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ABSTRACT 

America is aging, older alcoholic numbers rise. 

Disagreement has long existed as to whether elderly 

should be treated within traditional programs or in special 

age-specific modalities. Few studies measure variables 

selected to show either need or efficacy of elderly specific 

programs. 

This study was designed to answer the question: What 

is the perception of certified alcohol and other drug abuse 

counselors regarding the best way to treat the elderly, 

mainstream or elderly specific? 

The study is based on a bias that addiction counselors 

have been delivering services to elderly for years in both 

program types and offer valuable perceptions on the question 

of treatment effectiveness. 

A random sample of 788 counselors from a nationwide 

population of over 25,000 was persistently solicited to 

participate in a survey addressing the treatment of 

alcoholics 55 years and older. The most common education 

level was a master degree; length of experience 9-15 years; 

age 46. The study analyzed data from the 574 returns, a 

72.8% response rate, of a lengthy questionnaire previously 

validated by gerontology and alcoholism experts. Items 

selected as variables were clustered into three domains 

which indicated tendencies toward (a) choice of either 



traditional or special age-specific programming as most 

effective, (b) cognizance of elderly and alcohol treatment 

issues, and (c) willingness to counsel the elderly. 

On the main research question, according to domain 

scores, there was no statistical significance in counselor

perceived efficacy of either mainstream or elderly specific 

treatment of elderly alcoholics. The literature body also 

is ambiguous on the question. 

Amount of education predicted degree of gerontology 

knowledge. Greater gerontological acumen predicted 

preference (perceived greater effectiveness) for elderly 

specific programming. 

Females had more gerontologic knowledge than males. 

Gender predicted willingness to counsel the elderly; males 

were more willing than females. Counselor training should 

include more gerontology studies. 

Foci and loci for future research were identified with 

suggestions for treatment planning. 

Appendices include the questionnaire, item response 

frequencies, and an extensive annotated bibliography 

specifically devoted to elderly alcoholic treatment issues. 

9 



CHAPTER 1 

INTRODUCTION 

10 

Americans are living longer. It is expected that the 

numbers representing those with chronic illnesses who are 

elderly will rise in absolute terms. Alcohol dependence, 

more commonly called alcoholism, is considered by many to be 

a chronic, progressive and often fatal disease (Wallace, 

1985). It is a relapsing disorder that requires continuous 

and ongoing treatment in order to sustain permanent 

remission (Miller, Belkin, & Gold, 1991). Whether or not 

the disease concept is endorsed, most clinicians and 

researchers agree that the illness itself is a result of at 

least three components: biological, psychological and 

sociological factors. 

The elderly, or senior citizens (usually thought of as 

those over age 65), comprise the fastest growing population 

group in the United states today. In 1986, they represented 

10% of the total population and they exceeded 22 million 

persons. It is estimated that within 20 years they will 

comprise 16% of the total American population (Knott, 1986). 

Experts estimate that by the year 1996, there will be 35 

million Americans aged 65 years and older (Stinson, Dufour, 

& Bertolucci, 1989). 

Even though surveys reveal that absolute numbers of 

abstainers increase and alcohol consumption decreases with 
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old age, at least 5% of those persons over the age of 65 

"clearly suffer from alcohol dependence . • • 10% to 15% of 

the elderly who contact the health care delivery system have 

an alcohol-related problem" (Knott, p. 129). 

Alcoholism probably cost the nation $136 billion in 

1990; federally financed health care programs which benefit 

the elderly are significantly negatively impacted by elderly 

alcohol abuse (Burke, 1988). Studies (mostly of 

institutionalized elderly) estimate a range from 2% to 49% 

of elderly with alcohol problems. Pruzinsky (1987) detects 

consistent findings showing a range between 2% and 10% and 

translates this to arrive at a figure between 440,000 to 

2,000,000 elderly with alcohol problems, using the base of 

10% of the population comprised by the elderly. 

A more recent representative study shows men 65 and 

over to have a 14% prevalence rate of alcohol dependence, 

and for women in this age group, 1.5% (Miller, Belkin, & 

Gold, 1991), 

After cigarettes, the second leading avoidable cause of 

death in developed countries (including the United States) 

is alcohol abuse (Scherr et al., 1992). Having established 

the foregoing, Scherr et ale nevertheless join the ranks 

(Brickner & Kaufman, 1973; Turner, Bennett, Hernandez, 1981) 

of those who support the medicinal benefits of alcohol use 

for the elderly. The point is, mortality produced by 

alcoholism can be avoided. 
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Statement of the problem 

The increase in elderly alcoholics requiring treatment 

presents special problems because there is not complete 

agreement amongst researchers, practitioners, clinicians and 

program designers as to the most effective treatment 

strategies which should be employed. If it be true, and 

some say so, that there is a difference in the alcohol 

dependence of men and women, adults and the young, adults 

and the elderly, then certainly there would be important 

diagnostic and treatment considerations which should 

challenge all efforts to address the problem. Thus, the 

focus of this study is on the efficacy of mainstream versus 

age-specific treatment of the elderly alcoholic, 

specifically as perceived by certified alcohol and other 

drug abuse counselors. 

Research questions 

This study is designed to answer the question: What is 

the perception of alcohol and other drug counselors 

regarding the efficacy of mixed-age (mainstream) treatment 

versus age-specific treatment of the elderly alcoholic? 

Supporting research questions seek to probe the major 

research in greater detail; determine the relationship, if 

any, between counselor knowledge about gerontologic 

treatment issues and perception of treatment efficacy (i.e., 

preference for either mainstream or age-specific); test 



whether either education and experience or gender will 

predict willingness to counsel the elderly alcoholic; and 

determine if any differences exist between selected 

subgroups of counselors and their knowledge about elderly 

treatment issues. The five supporting questions are: 

1. Do high gerontologic raters perceive greater 

efficacy for age-specific treatment than low raters? 

2. Do younger counselors perceive a greater efficacy 

for ~ge-specific treatment than older counselors? 

3. Will amount of counselor education and experience 

predict willingness to counsel the elderly alcoholic? 

4. Is there any difference between male and female 

willingness to counsel the elderly alcoholic? 

5. Are any subgroups of counselors more knowledgeable 

about elderly treatment issues? 

Definitions 

13 

For purposes of this study, 55 years of age will serve 

as a point of demarcation of older adults, not the 

conventional 60-65 which is employed for broader 

considerations of the aged. Prominent among writers who use 

this lower point is Ruben (1984), who published the last 

comprehensive bibliography covering the broad field of 

alcohol, drugs, and the elderly. He characterizes the term 

elderly as a "generic referent to all individuals over the 

age of 60 but not excluding middle-aged adults" (p. xi) 55 
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years and over. Society's conversational conventions set up 

the dichotomy of middle-age versus 65-and-older. Ruben 

insists that neither the body nor the mind suddenly undergo . 
pronounced changes at age 60, 65, or even at 55. Fifty-

year-olds have been described as "older substance abusers", 

but not necessarily due to the commonly held misperception 

that alcohol accelerates the aging process. There is no 

convincing proof of premature aging because of alcohol abuse 

(Scott, 1989; Wood, 1982). 

When one examines treatment of the elderly alcoholic, 

one finds new issues continuing to be raised as well as new 

data collected and insights offered, but no consensus has 

been achieved on many basic assumptions as well as treatment 

implications which evolve from them. 

There is none, and there cannot be any agreement on the 

gateway age of elderism. What is agreed upon is that the 

problem of chemical use, abuse and dependence in the elderly 

compounds itself and mitigating solutions go begging. 

Alcohol abuse, alcohol dependence, alcohol problems, 

alcoholism and most of the permutations of these terms will 

be considered synonymous in this work. "Alcoholic" and 

"alcoholism" will serve us clearly and concisely. 

Elderly alcoholics have been defined and characterized 

through the research-clinical ranks from Atkinson (1981) to 

Zimberg (1985), principally by focusing on dichotomous 

(early and late) and sometimes trichotomous (adding midlife) 
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onset variables. Neither these writers nor others have 

attracted or marshalled consensual definitions for these 

categories. No attempt will here be made to define and 

limit the number interpretations of early and late-onset 

alcoholism: Many citations to be discussed later within the 

present study construct arguments based upon onset 

interpretations of each source writer, not always clearly 

defined in the source documents. More pOintedly, the 

present research does not specifically deal at length with 

these theoretical etiologies which mayor may not dictate 

specific treatment approaches. Here are some examples of 

the range of confusion: 

J. H. Atkinson (1981): Early onset means alcohol 

problems began before age 40; alcoholic survives past the 

age of 65, usually because drinking ceased in the fifties; 

late onset continue drinking past age 65. 

R. M. Atkinson et ale (1990): Early onset means 

alcohol use began at or before the age of 40; midlife onset, 

41 to 49 years; and late onset, at or after age 60. And to 

further confound the issue, of course, women of all ages 

have always had later onset of use than men. 

Zimberg (1985) claims ownership of the terms late 

onset, late-onset exacerbation, and early onset, but gives 

no ages to clarify these designations. He has always been 

quite certain that these particular classifications are 

important to the selection of differential treatment 
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approaches (1978), although neither the literature nor this 

writer are so sure as he. Zimberg and most others apportion 

two-thirds of elderly alcoholics to early onset, one-third 

to late; on the other hand, Scanlan (1988) says most elderly 

alcoholics begin drinking later in life, between 40 and 60 

years of age. 

Giordano (1985) and Huffine (1989) challenge the 

external concordance of many situational triggers offered as 

precursors for Type II (reactive) late-onset alcohol abuse, 

and, like Dupree et al. (1984), they urge that less emphasis 

remain with the disease model and that more be placed on 

sociobehavioral aspects when defining the elderly alcoholic. 

Conceptualization of the elderly alcoholic will be 

addressed later in this chapter. 

Background to study 

Several far-reaching propositions were put forth in the 

1960s and 1970s which have influenced and continue to effect 

the way in which alcoholism 1n the elderly 1s perceived and 

treated. First, Droller (1964) offered evidence that 

elderly responded differently to different treatments, 

mostly psychological in nature, and that conditioning 

therapies (aversion, social learning, etc.) may not be as 

effective as psychotherapy over the long run because the 

latter maintains a family relationship focus. This approach 

is often favored today, but it is not exclusively endorsed. 



Drew (1968) reported that alcoholism disappears with 

increasing age (after 40); somewhat due to mortality and 

chronic morbidity, but largely attributed to spontaneous 

remission. This view is also not universally supported 

today. Additionally, Drew suggested that the prognosis in 

alcoholism improves after age 40, and that criminality and 

psychopathy mutually decrease. 

17 

Finally, perhaps the most far-reaching observation was 

made by Sheldon Zimberg (1974) who categorized elderly 

drinkers as either early onset or late-onset, those 

continuing a lifelong habit or those reacting to stress. He 

observed that patients between ages 50 to 69 who had 

histories of cyclical drinking fell into the first group, 

and those elderly persons unable to recover from traumatic 

losses such as deaths of loved ones, loss of jobs, etc., 

belong in the second. These categories have been elaborated 

upon, rephrased and refined ever since Zimberg proposed 

them, and their acceptance has been nearly universal, with 

distinctions added. However, Zimberg's insistence that 

elderly alcoholics should be treated differently and in 

different settings from younger, mainstream alcoholics has 

prompted many diverse opinions and theories and, more 

importantly, some continuing inconclusive research. 

Rosin and Glatt (1971) had previously suggested that 

elderly should not be treated in the traditional methods 

employed with younger patients. But, as Brody (1982) 



18 

admonished, "Surely it is time to stop writing reviews and 

quoting vintage Zimberg, Rosin and Glatt. These assertions 

need repetition and proof, a matter of critical importance 

since the need will grow at least in proportion to the rate 

of growth of the elderly population" (p. 125). 

Losses and isolation 

Rathbone-McCuan and Hashimi (1982) straddle the issue 

of age-specific treatment programs by suggesting that the 

elderly should have a choice as to whether or not they wish 

to be in a setting with younger persons, and, more 

importantly, whether the treatment center itself is 

appropriate to their needs. Patient choice is also 

recommended in the choice of abstinence or controlled 

drinking. All treatment modalities are considered 

potentially appropriate. AA may be the best, they say, and 

they compare aging itself to alcoholism, in that both may be 

family affairs. Until empirical proof is offered that most 

families are disinterested in elderly members who have 

become alcoholic, one must assume that relatives need to be 

active in the treatment process. Rathbone-McCuan and 

Hashimi find particularly appealing the concept of day 

support centers which incorporate age-specific programs and 

also formulate ways to bring together younger persons with 

older alcoholics. The health and social service components 

would differ from a program offered to younger alcoholics. 
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It is neither clear nor critical whether isolation precedes 

alcohol abuse or the reverse, according to these authors. 

