected aged care services with a Mini Mental State Exam (MMSE) 
score ≥ 24 was eligible. Patients were excluded if they had dementia, acute delirium, 
or were too physically unwell.  

Potentially eligible participants were referred by clinicians to the research assistant. 
Consenting participants completed a face-to-face interview in which information was 
obtained on demography, physical health, subjective quality of life, mood (Geriatric 
Depression Scale), cognition (MMSE), medication, and resilience. Alcohol use was 
screened using the Brief Alcohol Use Disorders Identification Test (AUDIT-C). 
Substance use was screened using the first two questions of the Alcohol, Smoking 
and Substance Involvement Screening Test (ASSIST 3.1). Participants who 
screened positive for using substances at harmful or at-risk level levels (AUDIT-C ≥ 
5 for men or ≥ 3 for women for alcohol use OR ASSIST Q2 > 0 for any substance 
excluding tobacco and alcohol) completed additional sections of the interview 
including extra cognitive tests and functional assessment. Additional information on 
alcohol use was assessed using the full AUDIT and CAGE Questionnaire and other 
substances with the full ASSIST and views about treatment of their substance 
misuse. 

There were 229 participants of whom 63.8% were female, with a mean age of 82 
years (range 60-98). Only 28% were married/defacto; 45% were widowed and 17% 
divorced/separated. Over 50% lived alone. There were 17.5% from a non-English 
speaking background (NESB), mainly European. Around 30% were in receipt of no 
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informal support and 45% had no formal supports in the community. Less than 5% of 
the sample was employed. The sample was recruited from the integrated SMHSOP 
(n = 39), community aged care (n = 42), acute geriatrics ward (n = 42), geriatric 
rehabilitation ward (n = 73), and orthogeriatrics ward (n = 33).  

Overall 43 participants (18.8%) screened positive for risky substance use; of these 
37 (16.2%) screened positive for use of alcohol, eight (3.5%) for benzodiazepine 
misuse and two (0.9%) for opioid misuse. Four individuals screened positive for 
multiple substances, each for benzodiazepine and alcohol use. No participant 
screened positive for both opioid and benzodiazepine use, or for recent use of illicit 
drugs. Tobacco use in the previous 3 months was acknowledged by 13 (5.7%) 
participants. There were no differences by gender, age, marital status or site of 
recruitment between screen positives and negatives although significantly fewer 
screen positives were from NESB. Screen positives were significantly more likely to 
have osteoporosis and emphysema. There were no significant differences on 
measures of mood, cognition, resilience or quality of life. When high and low risk 
substance use groups were compared, the high-risk groups reported a lower 
satisfaction with friends and more often were reliant upon formal support services 
(71% vs 25%) than low-risk groups. There was one false negative screen for alcohol 
misuse. 

Using the ASSIST categories, 28 of the screen positives (65%) were in the medium 
to high risk categories. This equates with 12.2% of the total sample. The risk 
categories defined by AUDIT for alcohol use placed 70% in the ‘low-risk’ level, most 
of whom were female; all participants that scored 7+ (high risk) were male. The 
quantity and frequency of drinking was documented in 62% of cases, irrespective of 
site. Only 22% had concerns about alcohol use documented by staff & in only 14% 
was a management plan made. This did not vary between moderate & high and low 
risk drinkers. Only two participants were referred to D&A services while a third 
already was in contact. With prescription drugs, 80% of the screen positives for 
benzodiazepines or opioids were medium to high risk. Of those misusing 
benzodiazepines, three (38%) were identified by the treating team; each was in the 
mental health service and a management plan was developed for two, but none 
were referred to D&A. Both participants identified as misusing opioids had chronic 
pain and were referred to the pain clinic.  

Thirty six participants (83%) that screened positive denied having ever felt that they 
had a problem. None of the participants that screened positive to prescription drugs 
felt that they had a problem.  Around a third of respondents reported that someone 
(usually a doctor) had recommended to them that they receive help for their alcohol 
or drug use or cut back their consumption; the same proportion had not received 
recommendations even when low-risk individuals were excluded. Only four 
participants (9%) had tried to get help for their problems; only one could name a 
specific D&A service (Alcoholics Anonymous). Barriers to seeking help included 
stigma, lack of knowledge of treatment options, difficulties with transport, mobility 
problems and financial burden. Family, employer and doctor support were identified 
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as being helpful for those few that had been treated in the past. Few were aware that 
alcohol or medications could harm them and felt that if they were aware of the 
physical harm it might influence their attitudes. The GP was the key person they 
turned to for advice and it is notable that 26% of the high-risk alcohol group stated 
that the GP had not been concerned about their drinking and that they trusted that 
opinion. 

Focus groups were held with clinicians in aged care and D&A services. The main 
themes that emerged were: 

• the lack of clarity about what constituted harmful drinking (adverse effects of 
alcohol vs recommended guidelines),  

• difficulties in obtaining an accurate alcohol/substance misuse history,  
• the important role of the GP and continuity of care,  
• difficulties in referral to D&A services (physical/practical barriers especially 

with comorbid cognitive disorders, attitudes & stigma, lack of clear referral 
pathways),  

• clinicians’ lack of knowledge about D&A problems in late life. 
 


