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Common presentations in Old Age Liaison

• The Geriatric Giants

• Alcohol withdrawals

• Benzodiazepines

• Illegal drugs



Geriatric Giants and old age liaison psychiatry

• 3 D’s of old age psychiatry – delirium, depression, dementia

• Isaacs and the 5- immobility, instability, incontinence, impaired 
intellect/memory and Iatrogenics

• ‘modern geriatric giants’ has evolved to encompass the four new 
syndromes of frailty, sarcopenia, the anorexia of ageing, and cognitive 
impairment

• Most recently the 5 M’s of the Geriatric giants - mind, mobility, 
medications, multi-complexity and matters most

• Alcohol, benzodiazepines and other substances affect all aspects of 
the geriatric giants but are the forgotten reversible cause.



Benzodiazepines – iatrogenics/ medications

• Touches on all domains of 
geriatric giants

• Common scenario is 
underprescribing a patient’s 
regular dose in hospital / 
forgetting to discontinue on 
discharge

• Liaison psychiatry is an 
opportunity to meet needs of 
this group of invisible addicts

Prof Heather Ashton, Prof of Pharmacology Newcastle 
University and campaigner for changes to prescribing of 
benzodiazepines



Benzodiazepines and the geriatric giants

• Mind – increased risk of delirium, cognitive impairment and 
pseudodementia (Barker et al, 2004).  Does not cause Alzheimer’s but 
can lead to some irreversible cognitive impairment (Nader and 
Gowing) .

• Mood – recognising and offering appropriate NICE approved 
treatment for depression and anxiety. Offer choice of treatment.

• Mobility – Falls risk

• Patient centred, non-judgemental approach.



Substance misuse

• 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]



Iatrogenic addict

• Iatrogenic addicts – prescription records 
showing increasing doses/frequency of 
prescriptions

• May be a frequent attender of A&E/ OOH GP

• Prescribed substances include opiates, 
benzodiazepines, pregabalin, cyclizine, 
loperamide

• Is the patient in front of you the one misusing 
the prescribed drug? Is there a risk of 
someone misappropriating medication?



Substance history
• When you know what your client is using then: how much, what are they 

using, what route? 

“talk me through a typical day/week”

• If in doubt, ask the patient to educate you: do not assume that you and 
the patient are using the same terminology

• Historic IVDU – think blood borne viruses, especially Hepatitis C

• Is this a return to a previous lifestyle: stimulants, cannabis, safe sex 
(chem-sex)?

• Within only a 10-year period (1998-2008), the THC potency of 
confiscated marijuana increased by 103% (ElSohly M et al (2016) 
Biological Psychiatry, pp. 1-7.) 

• European cannabis THC concentrations increased from 5% in 2006 to 
10% in 2016 (Freeman et al (2018) Addiction ).



Management principles
• Honest, non-judgemental conversation – 5 A’s approach 

(Ask, Assess, Assist, Advice, Arrange)

• Aim for a mutual understanding and agreement of 
problem

• Offer support from substance misuse services

• Liaising with all agencies involved to have consistent 
prescribing: GP, out of hours GP, A&E’s, secondary care 
have to all be in agreement. 

• Compassion focussed strategy, educate to reduce stigma 



Withdrawal

• Ashton manual (benzo.org). In elderly slow withdrawal.  Diazepam 
may accumulate to toxic levels in elderly so consider use of lorazepam

• Consider safety first (eg if in liver failure, radical reduction may be 
appropriate)

• Consider capacity and patient willingness. 

• Set collaborative boundaries. No further dose increases may be only 
agreed step at first. 



Case study

• Mary is 83 and has established vascular 
dementia.  Her husband is Alan (age 87). 
She has been prescribed diazepam 5mg 
TDS by her GP for approx. 25 years.

• Mary presents to A&E drowsy following a 
fall.  CT head shows no acute change. After 
3 days as an inpatient, Mary presents as 
aggressive to peers and staff with 
insomnia. She is fast forgetting and very 
tangential.

• Alan reveals that Mary has been aggressive 
at home and shows bruises and fingernail 
marks.  He says unless he gives Mary extra 
diazepam (up to 10 x 5mg/day) she 
becomes very aggressive.



Suggested withdrawal regimes from 

• From diazepam 40 mg per day or less (from Ashton manual):
• Reduce dose by 2–4 mg every 1–2 weeks until reaching 20 mg per day, then
• Reduce dose by 1–2 mg every 1–2 weeks until reaching 10 mg per day, then
• Reduce dose by 1 mg every 1–2 weeks until reaching 5 mg per day, then
• Reduce dose by 0.5–1 mg every 1–2 weeks until completely stopped.
• In elderly or in comorbid patients, reduction regime may be much slower –

tailor to individual

• Reduction is beneficial even if stopping is not achieved

• Last few mg is hardest

• Non-pharmacological help (eg positive activities, befriending) in 
parallel



Alcohol withdrawals – hidden or ignored 
cause of delirium in older adults
• Delirium tremens (DTs) DTs occurs in about 5% of patients 

undergoing alcohol withdrawal but accounts for the highest 
morbidity and mortality.

• Untreated, DTs is fatal in 15-20% of patients whilst early 
detection and prompt initiation of treatment usually prevents 
onset. (Chick J. Hospital Pharmacist 2000; 7: 251-2544) 

• Appropriate management reduces mortality to around 1%  
Onset of DTs is 2 to 5 days (most commonly at 2 to 3 days) 
following cessation and represents a medical emergency. 
(Adinoff B et al. Medical Toxicology 1988; 3: 172-196). 

• Often under-recognised in elderly (Keay et al, audit data 2019).

• Episodes of DTs associated with Wernicke-Korsakoff’s and ARBI

• Consider multiple substance withdrawal (prescribed/ non-
prescribed) 



Clinical Institute Withdrawal Assessment of 
Alcohol Scale, Revised (CIWA-Ar)
• Use CIWA to help diagnose Delirium Tremens

• Caution must be used in the elderly , those with diabetes, sepsis, 
neuropathies etc that affect the autonomic nervous system 

• This group of users may not show typical physical manifestations of 
alcohol withdrawal (eg heart rate, blood pressure, and temperature). 
Subject to bias (eg confusion ignored as the patient is elderly)

• The only manifestations of withdrawal may be a change in mental 
status. By this time, they may have already progressed into the late 
stages of alcohol withdrawal and be more difficult to treat (and be at 
higher risk of death).

• Prim Care Companion J Clin Psychiatry. 2006; 8(3): 170–173. 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1540391/


Features of withdrawal on 
CIWA-R

• Nausea/vomiting

• Headache

• Tremor

• Paroxysmal Sweating

• Tactile disturbances

• Auditory disturbances

• Visual disturbances

• Anxiety

• Agitation

• Clouding of 
consciousness



Treatment

• Diazepam and Chlordiazepoxide have UK license – use CIWA as guide.
Carbamazepine an alternative

• Pabrinex + Thiamine

• In Delirium tremens, benzodiazepine first line. Haloperidol may also 
be used.

• Choose shorter acting benzodiazepines in the elderly and in alcohol 
related liver disease (eg lorazepam)



Case examples

• A woman in her 90s is admitted with a fall.  She is noted to bright and 
engaging on the first 2 days then becomes confused and suffers visual 
hallucinations

• A man in his 60’s of no fixed abode is a known dependent drinker. He 
is admitted with alcohol withdrawal seizures. He is treated with 
chlordiazepoxide and Pabrinex and he improved. However on day 4, 
he is noted to be confused, disoriented, hallucinating and aggressive. 



Any Questions/ Discussion