In either order, both patterns are reinforcing; isolation 

may be different in late onset and early onset alcoholics, 

but both require intervention to improve their prognosis. 

Such services require third party payers to meet the costs 

of treatment for older people. 

The social worker Elizabeth Pruzinsky (1987), in her 

overview paper on alcohol and the elderly, appears to agree 

with Rathbone-McCuan. She cites a study by Leigh (1980) in 

which, of 200 elderly individuals, one-half of the women and 

one-quarter of the men used loneliness as a reason for their 

use of alcohol or other medication. Pruzinsky further 

addresses treatment issues, endorsing the general consensus 

that prognosis in treatment is good for older problem 

drinkers, especially those of recent onset. Regarding 

related prevention, early recognition and intervention 

strategies, Brody (1982) targeted the 55 to 64 age group for 

any efforts likely to reduce substance abuse in the elderly. 

The elderly have different treatment needs from the 

younger population, Pruzinksy maintains; they are less 

likely to reach out for help; they are less likely to be 

referred to treatment and the leverages to propel them are 

absent. Medicare or Medicaid payment for treatment is 

available to the elderly but most do not know or believe 

this to be true. Pruzinsky strongly recommends Alcoholics 



Anonymous (AA) for ongoing, long-term treatment for which 

there are "no dues or fees" and also for a social network 

and fellowship which may be lacking; the AA "one-day-at-a

time" approach is effective with the elderly. 

Attrition and treatment approaches 

20 

Linn (1978) offers causal insights on attrition of 

elderly alcoholics from treatment. It is true that those 

over 55 are more likely to remain in treatment than those 

younger than 50, a finding consistent with Pinkerton (1968). 

Although younger patients find it beneficial to express 

anger, the elderly find it more beneficial to be submissive. 

Elderly dropouts perceived less spontaneity among patients 

and between patients and staff, and perceived less 

involvement of the patients in the program. The elderly 

remained in treatment if they perceived themselves to be 

encouraged to be self-sufficient and independent. 

Kofoed et al. (1987) claim that elderly alcoholics 

treated in peer groups showed no difference in drop-out 

rates between early onset and late-onset drinkers, 

supporting their contention that the "major differences in 

treatment retention and completion are due to the treatment 

conditions rather than the differences in length of problem

drinking career" (p. 50). In their "Class of '45" peer

group outpatient program established in 1982 at a V.A. 

hospital, groups were structured basically the same as for 
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younger patients, but it was felt important to allow 

counselors to monitor and gauge their own responsiveness to 

the dynamics, needs and pace required by the older group. 

It was also found that those counselors whose style and 

predilection is that of an active, vigorous role in group 

may not be suited to work at the milder pace which the older 

alcoholics prefer. 

Conceptualization of the elderly alcoholic person 

"Malignant narcissism" is identified by Blose (1978) as 

a therapeutic barrier in gerontologic substance abuse. He 

favors creation of a sense of worth for the patient in order 

to halt the progression into self-centeredness, self

righteousness, stubbornness, vanity, depressions, and 

regression, which symptoms patients themselves treat with 

chemicals, particularly alcohol. Interestingly, he cites 

the situation of the aged American Indian who, if he 

survives to old age, receives respect and has a place in the 

community and seems to have no use for alcohol. 

Zimberg has never believed that significant numbers of 

elderly alcohol abusers will accept treatment in alcoholism 

programs per se (1978). Denial, the defense mechanism most 

often ascribed to the alcoholic, leads to counselor 

confrontation to which the elderly do not respond favorably, 

he says. His experiences as psychiatric consultant to 

nursing homes leads him to recommend applying the concepts 
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of the therapeutic community to the elderly institutional 

settings whereby behavioral problems, including alcoholism, 

"were all but eliminated" (p. 29). Schuckit, who is often 

mentioned in the same breath or printed line with Zimberg 

when citing the early literature on elderly alcoholism, does 

not agree that treatment programs should be ruled out 

entirely (1982). Modification of the basic treatment 

paradigm toward the course of alcoholism in the elderly and 

the needs of the aged in general makes sense. For example, 

vocational rehabilitation efforts may take the form of 

development of avocational pursuits rather than totally new 

careers, although work for pay should not be ruled out. The 

use of disulfiram (Antabuse), due to serious reactions, may 

not be useful with the elderly, he says. In mixed-age 

programs, relevant peer groups should be formed with three 

or more older alcoholics. 

In a 1989 issue of the Professional Counselor, a 

magazine devoted to the clinician in the field of 

addictions, several articles demonstrated a state of the art 

in philosophical and practical approaches to treatment for 

elderly alcoholics. Charles Vandeputte (1989), director of 

an extended residential treatment program for older adults, 

noted elderly needs, such as the opportunity to practice 

identifying and expressing emotions in safe situations; the 

extended time necessary for detoxification, the extended 

length of time of the primary treatment itself to provide 
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intensive individualized assist~in the development of 

new coping skills, and the veryrtant concept of team

managed holistic approach to aftre planning. He feels 

that there are few gains for th~rly when they are 

referred to age-mixed AA groups use they tend to be 

pigeon-holed into grandma and gm stereotypes which are 

counter-therapeutic, and the fo~ shifted away from 

their needs. There should be s~-issue groups such as 

grief groups, and chronic illnes)ups as part of the 

treatment. 

Also, as do many other clinls and researchers, 

Vandeputte strongly urges that fr members be involved in 

treatment as well as the plannin1after- (or, preferably, 

continuing-) care activities. H~es recent studies that 

indicate 55-66% of the elderly a:ill sober after one 

year of specialized treatment, cred with 46-50% for 

younger counterparts completing Itream regimens. Quite 

obviously, the groups are not cmble. 

Dunlop et al. (1989), in thlme issue of the 

magazine, reported a statement oJatment philosophy for 

the elderly developed by a coali1in the Portland

Vancouver (oregon) area in 1985, d upon review of the 

literature and practical experiery members who have long 

worked with elderly. The total cnuum of care is 

addressed, but of special intere~ issues and 

recommendations raised regardingary treatment, 
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continuing care, long-term treatment and dual-diagnosis 

(mental/physical) treatment complications. They say the 

unique needs of the elderly should be addressed in cohort 

groups in place of, or in addition to mixed-age groups in an 

all-age treatment setting. Outpatient peer-age primary 

treatment for the elderly has shown to be cost effective. 

An alcoholism counselor also trained in gerontology is 

considered essential. Family members require treatment; 

they are either estranged or "lovingly" in control, and 

spouses are "enabling out of a long-time sense of duty" (p. 

41). Referral to AA groups that have members over age 55 is 

preferred. Referral to long-term residential placement is 

the choice for those who suffer from medical complications, 

dementia or combinations thereof. Long-term programs should 

provide slower paced modalities that present information 

about alcohol and alcoholism simply, briefly, and 

repetitiously in a variety of ways. With the dually 

diagnosed client, alcoholism is often under-treated or not 

treated at all. "Persons suffering from dual disorders are 

an underserved population with specialized needs not 

addressed in current treatment settings" (p. 42). 

This writer is persuaded to agree with Mayo Clinic 

findings (Hurt, Finlayson, Morse, & Davis, 1988) that there 

are no major differences between early and late-onset 

alcoholics. Moreover, there are not enough essential 

differences in the manner in which the disease of chemical 
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dependence manifests itself across ages to signal anyone 

age group as distinctly unique. There is now evidence from 

longitudinal studies that alcohol consumption changes 

unsubstantially with age, and cross-sectional study results 

probably reflect a cohort effect rather than an expected 

effect of the aging process (Stall, 1987; Stinson et al., 

1989) . 

Most gerontologists declare the elderly to be more 

heterogeneous than homogeneous. Equally diverse are 

alcoholics across other age groupings. 

One-third of all members of Alcoholics Anonymous are 

over the age of 50 (Haugland, 1989). The AA recovery 

program of lay therapy is unimodal and equally applicable to 

all age groups. 

However, 90% of the elderly complain of insomnia, while 

only 10% of the population consider poor sleep to be a 

problem for themselves; 90% of the elderly use 25-40% of the 

nation's prescribed drugs (a high percentage of which are 

sedative-hypnotics), even though they constitute only 10% of 

the population (Hay, 1989). Use of other depressant drugs 

in combination with alcohol is contraindicated. Mankind has 

always found alcohol to be initially palliative for a 

variety of biopsychosocial complaints, and some persons 

ultimately experience it to be pernicious. Those residing 

on the tails of life's continuum, youth and the elderly, are 

considered high risk for problematic use of the drug 
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alcohol. An increasing need to provide treatment to more of 

them is expected (Westermeyer, 1992). 

Yet, paradoxically, we know that the heaviest drinking 

and the greatest number of treatment entries occur in the 

40-50 age group (Cahalan, 1987). 

The elderly population contains a different example of 

dually diagnosed alcoholism (i.e., both early onset and late 

onset in one lifetime), most poignantly exemplified by a 

case first presented in 1935 within the basic text of 

Alcoholics Anonymous (1976, pp. 32-33): 

A man of thirty was doing a great deal of spree 
drinking. He was very nervous in the morning after 
these bouts and quieted himself with more liquor. He 
was ambitious to succeed in business, but saw that he 
would get nowhere if he drank at all. Once he started, 
he had no control whatever. He made up his mind that 
until he had been successful in business and had 
retired, he would not touch another drop. An 
exceptional man, he remained bone dry for twenty-five 
years and retired at the age of fifty-five, after a 
successful and happy business career. Then he fell 
victim to a belief which practically every alcoholic 
has--that his long period of sobriety and self
discipline had qualified him to drink as other men. 
Out came his carpet slippers and a bottle. In two 
months he was in a hospital, puzzled and humiliated. 
He tried to regulate his drinking for a while, making 
several trips to the hospital meantime. Then, 
gathering all his forces, he attempted to stop 
altogether and found he could not. Every means of 
solving his problem which money could buy was at his 
disposal. Every attempt failed. Though a robust man 
at retirement, he went to pieces quickly and was dead 
within four years. 

As will be shown, the literature hardly considers this type, 

or its variants. Captured longitudinally in time, any given 

alcoholic will manifest mutable typology; that is to say, no 
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alcoholic remains a consistent type over time. The point 

is, alcoholism can initiate, abate, and terminate anywhere 

in the lifespan, but it is always chronic, progressive, and 

often fatal. 

Rationale for study 

Aside from numerous anecdotal observations, continuous 

rephrasing and requotation of pioneers--those who first 

addressed the specific problem of elderly alcoholism--and 

the ensuing "recognized authorities", the literature yields 

only two scientific studies which differ on their answer to 

the question, "Is there a need for specialized alcoholism 

treatment programs for the elderly alcoholic?" (Janik & 

Dunham, 1983; Kofoed et al., 1987.) No studies of equal 

value have surfaced since. Kofoed et ale appear to argue, 

"Why not provide elder-specific treatment, even if treatment 

effectiveness is the same?" Still, the opposing viewpoints 

are clearly delineated by these two sets of researchers. 

The studies are hardly comparable; they do not measure the 

same things in the same way, nor are the conclusions 

analogous. 

Janik and Dunham compared two groups of 1100 alcoholics 

each, found few age-related differences, and concluded 

little need for specialized treatment for the elderly. 

Kofoed et ale (1987) argued that the question that 

Janik and Dunham asked was the wrong question ("Do older 
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alcoholics in typical treatment do as well as younger 

patients?"): "The more appropriate question is," they said, 

"Do older alcoholics in elder-specific treatment do better 

than similar older alcoholics in typical mixed-age 

treatment?" (p. 48). In 1982 they developed a special 

program for elderly alcoholics ("The Class of '45" for 

veterans who entered the service prior to 1945) consisting 

of the traditional 30-day residential treatment, followed by 

weekly outpatient 90-minute group therapy. Prior to 1982, 

patients at this veterans Administration hospital were 

treated in a mixed-age program. The same staff led both 

mixed-age and elderly groups. The outcomes of pre-1982 

patients were compared to those of the Class of '45, the 

latter group found to have greater treatment retention and 

completion rates. (Admittedly, onset in the experimental 

group averaged 10 years later, raising the continuing 

question whether late-onset alcoholics have better prognosis 

than early onset, as well as the immediate threat to the 

internal validity of the Kofoed study.) Kofoed et al. first 

published a descriptive article about their age-specific 

treatment program in 1984, and credited the work of zimberg 

as well as a treatment model evolved by the Portland Senior 

Alcohol Services and the work of Dunlop, Skorney and 

Hamilton (1982). 

