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Learning outcomes – why assess?

Obtaining a comprehensive substance misuse history is important to:

• Establish an overall picture of the patient’s life style and life course, and how it has been 
affected by substance use

• Develop a relationship with the patient on which further future work can evolve

• Identify the additional sources of information which should be gathered from relatives and 
professionals 

• Form the basis of diagnosis, further investigation,  treatment and care planning in 
coordination with other services

• Recognise that mood, delirium, cognitive disturbance and psychosis are important 
presentations, as are physical problems

• Recognise that a mutual understanding of substance abuse can be a therapeutic tool and a 
starting point to recovery



THE 5 A’s

• ASK – all drugs, dependence, 
ambivalence, non-judgemental

• ASSESS – motivation, goals, 
complications

• ADVISE – ‘brief intervention’ –
feedback, information, self help 
material

• ASSIST – coping strategies, hope, self 
esteem

• ARRANGE – admission – severe 
addiction, polysubstance, social, 
comorbidity, relapse



Assessment of older adults
• History taking is generally very poor quality, if it is done at all

• Audit data of 50 patients age over 65 (mean age 78.8) referred to Royal Bolton 
Liaison Team:
History taken by referring team (physicians/surgeons better in surgical referrals 
where AUDIT questionnaire embedded into clerking document)
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History
• History of presenting complaint

• Alcohol dependency syndrome

• Substance use career

• Assessment of acute alcohol withdrawals

• Cognition and function in Activities of Daily Living

• History of co-morbid medical and psychiatric illness



Possible presenting complaints (Blow, 
Gillespie et al. 1998) 

• Sleep complaints 

• Cognitive impairment, memory or 
concentration disturbance 

• Liver-function abnormalities

• Persistent irritability without obvious cause

• Unexplained chronic pain or other somatic 
symptoms

• Incontinence, urinary retention

• Poor hygiene and self-neglect 

• Unusual restlessness and agitation

• Unexplained nausea and vomiting 

• Changes in eating habits

• Slurred speech

• Tremor, poor motor coordination, shuffling 
gait 

• Frequent falls and unexplained bruising

• Seizures, malnutrition, muscle wasting

• Complaints of blurred vision or dry mouth

• (Treatment resistant) low mood, anxiety, 
hallucinosis



Dependency syndrome 

• a strong desire or sense of compulsion to take the 
substance (ICD-10)

• difficulties in controlling substance-taking 
behaviour in terms of its onset, termination, or 
levels of use

• a physiological withdrawal state 

• evidence of tolerance

• progressive neglect of alternative pleasures or 
interests because of psychoactive substance use,

• persisting with substance use despite clear 
evidence of overtly harmful consequences



Assessment of substance 
dependency

• Aim to be non-judgemental and work within the patient’s agenda, if possible, 
to reach a mutual understanding of the problem

• Consider starting by asking about cigarette smoking then move to asking 
about alcohol and other substances, as part of a general picture of who they 
are and how they live. Also occupations (now and past), trauma, loss

• Aim to get an accurate picture of what a patient is using and a time-line of 
substance usage (conversational style vs ‘checklist’/ ‘interrogative’)

• Ask about what other substances the patient uses, mix of open and closed 
questions. Beware: “cannabis doesn’t count”, spice is used by street drinkers, 
khat and betel nut in certain cultural groups. 

• Prescribed medications and ‘pill swapping’



Substance misuse –
illegal drugs

• The number of people in England aged 
45 and above admitted with a drug-
related mental and behavioural disorder 
has increased by 85% between 2008 and 
2018. 

• An increase of 32% in admissions for 
poisoning as a result of drug misuse in 
those aged 55 and above over from 
2012 to 2018 [NHS Digital]

• Further exploration of presentations in 
Liaison Workshop 



Substance dependency 
– prescribed drugs 

• Opiates, gabapentin/pregabalin, 
benzodiapezines commonly prescribed to older 
adults.

• Patterns of prescribing may not be attributed to 
dependency in older adults

• May present with falls, with confusion, with 
mood disorders, may be referred to memory 
clinics

• The patient may withdraw in hospital causing 
delirium

• Patients prescribed such drugs may be at risk of 
exploitation by others seeking medication



Alcohol history
• What, how much, how long does a bottle last, 

when, what else?

• What pattern of drinking and what’s happened to 
the rest of their life (primacy – putting drink before 
other addictions)

• When did they start drinking at a problematic level? 
Why? (ask about change in role & bereavements)

• The patient’s view of their drinking (guilt, shame, 
helplessness, chaos)

• CAGE and Alcohol Use Disorders Identification Test 
(AUDIT) questionnaires: need clinical correlation in  
the elderly



Alcohol Use Disorders Identification Test (AUDIT) 
AUDIT

Questions
Scoring system

Your

score

0 1 2 3 4

1. How often do you have a drink containing alcohol?
Never

Go to 

Q9&10

Monthly

or less

2 - 4 times per 

month

2 - 3 times per 

week

4+ times per 

week

2. How many units of alcohol do you drink on a typical 

day when you are drinking?
1 -2 3 - 4 5 - 6 7 - 8 10+

3. How often have you had 6 or more units if female, or 

8 or more if male, on a single occasion in the last year?
Never

Less than 

monthly
Monthly Weekly

Daily or almost 

daily
If total for 2 + 3=0  Skip to Q9 & 10

4. How often during the last year have you found that 

you were not able to stop drinking once you had 

started?

Never
Less than 

monthly
Monthly Weekly

Daily or almost 

daily

5. How often during the last year have you failed to do 

what was normally expected from you because of your 

drinking?