The Janik and Dunham study was foreshadowed by a 

doctoral dissertation (Koewler, 1982) for which the authors 
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served as dissertation committee members. That study 

utilized basically the same data and arrived at preliminary 

conclusions not totally dissimilar from that reached by 

Janik and Dunham. No mention of this prior work appeared in 

their bellwether 1983 study published in the prestigious 

Journal of Studies on Alcohol. 

Robbie Thomas-Knight (1978), another doctoral student, 

developed a special program for male alcoholics over 55 

within an Arkansas Veterans Administration regular inpatient 

treatment setting and compared 14 patients admitted and 

treated in the experimental group for two months to 17 over-

55 patients subsequently assigned to the regular program. 

Thomas-Knight designed his own indices and concluded that a 

program with a dual focus of age and alcoholism would be 

more effective than a single focus on alcoholism for older 

alcoholics. 

Other than the studies cited above, the literature 

which touches upon treatment of the elderly alcoholic is 

owned mostly by academicians, plus a few clinicians, 

successively reviewing one another's opinions and biases, 

descriptive articles of favored treatment modalities by 

clinicians who designed them, and extrapolations by 

journeyman researchers who choose to hazard guesses as to 

which directions future treatment designs may take. 
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Summary 

There has been an attempt in this introduction to 

discuss treatment considerations and demonstrate some 

discrepancies, contradictions and philosophical differences 

relating to proposed and actual practices in the treatment 

of the elderly alcoholic. Differences notwithstanding, it 

has been shown that reasoned strategies are being developed 

to meet this growing problem of inexorable magnitude. 

Despite echoing exhortations to treat elderly in age

segregated programs, little evidence of need or efficacy 

exists. The experienced perceptions of addiction counselors 

will offer insights. In preparation for the present 

research and dissertation project, an extensive annotated 

bibliography pertaining to the treatment of the elderly 

alcoholic was compiled by the writer (See Appendix H). 

As noted, no comprehensive bibliography on the broader 

topic of alcohol, drugs and the elderly has been published 

since Ruben's work in 1984, and none exists focusing 

specifically on treatment issues. Some entries in the 

attached annotated bibliography are included due to their 

historical significance in the broader area of elderly 

alcoholism, and some are considered by this writer to be 

collaterally relevant and important when examining issues 

pertaining to the primary treatment of the elderly 

alcoholic. The preponderance of the citations speak to the 

general issue of treatment in one way or another. 
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REVIEW OF LITERATURE 
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Adding to the scant body of scientific research studies 

supporting the continued development and evaluation of 

elder-specific treatment approaches, Kofoed, Tolson, 

Atkinson, Toth and Turner (1987) referred to Brody's 

admonition to cease quoting one another, and then attempted 

to refute the conclusion reached by Janik and Dunham (1983). 

The latter pair, using data from 500 mixed-age alcoholism 

programs with samples of 1100 patients aged 60 or older and 

1100 aged 21-59, had found that, because few age-related 

differences appeared among alcoholics in treatment, there 

would seem to be no great need for specialized alcoholism 

treatment programs for the elderly. 

Controversy endures 

A tabulation of published opinions and biases covering 

twenty-eight years was made (See Appendix B) which 

established a rationale, if not a need, for the present 

study. Drawing from the literature identified in this 

writer's annotated bibliography (Appendix H), an 

identification was made of those articles which specifically 

addressed treatment of the elderly alcoholic. Either 

mainstreaming or specialized treatment was recommended, or a 

bias was implied judging by content and context 



(subjectively interpreted by this writer), or a clear 

neutrality on the issue prevailed in these 104 articles, 

chapters and studies which were reviewed. 
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Clear bias toward special treatment was indicated by 45 

(42.9%) of the citations. 

Mainstreaming was either ~ecommended or actually 

practiced by the authors of 33 (31.4%). 

Neutrality (no bias) was indicated by 27 (25.7%). 

One needs to consider that six of the articles cited 

are by Zimberg; also, that there are bias iterations by 

other authors, preponderantly those favoring special 

treatment (i.e., Dunlop, Atkinson, Kofoed, Schonfeld and 

Dupree) and a few who voice neutrality on the issue. 

After adjustment for the over-weighting of these 

viewpoints, specialized treatment is not clearly indicated 

by a majority of the citations: 41.3% favor age-specific 

treatment; 58.7% are not convinced of such a need. One 

cannot conclude that the literature is convincingly clear on 

the issue of mainstream versus age-specific treatment. 

Knott (1986), whose work is widely respected and here often 

referenced (although not listed in Table 1), exemplifies the 

prevailing mode of ambiguity expressed by the literature 

covering the essential question of this research: whether 

elderly alcoholics should have special, age-specific 

treatment. 
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Aside from Hinrichsen (1984), sparse information has 

been gleaned from contemporary practitioners, those on the 

front lines who deliver treatment services, other than brief 

anecdotal and clinical observations in small numbers. The 

present study rests on a bias that certified alcohol and 

other drug counselors who have been delivering services to 

the elderly for years have valid and valuable perceptions 

and insights to bring to bear on the question regarding the 

effectiveness of age-specific and mixed-age treatment. 

Hinrichsen (1984), reported on descriptive research 

conducted between October 1979 and December 1981 via site 

visits to 40 "comprehensive" (mainstream) alcoholism 

treatment programs in six states, and 5 programs 

specializing in treating only elderly alcoholics (age

specific), as well as two comprehensive programs with 

specialized units for elderly patients. He indicated the 

following staff perceptions relating to efficacy of 

treatment (the survey itself sought information on a much 

broader panoply of issues): 

I. N=242 treatment staff from 40 mainstream programs. 

A. 84% felt that "age-integrated" programs 

were sufficient. 

B. 16% felt that "age-segregated" progr&ms would be 

more appropriate and effective for the elderly. 

II. N=37 treatment staff from 5 age-specific programs. 

A. 46% felt that mainstream programs were most 



effective. 

B. 38% were not certain. 

No background information was supplied on the 

qualifications, training or experience of these treatment 

personnel. 
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Hinrichsen speculated that the large bloc of uncertain 

respondents represented a disinclination to downgrade one's 

employer program. In agreement with many prior and 

subsequent studies, all staff generally felt that the 

elderly benefitted more from treatment than the younger. 

Hinrichsen concluded that no clear evidence suggested 

that elderly alcoholics would benefit less from mainstream 

treatment "provided that the program staff and structure are 

responsive to the uniqueness of elderly patients, 

particularly in terms of the crucial role of group support 

in all phases of treatment" (p. 37). 

While a professor at the University of Miami in 

Florida, Hinrichsen served on the dissertation committee for 

Koewler's study (1982) previously referred to, along with 

professors Janik and Dunham. 

Mainstream approaches to treatment 

What are the standard components of treatment for 

alcoholism in the U.s. today? Can the positive 

effectiveness of mainstream treatment be demonstrated? In 

Understanding America's Drinking Problem (1987), Don Cahalan 



pays homage to W. R. Miller, "editor of one of the most 

comprehensive recent reviews of research studies on the 

effectivenesi of treatment" (pp. 131-132), and proceeds to 

summarize their review (Miller and Hester, 1980) covering 

treatments based on these principal components: 
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Pharmacotherapy. Much of the evidence they found 
difficult to evaluate, although antidepressants 
appeared to be helpful in recovery. They recommend 
against the routine imposition of disulfiram by alcohol 
offenders who come before the courts. 

Psychotherapy and counseling. They found little or no 
evidence that these have a specific long-range impact 
on drinking behavior, perhaps because most such studies 
have not been well controlled. 

Confrontation of alcoholics about their denial of 
problems. Found sometimes to produce negative results, 
such as resumed drinking or withdrawal from treatment, 
but useful when focused specifically on the client's 
health risks from drinking. 

Alcoholics Anonymous. Little scientific evidence of 
effectiveness has been as yet uncovered, largely 
because hardly any well-controlled studies have been 
done on AA. 

Marital and family therapy. "Mostly encouraging 
results." 

Aversion therapies. Mixed results. Although there is 
some evidence that drug-induced nausea paired with 
drinking alcohol can be effective, it can raise ethical 
problems if done without appropriate informed consent. 

Electric shock. Mixed results. It appears to be more 
effective in reducing consumption than in inducing 
abstinence. 

Covert sensitization (pairing the showing of aversive 
scenes with imagining that one is drinking). 
Considerable evidence of effectiveness in reducing 
drinking and promoting abstinence. "With continued 
refinement in procedure, it seems likely that aversive 
counterconditioning will remain a valuable modality for 
inclusion in alcoholism treatment programs" (p. 144). 
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Hypnosis. Hard to judge its effectiveness at present 
because of lack of standardization of either the way it 
is administered or how the studies are conducted. 

Incidentally, covert sensitization has been shown to be 

effective w~th an elderly alcoholic with pre-existing 

somatic concerns (Tepfer & Levine, 1977). 

According to Cahalan (1987), Miller provided 

considerable documentation that none of the following 

assumptions had been proved: (a) That alcoholism is an 

irreversible disease, (b) that the only hope for an 

alcoholic is total and permanent abstinence, and (c) that 

the most effective way to treat the disease is through the 

fellowship of Alcoholics Anonymous. The assumptions are not 

shared in Europe where more emphasis is placed on 

psychosocial determinants of alcoholism. It is said that 

alcoholism treatment in America is dominated by these 

assumptions. 

Miller pOinted out that the standard formula for 

treatment in the u.s. had not changed in twenty years, i.e., 

AA, alcoholism education, confrontation, disulfiram, group 

therapy, and individ~al counseling. In sum, it is contended 

that research evidence has generally demonstrated the merit 

of all of the following treatment approaches (without age 

distinction): Aversion therapies, behavioral self-control 

training, community reinforcement, marital and family 

therapy, social skills training, and stress management. 
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Detection 

Although we know the number of elderly persons with 

alcohol problems to be higher, agencies serving the elderly 

perceive only 1% of their clients as having an alcoholism 

problem, a gross underestimation of the actual proportion of 

alcoholic clients (Kola, 1984). Adequate training and 

instruments for identification continue to be in need of 

implementation. If the disease is progressive, and quite 

possibly fatal, then the expediency of treatment is always 

obvious. 

Among many other screening devices, The National 

Council of Alcoholism Diagnostic Criteria, the Michigan 

Alcoholism Screening Test (MAST), the Short Michigan 

Alcoholism Screening Test (SMAST), and the CAGE 

questionnaire have all been widely used to detect 

alcoholism. Historically, clinicians and intake workers 

have been taught to use questions on quantity and frequency 

of alcohol intake to make diagnoses. Th~s approach is not 

useful with the elderly according to Scanlan (1988) and 

Curtis, Geller, Stokes, Levine, and Moore (1989). Curtis et 

al. contend that questions pertaining to the effect of 

alcohol on the patient's life, health, and behavior (such as 

are asked in the CAGE and SMAST) are more sensitive. The 

CAGE and SMAST have been shown to have sensitivities of 97% 

and 89% and specificities of 96% and 97%, respectively when 



validated using DSM-III criteria for alcohol abuse and 

dependence. 
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The CAGE has also been shown to be valid and reliable 

for the elderly when used in two recent studies, one with 

323 patients 60 years or older (Buchsbaum, Buchanan, Welsh, 

Centor, & Schnoll, 1992), and the other in a general 

population survey of 703 drinkers (Smart, Adlaf, & Knoke, 

1990) . 

Compared to the SMAST, the CAGE is the most sensitive 

and simplest to administer; two or more positive responses 

suggest alcoholism and the need to pursue the diagnosis more 

rigorously. Two or more alcoholic responses to the SMAST 

also indicate the possibility of alcoholism. 

Koewler (1982) rates medical referrals as the worse 

completers of treatment; only those who rated themselves as 

healthy at time of intake had a higher proportion of 

completion than dropouts. It is reported elsewhere (Hyer, 

Carson, & Tamkin, 1987) that those with detached, dependent, 

histrionic, passive-aggressive personality styles do rate 

themselves as more healthy and depressed, compared to the 

narcissistic, anti-social and compulsive styles who possess 

more health problems and deny depression. The former types 

have long been considered more amenable to conventional 

treatment than the latter. The implications for casefinding 

and treatment referral are inherent in these findings. 



A study emphasizing the importance of family 

confrontation and intervention with the alcoholic showed 

that confronted alcoholics were more likely to enter 

treatment and remain abstinent than were nonconfronted 

alcoholics (Liepman, Nirenberg, & Begin, 1989). Families 

are the best casefinders, the most effective motivators 

toward treatment, and their sustained involvement highly 

predictive of positive outcome. 
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Lindblom, Kostyk, Tabisz, Jacyk, and Fuchs (1992) make 

the strongest complaint that the current literature still 

focuses on problem identification, even though a plethora of 

literature already has identified the problem of geriatric 

chemical dependence, rather than address the issue of 

providing appropriate services. 

Treatment considerations 

Persistent generic debates pitting treatment goals of 

abstinence against controlled drinking schemes most 

noticeably extend into the field of geriatric alcoholism, 

notwithstanding the popular old bromide: "Let'm drink, what 

else do they have to live for?" which admonition is possibly 

ageism in its worst form (Cutezo & Dellasega, 1991; 

Farrington, 1987; Marion & Stefanik-Campisi; Rehmar, 1988). 

One of the latest in a long line of defenders of the 

disease concept of alcoholism, Doering (1991) passionately 

rebuts this special treatment for the elderly advocated by 
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those (Blake, 1990; Dupree et al., 1984, etc.) who believe 

that the elderly patient can resolve his/her alcohol problem 

"within drinking parameters of his [her] own choosing" 

(Blake, p. 361). This approach clearly issues from the 

sociobehavioral lineage and tenets traced from the Sobells 

(1976) to Peele (1983, 1989) and Marlatt (Larimer & Marlatt, 

1990). Doering argues that there exists no reliable method 

to distinguish those persons diagnosed with alcohol abuse 

who can be taught controlled drinking, so it is unethical to 

risk their lives doing so, and furthermore, it is clearly 

irresponsible and unprofessional to recommend a goal of 

controlled drinking for alcohol dependent patients. The 

National Institute of Alcohol Abuse and Alcoholism 

underwrote abstinence as the most appropriate goal for 

alcoholic persons (Wallace, 1987, p. 136). Doering also 

asserts that alcoholism treatment programs are the most 

appropriate place to treat elderly alcoholics, and that 

always certified addiction counselors should be consulted by 

those not familiar with disease-concept principles and 

assumptions. 

Also, Scanlan (1988) cautions that the "efficacy of 

rehabilitation programs that do not require abstinence is 

unproven" (p. 66), yet the elderly patients entering 

treatment must be made to understand that alcoholism is a 

chronic condition and that relapse can occur and does not 

represent failure. Counseling should cover problems of 
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daily living that may stimulate drinking behavior and 

include involvement of friends, relatives and employers, he 

says. 

There is an identifiable course and advancement (i.e., 

progression) of alcoholism through stages regardless of 

drinking onset age, and elderly alcoholics will enter 

treatment with needs that vary according to a place on that 

continuum (Dunlop et al., 1989). Treatment plans should 

take into account all individual variables. The same close 

attention to point-in-time (a continuum of) needs should be 

maintained while advancing through the stages of recovery. 

Selection of an appropriate treatment method should 

always be determined partly by the match between the 

cognitive demands of the treatment and a patient's current 

cognitive ability (Moos & Finney, 1983), adding just enough 

challenge to evoke potential. With resultant impairment of 

cognitive functioning uppermost in mind, Freund (1982) and 

others continue to discuss and ask if there exists a 

relationship between normal aging and the chronic abuse of 

alcohol, despite the fact that little is known about either 

process. Freund, then, justifies any presumptuousness 

displayed by approaching these events with the most obvious 

reasons, (a) they are common, (b) everybody is aging, (c) a 

large proportion of our population consumes alcohol, and (d) 

knowledge of one process may be relevant to the other. 

Cognitive impairment (sometimes confused with 



42 

psychological denial), as a treatment issue, is inescapable 

and must always be addressed with the elderly as well as 

with the younger alcoholic. 

A discussion by Jones (1984) highlights and explains 

somewhat the mainstream treatment predilection for the 

behavior modification model of rote learning and persuasion 

versus the less directive approach aimed at the 

understanding of group dynamics and effecting a progressive

learning process oriented toward problems posed by the 

generally psychotic and neurotic, and also the organic 

elderly (i.e., cognitively impaired). 

When developing new treatment techniques for the 

elderly alcoholic, the caveat must always be caution when 

extrapolating interventions and objectives from common 

etiologic assumptions about retirement; boredom, loneliness 

and loss; incidence and prevalence, and extreme changes in 

later years from early drinking norms (Ekerdt, Labry, 

Glynn, & Davis, 1990; Etemad, 1980; Giordano, 1985). For 

,example, Ekerdt et al. present evidence that retirement 

itself does not produce increased alcohol consumption nor 

significant changes in drinking behaviors. This argument, 

of course, does not mean that vocational and avocational 

pursuits are not to be considered viable and important 

treatment goals for many elderly in recovery. 
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stress reactions 

Once again, consistency as well as validity is lacking 

in the literature, especially when individual clinical 

observations become universally accepted facts merely by 

virtue of repetition. The risk factors for reactive late

life onset alcoholism are not yet clearly identified 

(Gurnack, 1989). Borgatta et ale (1982) doubt that the 

belief in the late-onset of alcoholism due to life stresses 

is any more than just that, a belief which has been elevated 

to status of fact through repetitive citations. Treatment 

designs based upon such a belief have to be challenged. 

One thinks of Zimberg regurgitated. Almost 20 years 

ago, Zimberg (1974) constructed his temporally based two

tiered categorical analysis of the elderly drinker, in the 

latter of which he placed those who could not regroup or 

reorganize following death or other traumatic emotional loss 

or isolation without mentioning or considering (i.e., 

including or excluding) late-onset recreational alcohol 

users who might also progress to problematic stages. In 

fairness, his work was pioneer fruit at the time. 

The commonly held view that some changes associated 

with aging (e.g., losses and isolation) produce stress that 

influences some drinkers to increase use or abuse of alcohol 

as a means of coping is disputed by La Greca, Akers, and 

Dwyer (1988). These researchers at the University of 

Florida, Gainesville, say, if anything, that the reverse is 
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true, that there is a decrease in drinking. "Additionally, 

social support networks were not significant mediators for 

the impact of life events on alcohol use" (p. 552). 

The findings of La Greca et al. (1988) challenge the 

long-held assumptions proposed by Zimberg (1978) based upon 

the earlier work of Droller (1964) and Rosin and Glatt 

(1971) that social support therapy, environmental 

manipulation, and group socialization are the most important 

and beneficial factors in treatment of the elderly 

alcoholic. Zimberg (1985) clearly states that social 

intervention "can improve patient behavior and reduce 

behavioral and management problems, including alcoholism" 

(p. 362.) in the elderly. 

In findings somewhat collateral to those of La Greca et 

al. (1988), Huffine, Folkman, and Lazarus (1989), measuring 

141 Caucasian retirees age 65-74 over a 6-month period 

(subjects were relatively affluent, heavy users of alcohol 

and average users of psychoactive drugs compared to national 

samples) concluded that such use did not relate to appraisal 

of and strategies for coping with stressful encounters. 

Moreover, it was reported that these elderly who use 

psychoactive drugs hold themselves in low esteem, are self

protective, and tend to value power and success more than 

nondrug-using peers. But their use of the drugs (or alcohol) 

does not seem to interfere with their ability to cope with 

stress. 



Special or similar treatment? 

A set of extremely relevant questions was posed by 

Rathbone-McCuan and Hashimi (1982, chap. "Elder Alcohol 

Abuse and Isolation") in their book Isolated Elders: 

1. Should the elderly alcoholic or problem drinker be 
treated in settings where younger persons also are 
under care? 

2. Will similar treatment methods, if applied, have 
similar results? 
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3. Are there particular treatment problems that can be 
associated with late-onset types of alcoholism? 

4. Are there specific supportive resources that have 
special value for the elderly that are less 
appropriate for younger alcoholics? 

None of which questions since have been definitively 

answered nor conclusively settled. 

Dupree, Broskowski, and Schonfeld (1984) insist that 

later-life onset alcohol abusers exist in numbers sufficient 

to warrant treatment programs specific to their needs. 

Their Gerontology Alcohol Project at the University of South 

Florida, Tampa emphasized a "self-management" approach which 

led to marked success for those completing the program. 

Four treatment modules were offered: (a) Analysis of 

Drinking Behavior, (b) Self-management in High-Risk 

Situations, (c) Alcohol Information and Education, and (d) 

General Problem-Solving Skills. Admissions to the day 

treatment program numbered 48, one-half of which failed 

to complete treatment. At 12-month followup, 14 of 17 

achieved their treatment goal of abstinence; 3 of 7 were 



successful with a goal of limited, controlled drinking (1 

died at 3 months, and 2 dropped out of treatment.) 

Leszcz (1991) acknowledges that the elderly alcoholic 

may be treated effectively with the younger patient. But 

caveats similar to those that generally deter mixing the 

cognitively impaired and cognitively intact in younger 

populations must also apply when executing indicated 

differential diagnoses and treatment-placement of elderly 

patients . 
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Even Zimberg had moved off an earlier (Zimberg, 1978) 

dogmatic position precluding any possibility that 

significant numbers of the elderly would ever submit 

themselves to mainstream alcohol treatment programs. Later, 

he did concede the necessity for some elderly alcoholics, 

early-onset who had proven unresponsive to prior treatment 

experiences, and for patients whose present drinking could 

not be "associated" with major life stressors of recent 

onset (Zimberg, 1984). 

Also to be considered are the combinations of chemical 

dependence and psychiatric disorders, which currently share 

an umbrella term--dual diagnosis. This mixed bag receives 

much attention today in the general dependent population. 

In addition to organic and transient emotional/ 

situational etiologic factors, the psychoactive drugs 

involved in chemical dependence can produce practically any 



psychiatric symptom (Miller et al., 1991), amongst the 

elderly with particularly acute and prominent morbidity. 
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There exists scant reference to elderly dual diagnosis 

in the literature, and one is cautioned against making 

extrapolations from data or clinical experience derived from 

younger populations, initially and erroneously thought to be 

elderly applicable. (Dunlop, 1989; Peluso & Peluso, 1989; 

Speer, 1990). 

"A data base that takes into consideration the 

developmental and diagnostic issues pertinent to the elderly 

must be developed. Also, 'dual diagnosis' is a general term 

for diverse configurations of disorders that will 

undoubtedly require diverse treatment strategies" (Speer, 

p. 163). 

Leszcz notes that geropsychiatric group therapy 

generally occurs in mixed-age settings. Age-specific 

generic psychiatric settings are also uncommon, possibly 

more as a result of program economics than therapeutic 

design. 

Value of the group 

Group therapy appears to be the modality of choice when 

treating all alcoholics. The general literature supports 

its value in the renewal of hope, discovery of shared 

problems, development of skills in expressing feelings, the 

opportunity to help others, and a new sense of cohesiveness 
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or belonging (Brandsma & Pattison, 1984). Across many other 

issues, gerontological literature also widely and 

emphatically endorses the preeminent role of group therapy 

in the effective armamentarium of alcoholism treatment 

(Forssman-Falck, Christian, & O'Shanick, 1989; Freeman & 

Greenwood, 1987; Glatt, 1978; Haugland, 1989; Hinrichsen, 

1990; Leszcz, 1991; Ruyle, 1988; Schuckit, 1990; Thienhaus & 

Hartford, 1984). 

Only a few papers are available on the dynamics of a 

recovery group for elderly alcoholics. Felker (1988) 

produced some elements for a successful support group which 

evolved over a period of 11 years. Records for this group 

were not kept in earlier years; more recent recordkeeping 

revealed 100% of late-onset and 62.5% of early onset 

drinkers achieved and maintained sobriety while attending 

the group. The critical elements identified are: 

recruiting members (gaining trust); meeting needs expertly 

(interdisciplinary, holistic model); funding (broad-based); 

interdependence (nonjudgmental mutually helpful group 

environment); cohesiveness through development of "norms" 

(reporting planned absences, no intoxicated participation, 

group consensus decision-making, celebrations); long-range 

commitment by staff members; evaluation (to discern patterns 

of sobriety/relapse). 

The "irreducibility of membership" is emphasized by 

Forssman-Falck et ale (1989) who also insist on the 
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explicitness of stages in the unfolding of a group: (a) 

Engagement, (b) assessing current behaviors, (c) identifying 

needed change, (d) practicing coping behaviors, and (e) 

evaluating new behaviors. 

Age is not a determining or limiting factor in group 

composition, but optimally there should be homogeneity in 

ego function, intellect and level of cognitive functioning 

(Leszcz, 1991). One could violate this suggestion and 

invite a therapeutic challenge. Either group cohesiveness 

and integrity could ensue, or factional divisiveness. 

Summary 

The literature is divided on the issue of mainstream 

versus age-specific treatment. It is ambiguous covering the 

essential question of this research: whether elderly 

alcoholics should have special, age-specific treatment. 