Never
Less than 

monthly
Monthly Weekly

Daily or almost 

daily

6. How often during the last year have you needed an 

alcoholic drink in the morning to get yourself going 

after a heavy drinking session?

Never
Less than 

monthly
Monthly Weekly

Daily or almost 

daily

7. How often during the last year have you had a feeling 

of guilt or remorse after drinking?
Never

Less than 

monthly
Monthly Weekly

Daily or almost 

daily
8. How often during the last year have you been unable 

to remember what happened the night before because 

you had been drinking?

Never
Less than 

monthly
Monthly Weekly

Daily or almost 

daily

9. Have you or somebody else been injured as a result 

of your drinking?
No

Yes, but not in the 

last year

Yes, during the last 

year
10. Has a relative or friend, doctor or other health 

worker been concerned about your drinking or 

suggested that you cut down?

No
Yes, but not in the 

last year

Yes, during the last 

year

Total



AUDIT scoring
Score Drinking 

categorisation

Intervention

0-4 (women & 

over 65’s)

0-7 (men under 

65)

(Aalto et al 

suggest 5 as cut 

of in elderly)

Lower risk No specific intervention.  Consider offering 

information and promote continued drinking within 

‘lower risk’ levels. If working towards abstinence 

encourage continued reduction.

8-15 Hazardous/ 

increasing risk

Simple brief advice – Provide information.  

Encourage to reduce.

16-19 Harmful/high

er risk 

Extended brief intervention.  Offer sessions to help 

reduce drinking and risk-taking behaviour. Focus on 

enhancing motivation to change. 

20+ Possible/

dependence

Community - Complete SADQ (Severity of Alcohol 

Dependence Questionnaire) 

Inpatient – Monitor using CIWA-Ar (withdrawal 

assessment scale)

Consider seeking specialist advice and referral to 

alcohol service if person wants to stop drinking.

• Several adaptations of the Alcohol Use 
Disorders Identification Test (AUDIT) tools 
exist.

• These adaptations include the AUDIT-5, a 
five-item version of the full AUDIT (Piccinelli
et al, 1997) and the AUDIT-C, which asks 
only the three questions of the full AUDIT 
that assess drinking pattern (Bush et al, 
1998). 

• Some studies have found less reliability in 
elderly populations (Reinert and Allen, 
2007; Källmén et al 2014; O’Connell et al 
2004). Underestimates harm.

• Used in primary care & is mandatory in 
certain CCGs



SMAST-G   Short Michigan Alcoholism Screening Test-
Geriatric Version

1.Underestimates amount of alcohol

2.  Misses meals

3.  Uses alcohol to decrease tremors

4.  Memory blackouts after drinking alcohol

5.  Drinking to relax/calm nerves

6.  Drinking to take mind off problems

7.  Drinking after significant loss

8.  Concern about drinking from doctor/nurse

9.  Making rules to manage drinking

10.Drinking to ease loneliness



Alcohol use -
context

• Who buys the alcohol (including internet 
deliveries)? What are the role of carers (eg co-
dependency, helplessness, guilt, addiction, 
facilitators)? 

• In some individuals, ask about black market 
alcohol (cost to UK £1.8million/yr in lost tax 
revenue; HMRC 2017) eg 500ml 12% beer (6 
units) on sale for £1 per can.

• Financial impact – what are they sacrificing to 
pay for alcohol? 

• Carers – think systemically and historically. 
Consider signposting to appropriate support



Cognitive function
• Alcohol related brain injury is strongly associated with frontal 

lobe deficits

• Try to elicit perseveration and confabulation

• Screening tools such as MMSE/MOCA/mini-ACE come with 
caveats attached – do not adequately assess frontal lobes. 
Assess domains such as attention, orientation, visuospatial

• Addenbrooke’s cognitive Examination (ACE – III) more lengthy 
but touches on frontal tests.

• Frontal lobe battery – bedside testing in first instance, 
consider a full neuropsychology battery



Physical Health Assessment

• More in the workshop next

• Think holistically: is there problem alcohol related? Is it not?

• Liver function tests: More than enzymes, do not be reassured

• Enlarged MCV, Low Hb

• Think about co-morbid physical health, potential drug interactions 
with medication and compliance



To test or not to test?



Risk assessment

Particular elements of the risk assessment to consider 
in this population in addition to standard risk screening

• Falls. 

• Driving

• Compliance and risk to physical health

• Fire - offer Safe & well assessment via fire 
service

• Safeguarding concerns of vulnerable others 
(eg the wife with dementia, the 
grandchildren)



References

• Blow, F. C., B. W. Gillespie, et al. (1998). "Brief screening for alcohol problems in elderly populations using the 
Short Michigan Alcoholism Screening Test–Geriatric Version (SMAST-G)." 16: 372. Alcoholism: Clinical and 
Experimental Research (Suppl.)

• Källmén H, Wennberg P, Ramstedt M, Hallgren M(2014) The psychometric properties of the AUDIT: a survey 
from a random sample of elderly Swedish adults.1;14:672 BMC Public Health

• Reinert DF, Allen JP. The alcohol use disorders identification test: an update of research findings. Alcohol Clin 
Exp Res. 2007;31:185–199

• O’Conell H, Chin A, Hamilton F, Cunningham C, Walsh JB, Coakley D, Lawlor BA. A systematic review of the 
utility of self-report alcohol screening instruments in the elderlly. Int J Geriatr Psychiatry. 2004;19:1074–
1086. 

• Aalto M, Alho H, Halme JT, Seppä K. The alcohol use disorders identification test (audit) and its derivatives in 
screening for heavy drinking among the elderly. Int J Geriatr Psychiatry. 2011;26:881–885. 

• Original artwork by Dan Bonsall with artist’s permission