Little information bearing on the issue has been exacted 

from practitioners on the front lines. Drawing on 

interviews with treatment staff in six states over 10 years 

ago, Hinrichsen (1984) concluded that no clear evidence 

suggested that elderly alcoholics would benefit less from 

mainstream treatment. 

The positive effectiveness of the standard components 

for alcoholism treatment in the United States have not been 

demonstrated, and yet the basic formula for treatment has 

not been changed in twenty years. 



Problematic use of alcohol in the elderly is 

underdiagnosed and historical screening procedures and 

instruments are not useful with this population. The CAGE 

questionnaire has been shown to be valid and reliable for 

the elderly and is the most sensitive and simplest to 

administer. 
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Abstinence is to be favored over controlled drinking as 

a treatment goal for elderly persons experiencing problems 

with the use of alcohol or other drugs. Treatment plans 

should consider needs based on both the point-in-time on a 

continuum of disease progression and advancement through the 

stages of recovery. Cognitive impairment is ever present as 

an issue in alcohol treatment for all ages. 

Common etiologic assumptions for the elderly must be 

questioned before founding treatment strategies based upon 

them. Dual diagnosis is not adequately addressed in the 

literature. The elderly have been and can be treated 

effectively with the younger, but maintenance of common 

differential diagnostic practices when making treatment 

placement is urged. 

Group therapy is widely endorsed in both mainstream and 

age-specific treatment of alcoholism. 



CHAPTER 3 

METHODS AND PROCEDURES 
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This study is a cross-sectional survey design. The 

population randomly sampled and surveyed is comprised of 

alcohol and other drug abuse counselors certified by member 

boards of the National Certification Reciprocity 

Consortium/Alcohol and Other Drug Abuse (NCRC/AODA), 

recently self-designated the International Certification 

Reciprocity Consortium (ICRC). The method consisted of a 

self-administered questionnaire mailed to subject 

respondents who were asked to complete and return it by 

mail. Overall theoretical and pragmatic guidance in the 

formatting, construction and implementation of the survey 

was supplied by Mail and Telephone Surveys: The Total 

Design Method (Dillman, 1978). 

The present research was declared exempt from review by 

the Human Subjects Committee of The University of Arizona 

(See Appendix G). 

Description of subjects 

At the time of sampling, the NCRC/AODA membership 

consisted of 43 certification boards, mostly states, but 

also including the Air Force, the Navy and Canada. All 

boards must maintain minimum standards for reciprocity 



eligible counselor certification. The population of these 

certified counselors numbered over 25,000. 

The current basic requirements for the AODA (alcohol 

and other drug abuse) combined credential are: 

1. 3 years full-time or 6,000 hours work experience 

counseling AODA clients. 

2. 270 clock hours of education in alcohol and other 

drug studies and counseling. 
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3. 300 hours included in internship or on-the-job 

supervised training in the 12 core functions of AODA 

counseling (i.e, screening, intake, orientation, 

assessment, treatment planning, referral, case 

management, education, counseling, crisis 

intervention, record keeping, consultation), minimum 

of 10 hours in each. 

4. Passing score on a nationally administered written 

test. 

5. Passing score on a standardized oral examination 

determining competency in the 12 core functions. 

Because the population sampled, sample number, and 

random sampling procedure in the present study essentially 

replicated a prior counselor role delineation study 

conducted by NCRC (1991), the respondent sample was expected 

to resemble biographically the actual respondents produced 

by the cited 1991 study. 
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From a list of over 25,000 certified alcohol and drug 

abuse counselors, 1,035 names were randomly selected. Of 

the 1,000 questionnaires distributed in the 1991 NCRC study, 

307 were completed and returned. 

At least 500 responses were expected to be returned in 

the present study, based upon results predicted by the 

Dillman "Total Design Method" (TOM). Also, it seemed 

reasonable to expect a higher response rate from this 

population due to the presumed greater interest for them 

generated by the survey content which focused on applied 

clinical issues in the present study. 

It was also expected that (a) the respondent population 

would be approximately 55 percent male and 45 percent 

female, (b) the most common education level would be a 

master's degree, and (c) the most common number of years 

experience would be 8-15 years. 

A wide range of employment settings was expected to be 

represented (i.e., therapeutic community, intensive 

outpatient, outpatient, detox only, inpatient treatment, 

private practice), the most common of which would be 

outpatient treatment and inpatient treatment (about equal). 

The predominant certification held would be the 

combined credential (very few counselors today hold alcohol

or drug-only certification). 

No numbers are currently available concerning 

counselors actually working in elderly-specific programs. 
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Such programs are known to be few. Twelve years ago, only 

12 were located in the entire country (Hinrichsen, 1984). 

Perhaps, the number has possibly since doubled; however, 

even information on extant programs io not widely 

disseminated. A recent periodical article (Bell et al., 

1990) flatly stated "there are no known programs for 

geriatric alcoholics, either in North America or England, at 

this time" (p. 12). The present survey included items 

designed to elicit relevant data in this area. 

Widner & Zeichner (1991) loosely peg the number of 

elderly currently in alcoholism treatment programs at 2-25%. 

Present survey questions were expected to provide more 

precise data within this expected range. 

By design, the core biographical survey questions 

repeated those used in the 1991 NCRC Role Delineation Study, 

as follows: 

1. Name 
2. Gender 
3. Age 
4. Work address 
5. (Home address) 
6. Years of experience 
7. Highest level of education 
8. Professional area of degree 
9. Self-identification as recovered or recovering 

10. Primary drug of choice for recovering counselors 
11. Salary level 
12. Part-time or full-time 
13. Specificity of practice 
14. Weekly use of time 
15. Ethnic background 
16. Alcohol/drug abuse related degrees held 
17. Years certified 
18. Primary practice setting 



A comparison of respondent attributes from both studies 

would provide an assessment of sample reliability. 

In all, 26 background items were included in the 

present survey, 3 of which specifically addressed serving 

elderly alcoholic clients. Other attribute questions 

assessing parameters of treatment experience included: 

1. Number of elderly alcoholics (55 or over) 
personally counseled during the past year. 

2. Number of all patients counseled during the past 
year. 

3. Number of patients treated by agency (if 
applicable) during the past year. 

4. Average length of stay or treatment (including 
aftercare) . 
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5. Number of full-time equivalent treatment personnel 
usually employed in facility/alcohol treatment 
program. 

Pool of questions 

The 56 additional items in the survey questionnaire 

were selected from a pool of 185 questions which were 

developed from the pertinent literature represented by the 

annotated bibliography presented in Appendix H. At least 

one question was drawn and fashioned from each of 

approximately 130 citations. This pool of questions is 

presented in Appendix A, wherein questions are arranged 

according to domains (to be discussed later) and identified 

by source author(s). Absent the citation sources which are 

here included, the questions were sent in this format to an 

expert panel for initial rating and selection purposes (also 

to be discussed later). 
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The questions are either directly posed by the cited 

author(s) in the source material, or the essential point of 

the question is presented as fact or conclusion, or the 

content of the citation suggested the item formulation and 

its relevance to the study. 

This method of item construction initially establishes 

some content, as well as face, validity both of which were 

examined by submitting the entire pool of questions to 

experts in the field who were asked to rate questions for 

operational suitability; that is, for both quality of 

construct, and for fit (i.e., appropriateness) in assigned 

domains. Two dissertation committee members also agreed to 

serve on this panel of experts and rate the questions. 

Expert panel 

Following an exploratory mailing in the summer of 1990 

to 125 published authorities in the fields of alcoholism 

and/or gerontology, correspondence was established with 

approximately 51 of these experts, some of whom had 

initially suggested various problems and limitations in the 

proposed study as it was then vaguely formulated. The 

further assistance of these experts was solicited utilizing 

principles of the TDM. 

A series of correspondence, with purposeful wording and 

precise temporal issuance, yielded 27 expert ratings of the 

entire pool of questions. 
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This series of mailings, identified by the number of 

weeks that elapsed after the original mailed, is described 

by Dillman (1978, p. 183) as follows: 

ONE WEEK: A postcard reminder sent to everyone. It 
serves as both a thank you for those who have responded 
and as a friendly and courteous reminder for those who 
have not. 

THREE WEEKS: A letter and replacement questionnaire 
sent only to nonrespondents. Nearly the same in 
appearance as the original mailed, it has a shorter 
cover letter that informs nonrespondents that their 
questionnaire has not been received, and appeals for 
its return. 

SEVEN WEEKS: This final mailing is similar to the one 
that preceded it except that it is sent by certified 
mail to emphasize its importance. Another replacement 
questionnaire is enclosed. 

The mailing to experts in the field provided rehearsal, 

an opportunity to become familiar with the TDM method which 

would be applied eventually in the main research project. 

Domains 

The entire pool of questions mailed to experts was 

clustered into groups judged by the writer to represent the 

following tendencies: 

1. CONSERVATIVE--preference and higher perceived 

efficacy for mixed-age treatment. 

2. DIFFERENTIAL--preference and higher perceived 

efficacy for age-specific treatment. 

3. GERONTOLOGIC--demonstratively knowledgeable about 

the elderly and their treatment issues. 



4. CONSONANT--compatibility, with an affinity toward 

working with elderly alcoholics. 
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The intent of measuring respondent replies in these 

relevant domains was to allow a finer correlational analysis 

of the survey harvest in order to answer the basic research 

and supporting questions (page 12), elicit unforeseen 

results, and suggest further investigations. 

Survey Questionnaire development: Expert ratings 

Enclosed in the packets sent to prospective expert 

raters was the entire pool of 185 questions and an 

instrument for rating them. The presentation to the experts 

was not the final construction or ordering of items. Not 

included were questions to be asked about respondent 

counselor characteristics and attributes. The experts were 

asked to rate on a scale of 1 (low) to 5 (high) the quality 

of each question, consider its overall applicability to the 

study, and, separately, to judge item relevance to domain 

with a simple "yes" or "no" to indicate whether or not a 

good fit in the assigned domain. Selected items designated 

"Random Informational" were also submitted for quality 

rating only to be considered for inclusion in the study. 

Experts were encouraged to make comments of any nature on 

the rating sheets, or suggestions for rewording or 

rearranging, substitution or elimination of items. 
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Only the rating sheets were asked to be returned. 

Stamped, preaddressed envelopes were included in packets. 

After the first rating sheets were returned and 

comments reviewed, it was decided to inform experts who had 

not yet responded they should consider the conservative! 

differential domains as one, because they clearly 

represented the opposite poles of a dichotomous variable, 

comprising the basic research question. 

Twenty-seven experts returned ratings, comments and 

suggestions, and voiced support for the study, even though 

many complained of the "tedious" effort required to rate 185 

questions. Given the difficulty of the request, this high 

response rate can be credited to the harvesting persistence 

inherent in the TDM. 

All questions selected for the questionnaire received a 

mean rating of 4.11 or higher for quality. Item selection 

was also influenced in favor of (a) a lower standard 

devia'tion and (b) a higher proportion (binary variable mean) 

of positive domain fit. 

Fifteen questions were selected from the conservative! 

differential pool, 11 from the gerontologic, 11 from the 

consonant, and 12 random informational questions. When all 

selected questions were finally reconstructed and carefully 

ordered according to principles of the TDM, and finalized by 

printing the finished questionnaire, the conservative! 

differential domain consisted of 25 items; the gerontologic, 
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18; the consonant, 15; and 24 items were considered random 

informational questions for analysis purposes. Several low

rated questions were also preferred by the writer and 

included under his license. 

Pilot testing 

A pilot testing of the questionnaire was completed, 

which employed eight experts who had volunteered to 

participate in this phase, plus five staff members at 

several well-known inpatient and outpatient treatment 

programs serving both mainstream and elderly-specific 

alcoholic populations, and two therapists in private 

practice. The pilot testing established additional face and 

construct validity and suggested final revisions in the 

selection and form of the survey items. 

Appendix D contains the expert panel list, item rating 

instrument, series of solicitation letters to experts, and 

the letter to pilot testers. 

Survey Questionnaire 

'The questionnaire (See Appendix E), pre numbered for 

mailing purposes only, was mailed with individually affixed 

first class postage stamps on typed-'addressed envelopes to 

1,035 randomly selected listings from a population of over 

25,000 alcohol and drug abuse counselors certified by member 

boards of the NCRC. Copies of the initial cover letter, as 
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well as the subsequent followup postcard and second and 

third letters, issued in accordance with the TDM schedule, 

are presented in Appendix F. All correspondence was 

personally signed by the writer. Offers to furnish 

respondents with a summary of early findings were extended. 

Precautions for preserving anonymity were expla.ined. A 

printed, preaddressed and prepaid return envelope was 

included with each questionnaire mailed. The questionnaire 

consists of approximately 82 items born of the pertinent 

literature, and 26 questions which elicit respondent 

background information. 

The questionnaire was printed on both sides of four 

8 1/2" x 14" pages of 20-pound bond white paper with a buff

colored cover, five sheets in all. All pages were stapled 

and folded in the middle to form a 7" x 8 1/2" booklet. Art 

work appears on the front and back of the buff cover, with 

the insides left blank. 

Of the original mailing list of 1035 names, 247 were 

found to be either duplicates, deceased or declared 

undeliverable by the post office. This resulted in a loss 

of 23.9% of the sample population, leaving a viable sample 

of 788 counselors. The total number of completed and 

returned questionnaires was 574, yielding a response rate of 

72.8%, which falls within the predicted range of response 

for careful followers of the TDM. 
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Data analysis 

The major research question is: What is the perception 

of alcohol and other drug counselors regarding the efficacy 

of mixed-age (mainstream) treatment versus age-specific 

treatment of the elderly alcoholic? The primary purpose of 

the study was to examine these perceptions of mixed-age 

(Conservative) treatment efficacy versus age-specific 

(Differential) treatment. Alpha level of significance was 

set at .05. 

The major research question was expressed by the 

variable represented by the Conservative/Differential domain 

of variables. In order to test for significance on the 

efficacy scale, analysis focused on the difference of the 

Conservative/Differential scale from 0, with a maximum of 2 

and a minimum of -2, to obtain a t statistic based on the 

mean and standard deviation. For the Conservative/ 

Differential domain, a low (negative) response indicated a 

mixed-age efficacy preference, and a high (positive) 

response signaled an age-specific choice. 

Responses to all questions in each of the three domains 

were weighted by the writer based upon values discerned from 

the literature and his own clinical experience. Analysis in 

all domains focused on the difference of the domain scale 

from 0, with a maximum of 2 and a minimum of -2. In the 

Gerontologic and Consonant domains, a low (negative) 

response indicated either less gerontologic knowledge or 



willingness to counsel the elderly, and a high (positive) 

response demonstrated greater knowledge or willingness. 

Supporting question 1 (Do high gerontologic raters 

perceive greater efficacy for age-specific treatment than 

low raters?): Investigated by correlation of the 

Conservative/Differential domain with the Gerontologic 

domain to obtain a Pearson Product Moment statistic. 
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Supporting question 2 (Do younger counselors perceive a 

greater efficacy for age-specific treatment than older 

counselors?): Test the possible effect of age on the 

Conservative/Differential score by regression analysis 

leading to an R-square. 

Supporting question 3 (Will amount of counselor 

education and experience predict willingness to counsel the 

elderly alcoholic?): Regression procedures were used to 

assess the effect of experience and education on the 

Consonant domain to produce R-squares. 

Supporting question 4 (Is there any difference between 

male and female willingness to counsel the elderly 

alcoholic?): Gender comparison on the Consonant domain was 

effected by means of a t test. 

Supporting question 5 (Are any subgroups of counselors 

more knowledgeable about elderly treatment issues?): To 

determine if subgroups could predict Gerontologic scores, 

age, education and experience were each regressed against 
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the Gerontologic domain score; gender difference was tested 

with the t statistic. 

The Gerontologic and Consonant domains were weighted so 

as to designate responses either low (negative) or high 

(positive) or neutral (zero) in these tendencies. 

The domains were correlated with each other to obtain 

Pearson Product Moment statistics testing strength of 

correlation among domains. 

A standardized coefficient alpha was developed for each 

domain to demonstrate reliability for the scales. 

Factor analysis was performed in an effort to discover 

any groupings of responses other than the domains which were 

research constructs developed by the writer. Attributes of 

the respondents, as well as answers to random informational 

questions, were analyzed using descriptive statistics of 

frequencies, percentages, modes, means and occasional 

rankings (See Appendix E). Some respondent characteristics 

are graphed and presented in Appendix C. 

Summary 

Counselor characteristics and expected results, as well 

as methods of item selection, expert ratings and survey 

pilot testing are described. Domains which indicate 

perceived counselor tendencies, and statistical tests 

employed in order to answer the main and supporting research 

questions are also outlined in this chapter. 



CHAPTER 4 

RESULTS 

This chapter will present results to answer the main 

research question and the five supporting questions. Some 

questions of relevance and interest which were posteriorly 

formulated will also be answered. 
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The analysis of these questions is based on the total 

574 usable responses (72.84%) from the 788 viable question

naires mailed initially on July 28, 1992, and included in 

subsequent mailings three and seven weeks later. 

Data were collected on respondent attributes and three 

domains: Conservative/Differential (Domain 1), Gerontologic 

(Domain 2), and Consonant (Domain 3). Also harvested were 

responses to 24 selected items originally labeled Random 

Informational in the pool of questions rated by experts. 

The tendencies established for domains are expressed in 

Chapter 3. Conservative (mainstream) preference was coded 

for a negative difference from a and Differential (age

specific) was coded for a positive difference. 

The three domains were correlated as shown in Table 1. 

Pearson Product Moment statistics for all three domains were 

significant at the 0.0001 level. Intercorrelations for each 

domain are generally positive. Alpha levels of significance 

for all findings were previously set at 0.05. 
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Major research guestion 

The primary purpose of the study was to examine the 

perception of alcohol and other drug counselors regarding 

the efficacy of mixed-age (mainstream) treatment versus age

specific treatment of the elderly alcoholic. This relation

ship is expressed by Domain 1, Conservative/Differential. 

To test preference, analysis focused on the difference of 

the Conservative/Differential scale from O. The t statistic 

obtained was 0.0232, based on a mean of 0.0003572 with a 

range of -1.48 to .65 on the domain scale and a standard 

deviation of 0.36072 for 551 completed responses. Statistic 

is not significant (P is .9815) (See Table 1). 

For the Conservative/Differential domain, item-total 

intercorrelations range from -.52 to .50, with most between 

.01 and .30. Table 2 lists descriptive statistics for the 

variables in the Conservative/Differential domain. The 

Conservative/Differential domain achieved a standardized 

coefficient alpha of .70 (See Table 3). 

When all responses to selected variables representing 

the Conservative/Differential domain are filtered through 

statistical analysis, the tendency to prefer age-specific 

treatment is not statistically significant. However, when 

forthright query of the research question (See Q-2.l, 

Appendix E) is made, 65% make the easy choice that elderly 

alcoholics do require specialized age-specific treatment 

programs; 25% (n=142) disagree, while 60 (10%) counselors 



Table 1 

Correlation of Three Domains 

Variable 

DOMAINl 
DOMAIN2 
DOMAIN3 

CORRELATION ANALYSIS 

3 'VAR' variables: DOMAINl DOMAIN2 DOMAIN3 

Simple Statistics 

N Mean Std Dev swn Mininru.m 

551 0.0003572 0.36072 0.19684 -1.48009 
554 0.00194 0.32526 1. 07547 -1.10324 
560 -0.00150 0.38332 -0.83848 -1.27708 

Pearson Correlation Coefficients I Prob > IRI under Ho: RhoaO 
I Number of Observations 

DOMAINl DOMAIN2 DOMAIN3 

DOMAINl 1.00000 0.43564 -0.50249 
0.0 • 0.0001 0.0001 

551 541 545 

DOMAIN2 0.43564 1. 00000 -0.2B465 
0.0001 0.0 0.0001 

S41 554 551 

DOMAIN3 -0.50249 -0.2B465 1.00000 
0.0001 0.0001 0.0 

545 551 560 
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Maximum 

0.65246 
0.82498 
1.29867 



Table 2 

Descriptive Statistics for 

Conservative/Differential Variables 

CORRELATION ANALYSIS 

24 'VAR' variables: 01_3 01_4 02_1 02_2 
05 06 07_1 07_2 
012_1 012_2 012_3 012_4 
012_7 012_8 012_9 012_10 

Simple Statistics 

Variable N Mean Std Dev Sum 

01_3 566 -0.68905 1.07364 -390.00000 
01_4 566 0.27739 1.12372 157.00000 
02_1 572 0.49825 1. 04622 285.00000 
02_2 573 -0.74869 0.88875 -429.00000 
02_3 567 0.60847 1.02191 345.00000 
03 432 -0.25000 1.98661 -108.00000 
05 554 0.42599 1. 95587 236.00000 
06 564 0.87943 1.66235 496.00000 
07_1 564 0.65957 1. 88979 372.00000 
07_2 558 0.89606 1.78964 500.00000 
07_3 564 1.26241 1.55261 712.00000 
011 554 0.92058 1.88095 510.00000 
012._~ 562 1.39146 1.12964 782.00000 
012_2 563 1.49556 1. 09410 842.00000 
012_3 557 0.32675 1.58712 1B2.00000 
012_4 563 1.1B295 1.26839 666.00000 
012_5 562 1. 06050 1.35100 596.00000 
012_5 562 0.20996 1.53115 118.00000 
012_7 563 1.54885 0.99233 872.00000 
012_9 562 1. 25267 1.25680 704.00000 
012_9 562 ' 1.30605 1.15575 734.00000 
012_~0 563 1.44227 1.0442B 812.00000 
012_!1 564 1.32270 1.18701 746.00000 
025 524 0.39885 1.06539 209.00000 

68 

02_3 03 
07_3 011 
012_5 012_6 
012_11 025 

Minimum Maximum 

-2.00000 2.00000 
-2.00000 2.00000 
-2.00000 2.00000 
-2.00000 2.00000 
-2.00000 2.00000 
-2.00000 2.00000 
-2.00000 2.00000 
-2.00000 2.00000 
-2.00000 2.00000 
-2.00000 2.00000 
-2.00000 2.00000 
-2.00000 2.00000 
-2.00000 2.00000 
-2.00000 2.00000 
-2.00000 2.00000 
-2.00000 2.00000 
-2.00000 2.00000 
-2.00000 2.00000 
-2.00000 2.00000 
-2.00000 2.00000 
-2.00000 2.00000 
-2.00000 2.00000 
-2.00000 2.00000 
-2.00000 2.00000 



Table 3 

Coefficient Alpha for. 

Conservative/Differential Domain 

CORRELATION ANALYSIS 

Cronbach Coefficient Alpha 

for RAW variables : 0.684127 
for STANDARDIZED variables: 0.698788 
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Raw Variables Std. Variables 

Deleted 
Variable 

Correlation 
with Total Alpha 

Correlation 
with Total Alpha 

------------------------------------------~-----------------------01_3 0.187023 0.678820 0.186172 0.694793 
01_4 0.278682 0.672250 0.265873 0.688130 
02_1 0.344863 0.668276 0.326700 0.682960 
02_2 -.238095 0.702135 -.252351 0.729302 
02_3 0.228337 0.676190 0.227463 0.691356 
03 0.243800 0.676043 0.246232 0.689783 
05 0.216970 0.679189 0.199245 0.693708 
06 0.201768 0.678942 0.182254 0.695117 
07_1 0.200301 0.680674 0.192769 0.694246 
07_2 0.081571 0.693120 0.073533 0.704001 
07_3 0.167494 0.681783 0.157634 0.697149 
011 0.322324 0.665780 0.321432 0.683411 
012_1 0.317793 0.669366 0.329199 0.682746 
012_2 0.287403 0.671817 0.295940 0.685584 
012_3 0.254034 0.673270 0.276809 0.687206 
012_4 0.314461 0.668577 0.320424 0.683497 
012_5 0.328996 0.666786 0.347093 0.681211 
012_6 0.292841 0.669386 0.328613 0.682797 
012_7 0.366744 0.667485 0.378645 0.678488 
012_8 0.353741 0.665437 0.385097 0.677929 
012_9 0.358627 0.666080 0.382578 0.678147 
012_10 0.243461 0.675104 0.251160 0.689369 
012_11 0.348663 0.666517 0.377996 0.678544 
025 0.183230 0.679080 0.168783 0.696230 
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of the 572 total respondents to this item indicated they had 

no opinion on the core issue. 

Supporting guestion 1 

A high gerontologic rating was expected to correlate 

positively with a preference for age-specific (Differential) 

treatment. This hypothesis was confirmed by the study 

(Pearson Product Moment statistic .43; P is 0.0001) (See 

Table 1). 

The Gerontologic domain developed item-total inter

correlations ranging from -.46 to .57. Most intercorre

lations fall between .01 and .15. Table 4 lists descriptive 

statistics for the variables in the Gerontologic domain. 

The standardized coefficient alpha for the Gerontologic 

domain was .52 (See Table 5). The 554 responses on the 

domain scale averaged .00194 with a range of -1.10 to .82 

and a standard deviation of .33 (See Table 1). 

Supporting guestion 2 

Younger counselors were expected to perceive greater 

efficacy of age-specific treatment than older counselors and 

prefer that modality. The demographic variable of interest 

was the possible effect of age on the Conservativel 

Differential score. Regression analysis led to an R-square 

of 0.0026 (P is .2350) which was not significant. 



Table 4 

Descriptive Statistics 

for Gerontologic Domain 

CORRELATION ANALYSIS 

19 'VAR' Variables: 02_4 02_5 07_4 07_5 
016 018 019_1 019_2 
019_5 021_1 021_2 021_3 
022_3 

Simple Statistics 

Variable N Mean Std Dev Sum 

02_4 570 0.70877 0.93521 404.00000 
02_5 571 0.29072 0.98385 166.00000 
07_4 560 1.11964 0.81684 627.00000 
07_5 561 0.55615 0.79111 312.00000 
07_6 554 -0.10469 0.84186 -58.00000 
014 565 1.53982 1.15497 870.00000 
016 575 -0.66435 1.88808 -382.00000 
018 558 1.54122 0.74909 860.00000 
019_1 566 1.12721 0.83172 638.00000 
019_2 566 1.32155 0.73047 748.00000 
019_3 562 1.24555 0.79449 700.00000 
019_4 565 1.46549 0.70783 828.00000 
019_5 562 1.20107 0.76263 675.00000 
021_1 563 0.55062 0.87401 310.00000 
021_2 562 0.22776 1.14138 128.00000 
021_3 562 0.99466 0.90452 559.00000 
022_1 567 -1.49206 0.71297 -846.00000 
022_2 566 1.31979 0.74918 747.00000 
Q22_3 562 0.57295 0.84599 322.00000 
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07_6 014 
019_3 019_4 
022_1 022_2 

Minimum Maximum 

-2.00000 2.00000 
-2.00000 2.00000 
-2.00000 2.00000 
-2.00000 2.00000 
-2.00000 2.00000 
-2.00000 2.00000 
-2.00000 2.00000 
-2.00000 2.00000 
-2.00000 2.00000 
-2.00000 2.00000 
-2.00000 2.00000 
-1.00000 2.00000 
-1.00000 2.00000 
-2.00000 2.00000 
-2.00000 2.00000 
-2.00000 2.00000 
-2.00000 2.00000 
-2.00000 2.00000 
-2.00000 2.00000 



Table 5 

Coefficient Alpha 

for Gerontologic Domain 

CORRELATION ANALYSIS 

Cronbach Coefficient Alpha 

for RAW variables : 0.423735 
for STANDARDIZED variables: 0.523784 
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Raw Variables Std. Variables 

Deleted 
Variable 

02_4 
02_5 
07_4 
07_5 
07_6 
014 
016 
018 
019_1 
019_2 
019_3 
019_4 
019_5 
021_1 
021_2 
021_3 
022_1 
022_2 
022_3 

Correlation 
with Total 

0.0943'41 
0.054096 
0.156152 
0.117140 
-.209137 
0.079306 
-.031268 
0.168372 
0.446958 
0.438213 
0.468351 
0.421240 
0.402537 
0.152134 
-.144994 
0.217212 
-.205413 
0.188484 
0.154752 

Alpha 

0.417353 
0.427387 
0.404300 
0.412275 
0.476390 
0.424089 
0.499852 
0.402966 
0.341006 
0.352397 
0.339920 
0.357725 
0.356675 
0.404502 
0.483459 
0.389348 
0.466687 
0.399199 
0.404237 

Correlation 
, with Total 

0.094745 
0.075446 
0.167514 
0.137695 
-.219394 
0.091306 
-.028401 
0.192783 
0.501055 
0.494438 
0.528654 
0.463927 
0.453836 
0.176913 
- .145655 
0.219922 
-.235990 
0.196990 
0.175048 

Alpha 

0.523226 
0.526627 
0.510209 
0.515581 
0.575971 
0.523834 
0.544560 
0.505616 
0.446471 
0.447803 
0.440887 
0.453906 
0.455912 
0.508505 
0.564080 
0.500641 
0.578607 
0.504848 
0.508844 
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Supporting question 3 

It was expected that the more education and experience 

the counselor possesses, the greater likelihood of 

willingness to counsel elderly alcoholics. Neither 

education nor experience were able to predict willingness to 

counsel the elderly. Regression procedures were used to 

assess the effect of experience on the Consonant domain. 

R-square was 0.0001 which was not significant with a P of 

.8407. Likewise, education against the domain achieved an 

R-square of 0.0002 (P is .7510). 

Variables in the Consonant domain had item-total 

intercorrelations in the range from -.18 to .76, with most 

between .01 and .20. Descriptive statistics for these 

variables are to be found in Table 6. 

The Consonant domain developed a standardized 

coefficient alpha of .55 (See Table 7). The mean for this 

domain was -.00150. Responses on the domain scale were 

dispersed in a range from -1.28 to 1.29 with a standard 

deviation of .38 (See Table 1). 

Supporting question 4 

Women were expected to be significantly more willing to 

counsel the elderly than men. Gender did predict 

willingness (consonance), but being female correlated 

negatively with consonance (scores averaged -0.0332); males, 

positively (average .0306). The standard deviation for 



74 

Table 6 

Descriptive Statistics 

for Consonant Domain 

CORRELATION ANALYSIS 

14 'VAR' Variables: 01_1 01_2 01_5 02_6 02_7 02_8 
017 020 021_4 021_5 021_6 021_7 
022_6 023 

Simple Statistics 

Variable N Mean Std Dev Sum Minimum Maximum 

01_1 571 -0.05954 1.18468 -34.00000 -2.00000 2.00000 
01_2 569 -1.13884 0.87415 -648.00000 -2.00000 2.00000 
01_5 570 -1. 07719 0.85977 -614.00000 -2.00000 2.00000 
02_6 571 0.41156 1.17450 235.00000 -2.00000 2.00000 
02_7 572 -0.50350 1. 01563 -288.00000 -2.00000 2.00000 
02_8 570 -0.20351 1. 02893 -116.00000 -2.00000 2.00000 
017 575 0.72000 1.86753 414.00000 -2.00000 2.00000 
020 545 1.03486 1.03286 564.00000 -2.00000 2.00000 
021_4 557 -0.82944 1. 82153 -462.00000 -2.00000 2.00000 
021_5 560 -0.80000 1.83467 -448.00000 -2.00000 2.00000 
021_6 560 -0.88571 1.79479 -496.00000 -2.00000 2.00000 
021_7 560 -1.05000 1. 70373 -588.00000 -2.00000 2.00000 
022_6 562 0.56050 1.20932 315.00000 -2.00000 2.00000 
023 575 -0.24000 1.98728 -138.00000 -2.00000 2.00000 



Table 7 

Coefficient Alpha 

for Consonant Domain 

CORRELAT!ON ANALYSIS 

Cronbach Coefficient Alpha 

for RAW variables : 0.540473 
for STANDARDIZED variables: 0.554027 
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Raw Variables Std. Variables 

Deleted 
Variable 

01_1 
01_2 
01_5 
02_6 
02_7 
02_8 
017 
020 
021_4 
021_5 
021_6 
021_7 
022_6 
023 

Correlation 
with Total 

0.194722 
0.279328 
0.255489 
0.187476 
0.283646 
0.302165 
0.200753 
-.218796 
0.254493 
0.262723 
0.219941 
0.257675 
0.220952 
0.215701 

Alpha 

0.523926 
0.515552 
0.518956 
0.525235 
0.511620 
0.508444 
0.524438 
0.584434 
0.509037 
0.506723 
0.518492 
0.508225 
0.519094 
0.521508 

Correlation 
with Total 

0.219979 
0.288606 
0.275952 
0.191434 
0.304339 
0.319974 
0.198691 
-.221661 
0.239911 
0.256583 
0.189519 
0.243370 
0.238107 
0.225166 

Alpha 

0.533357 
0.518878 
0.521575 
0.539271 
0.515506 
0.512137 
0.537774 
0.618117 
0.529189 
0.525679 
0.539666 
0.528463 
0.529567 
0.532275 
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females was .3799; for males it was .3854. The t statistic 

was -2.2062, which has statistical significance (P is 

.0278). 

Supporting question 5 

There was not expected to be any difference between 

subgroups of counselors on knowledge about elderly treatment 

issues. However, predictability for scores in this domain 

(Gerontologic) was found in certain subgroups of counselors 

as follows: 

To determine if age predicted the score for this 

domain, age was regressed against the domain score. R

square was significant at 0.0085 (P is .0329). 

Possible gender differences on the Gerontologic domain 

were tested with the t statistic. Female scores reached a 

mean of 0.0682 and males scored an average of -0.0785; t 

equaled 5.3763, which was statistically significant (P is 

.0001). 

Education was regressed against the Gerontologic 

domain, with the R-square obtained equalling 0.0092. This 

statistic was significant with a P of .034. 

Factor analysis 

Factor analysis revealed 19 factors rather than the 

three domains. Given that the coefficient alphas showed 

moderate reliability for the three scales, and that the 
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scales were moderately intercorrelated, factor analysis did 

not add useful information about the scales. The results 

from factor analysis did reveal information that is expected 

to assist the writer in the revision of the survey scales 

when that desirable task is undertaken in the future. 

Effect of the Dillman Total Design Method 

As was expected, the response rate following the final 

certified letter (third) to nonrespondents was higher than 

results obtained from either the initial or second letter, 

or the post card followup. Of interest in the study was the 

possibility that the period of time between the initial 

mailing of the survey and the individual's response may have 

a differential impact on domain scores. To analyze this 

point, regression analyses were performed for the days for 

return and each domain score. For Conservative/ 

Differential, the R-square obtained was 0.0004 (P is .6407); 

for Gerontologic 0.0015 was obtained as the R-square (P is 

.3677); and Consonance developed an R-square equal to 0.0024 

(P is .2604). Scores for the three domains were not 

predicted from the number of days since the survey mailing. 

Questionnaire item responses 

Twenty-four Random Informational survey items were not 

included as variables in any of the preceding statistical 

analyses. These results, in addition to other respondent 



(demographic) attributes not statistically manipulated 

previously, are included in the complete presentation of 

responses in Appendix E. 
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Bar charts of respondent characteristics are presented 

in Appendix C. 

Summary 

The three domains were correlated and produced Pearson 

Product Moment statistics all of which were significant at 

the 0.0001 level. In answer to the main research question, 

a tendency to prefer age-specific treatment was not 

statistically significant. A high gerontologic rating 

predicted preference for age-specific treatment. Younger 

counselors did not show greater preference for age-specific 

treatment. Neither education nor experience predicted 

willingness to counsel the elderly alcoholic. Males were 

more willing than females to counsel the elderly. Three 

counselor subgroups predicted knowledge about elderly 

treatment issues: (a) Older counselors had higher 

gerontologic scores, (b) females were more knowledgeable 

than males, and (c) education predicted greater knowledge 

about elderly treatment issues. 

Factor analysis produced 19 factors which did not add 

useful information about domain scales. Length of response 

time from the initial mailing of questionnaires did not 

predict domain scores. 



CHAPTER 5 

DISCUSSION 
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This chapter presents a discussion of the study with 

implications in the fields of gerontology, substance abuse, 

research and education. These areas tend to blend one into 

the other without distinction. Future research suggestions 

are also proposed. 

Counselor perceptions are really biases, albeit 

informed and clinically relevant. No proof of efficacy 

could be inferred by any expected or unexpected findings of 

the study. The study was undertaken to broaden the base of 

knowledge about treatment of the elderly alcoholic. It was 

not the intent to settle the debate regarding either the 

criticality or need for elderly-specific treatment 

programming polarized by the works of Janik and Dunham 

(1983) and Kofoed et al. (1987). Rather it was thought 

better to illuminate the issue. The writer's prejudice was 

established that to bring the line counselor into the 

informational loop and research knowledge base could only 

enhance improvement of future program design and refinement 

of effective treatment strategies. 

Research strategies 

A random sample of 788 addiction counselors certified 

by 43 state certification boards from a nationwide 



population of over 25,000 was persistently solicited to 

participate in a survey addressing elderly (55 years and 

older) alcoholic treatment issues. Data was analyzed from 

the total 574 responses (72.8%). 

Extensive respondent attributes were gathered, and 

selected variables were clustered into three domains which 

indicated tendencies: (a) Conservative (mainstream)1 

Differential (elderly specific), (b) Gerontologic 

(knowledgeable about elderly treatment issues), and (c) 

Consonant (willing to counsel the elderly). 
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Results are representative and generalizable based 

upon the response rate of 73%. This rate is higher than 

originally expected when the research project was first 

proposed; that expectation simply echoed the response to the 

1991 NCRC role delineation study for alcohol and other drug 

abuse (AODA) counselors. The more modest expectation 

preceded the decision to utilize the Dillman total design 

method (TDM), along with its greater expenditures in time 

and resources, and the anticipation of this more favorable 

result. 

This response rate is particularly notable considering 

the 113 separate entries solicited by the questionnaire, 

some of which required considerable respondent effort. In 

short, the questionnaire's length defies generally 

recommended limits of subject tolerance (Dillman, 1978). 

Perhaps the advent of professional commitment by the target 



population and current relevance of the research subject 

matter had coincidental impact on the exceptional 

productivity of the survey. In any event, the knowledge 

base has been enriched. 

Validity of perceptions 
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An examination of the overall characteristics of 

respondent counselors in this study lends substantial weight 

to the validity of their perceptions. Females responded to 

the present survey at nearly a 55% rate; males, 45%. The 

median age is 46. The most common amount of experience is 

9-15 years, a firm statement of expertise on which 

perceptions are based. Ages ranged from 27-76 years. 

Nearly a quarter of respondents were 55 years or older. 

Sensitivity and empathy for problems experienced by the 

elderly alcoholic may have motivated this older segment to 

participate in disproportionate numbers, perhaps ultimately 

bearing on the issue of representation. 

A master's degree was the most common level of 

education obtained. Some kind of college degree is held by 

three-fourths of the counselors. In contrast with the 

characteristic counselor of the seventies who was 

principally experientially qualified (i.e., recovering) and 

essentially undisciplined and inadequately trained, the 

certified AODA counselor of the nineties assumes 

professional stature. 



Most counsel all ages (mainstream); 39 respondents 

(7.2%) characterized themselves only counseling alcoholics 

55/65 and older, potentially a rich vein for future 

research. The most common amount of actual clock hours in 

specific gerontology studies was 20-30 hours (24%). 

Limitations 

The use of age 55 for demarcation of the elderly does 

limit comparability with other studies with similar 

objectives. 

The study failed to explore issues of polysubstance 

abuse or polypharmacy, which would have defocussed the 

research. 
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Results from the data analysis were compromised by the 

use of negatively correlated items which reduced coefficient 

alphas. The negative weighting of responses keyed to 

identify Conservative (mainstream) preference further 

compounded this problem. 

The domains constitute a research construct designed by 

the writer to investigate their own usefulness. The domains 

were fashioned, as were the variables (questions) 

themselves, out of an immersion in the pertinent literature, 

guided by 17 years of clinical experience. 

The 306 respondents who indicated they had received any 

actual clock hours of elderly/gerontology studies (See Q-40, 

Appendix E) were not isolated for analysis, which could have 



been expected reasonably to produce a higher mean positive 

score on the domain (Gerontologic) indicating greater 

knowledge about the elderly and their treatment needs. 

Planned analysis will pursue this. 

83 

AODA counselors certified by NCRC state boards are not 

the total population of addiction counselors in the United 

states, certified or noncertified. Of the other few state 

and national boards, many maintain less demanding training 

and educational requirements, some establish requirements 

which exceed NCRC standards. Although important to note, 

the omission of these counselors from the population is not 

a serious threat to external validity. 

The loss of the "undeliverables" caused a 24% decrease 

in the original sample population mailing list, suggesting 

some diminution in the power and credibility afforded by the 

sample size. However, because present respondent attributes 

closely resemble those which described 1991 NCRC role 

delineation survey respondents, no significant difference 

from the population was presumed. Also, the high response 

rate obviated the need to sample nonrespondents and test for 

different attributes. 

Important markers of successful treatment, aftercare 

and Alcoholics Anonymous followup were addressed in the 

survey with a single item (0-7.2). They should have been 

separated. More counselor respondents (44%) rated elderly 

alcoholics demonstrating less compliance than the younger in 
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this area against those counselors who perceived the rate as 

equal (27%), or more (29%). The question is confounded and 

the answers confusing. Goby (1978), in a study which 

sampled 216 elderly alcoholics who received treatment in a 

single inpatient setting in 1976, found followup involvement 

in AA identical with other populations, but fewer elderly 

participated in outpatient aftercare. Clearly, the need to 

track compliance with each of these referral objectives is 

indicated for both clinical and research considerations. 

Implications 

It is difficult to explain why the majority of 

counselors (56% versus 44%), in agreement with Hinrichsen 

(1984), Janik and Dunham (1987), and Koewler (1982), could 

perceive more similarities with younger alcoholics than 

differences; then, nevertheless, conclude oppositely and 

overtly recommend age-specific treatment programming. In 

light of the analysis of the more subtle Conservative/ 

Differential domain responses, which does not indicate so 

clear a preference, the easy choice conceivably could have 

been made with this especially isolated and straight

forwardly worded item. A cohort effect could also endure 

from the seventies (the median age of respondent counselors 

is 46 years) when sentiment and funding availability favored 

special treatment for myriad groups. Caregivers by their 

nature want to give special care. 
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More than one-half of certified counselors do not 

consider themselves as a class adequately trained to work 

with the elderly, nor do they rate their peers as perceiving 

themselves competent to assess, diagnose, counsel and 

properly refer the elderly alcoholic (See Q-51, Appendix E). 

Counselors do show some willingness to work with the 

elderly, but not convincingly so. The mean response for the 

Consonant domain is negative (-0.00150); yet the consensus 

(Q-2.6) is that all counselors should work with all ages (a 

shift away from ageism or segregation). 

The need for more gerontological studies in counselor 

education is clearly established. Colleges, universities, 

counselor training programs, workshops and conferences 

offering continuing education, and inservice programs all 

must dedicate commensurate curricula portions to meet this 

gerontologic deficit. Program directors and supervisors can 

easily ascertain and address training needs of line staff 

counselors. The growth in numbers of elderly and the 

burgeoning elderly alcohol problem predicates new education 

responses. However, according to results of the present 

study, an increase in the gerontologic acumen of counselors 

would predict a growth in numbers of those who would 

advocate the referral to, or development of, elderly 

specific treatment programs. 

Zimberg (1984) said that specialized alcohol programs 

for the elderly may be the most effective means of 
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delivering services to this population on a large scale. 

Respondent counselors agree with this speculation (See 0-11, 

Appendix E). Which is not to say that cost-benefit 

effectiveness, or efficiency, is even indicated at the 

present time (Schonfeld & Dupree, 1990). Cost may be the 

single biggest obstacle in the near future to any great 

movement toward elderly-specific public sector program 

development. The private for-profit and not-for-profit 

providers will always be willing to meet the demands of 

willing payors. Medicare now will cover repeated inpatient 

detoxications and, under certain conditions, two attenuated 

inpatient treatment experiences in a lifetime, but not 

outpatient treatment for chemical dependence provided by 

freestanding (i.e., nonhospital-based) clinics (King, 

Alpeter, & Spada, 1986). 

Most present-day physical treatment facilities are in 

need of modification in order to better serve the elderly 

according to the survey. Distance from present provider 

settings ranks third on four perceived barriers to treatment 

for the elderly; professional pessimism about outcomes ranks 

highest (0-21.4 to 21.7, Appendix E). Most treatment 

settings are accessible to public transportation, which 

serves the elderly needs well. Increased courage to 

intervene and refer will also serve them better. Kofoed and 

Atkinson (1984) oppose referral to the mainstream of AA, but 

69% of respondent counselors disagree. Half of them also 
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recommend referral to AA groups of predominantly elder 

peers. The same proportions of counselors also think age

specific program services should be provided both at alcohol 

and other drug treatment centers and also at senior citizen 

centers. 

The issue of confronting denial in elderly alcoholics 

has become pivotal in discussions about their treatment. 

Brisset (1988) critically reviews denial itself as a 

psychological construct meant to gain and exercise social 

control by those who invented it. Nevertheless, the degree 

in which denial persists becomes a primary indicator of 

progress in the nation's prevailing treatment modalities. 

Nearly all respondent counselors (98%) chose not to 

eliminate existing techniques for breaking through denial 

when working with the elderly. They are supported by a host 

of sources (Amodeo, 1990; Canter & Koretsky, 1989; Cohen, 

1988; Miller, Belkin, & Gold, 1991; Newman-Ampel, 1988; 

Peluso & Peluso, 1989; Robertson, 1989; Schuckit, 1982, 

1990; Sumberg, 1985; Thienhaus & Hartford, 1984). The issue 

will remain contentious for some, primarily the more 

renowned advocates of age-specific programming, but there is 

need of more solid research to justify elimination of these 

techniques (and entrenched counselor habit) employed when 

treating the elderly. It is true (as discussed in Chapter 

2) that the effectiveness of current confrontation 

techniques has not been demonstrated scientifically. This 



issue will be revisited in the discussion of future 

research. 

Future research 
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Seventy respondent counselors reported the existence of 

seventy separate, not necessarily different, research 

evaluations of treatment efficacy of mixed-age and/or 

elderly specific treatment (See Q-9, Appendix E). 

Respondents indicated that these followup studies revealed 

outcomes for the elderly not significantly different from 

younger patients (See Q-10, Appendix E). Previously 

published research has reported similar findings. Compila

tion of results of these newly identified evaluation studies 

could substantiate the interpretation that elderly do fare 

well presently in predominately mainstream programs. 

A treatment method menu was presented to respondents 

for rating of perceived treatment effectiveness with elderly 

alcoholics (Q-24, Appendix E). Of the 12 methods listed, 6 

have been identified by Miller and Hester (1980) as standard 

treatment practice in the United States (i.e., clincially 

supported) but not supported by scientific research. The 

nonsupported methods are: Alcoholics Anonymous, individual 

counseling, alcohol education, group therapy, confrontation 

and the use of disulfiram. Alcoholics Anonymous, the most 

common method, has never been subjected to rigorous 

scientific scrutiny because the necessary data is not 



collected within the loosely organized and extremely 

confidential meetings, about which records are not kept. 
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The first four of these methods identified by Miller 

and Hester as not scientifically supported are ranked in the 

same order by respondents as the most effective treatment 

methods for the elderly. (This same ranking would 

conceivably result from posing the question to cover 

mainstream treatment because they constitute standard 

treatment practice in the United States.) Ranked fifth in 

the present study is marital and family therapy, which is 

supported as effective by other research, and here rated 

important by 93% of respondent counselors. The five other 

research-supported treatment methods trail down the rankings 

from sixth to twelfth, interspersed by confrontation (ninth, 

unsupported) and disulfiram (eleventh, unsupported). 

Aversion therapies, which are supported by research, rank 

the lowest overall as a counselor-perceived effective 

treatment method. Once extremely popular in this country, 

aversive treatment programs are lately out of vogue in 

mainstream practice, and certainly they are contraindicated 

for physically compromised elderly alcoholics. Given the 

positive generic efficacy suggested by prior scientific 

investigations, three of the other supported treatment 

methods--specifically, community reinforcement approach, 

stress management, and social skills training--in addition 

to marital and family therapy already mentioned, are also 



components worth consideration in the future design, 

development, implementation and evaluation of elderly 

treatment tracks within mainstream programs, new elderly 

specific ventures and the remodeling of established age

specific programs. 

Summary 
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The discussion in this chapter covered research 

strategies utilized, validation of counselor perceptions, 

limitations of the study, implications of findings, and 

possibilities for future research. The decision to follow 

the Dillman total design method of mail survey produced a 

high response rate with representative and generalizable 

results. The counselor attributes demonstrated high levels 

of expertise to validate their perceptions. External 

validity remained unthreatened even though all counselors 

were not sampled and the original sample population was 

diminished by 24%. Respondents perceived alcoholics as 

similar across all ages; yet, inexplicably, they overtly 

preferred age-specific treatment for the elderly, and they 

believed that modality to be the most effective means of 

large-scale service delivery. Analysis of the more subtle 

Conservative/Differential domain did not indicate such clear 

preference; a counselor cohort effect was suspected. 

Confrontation of elderly alcoholic denial was supported. 

Foci and loci of future research were identified. 
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APPENDIX A 

POOL OF QUESTIONS 

CONSERVATIVE QUESTIONS 

(Atkinson & Kofoed, 1984) 
6. To which should elderly patients be referred? 

1. mainstream groups of Alcoholics Anonymous 
2. AA groups of predominantly elder peers 

(Beresford et al., 1988) 
10. How is the elderly patient more likely to perceive 
him/herself? 

1. a "bad" person trying to get "good" 
2. a "sick" person trying to get "well" 

(Brisset, 1988) 
18. Does utilization of the concept of "denial" present an 
effective therapeutic strategy in the treatment of the 
elderly alcoholic? 

(Curtis et al., 1989) 
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26. In your experience, do the elderly alcoholics remain in 
treatment longer than the younger? 

(Curtis et al., 1989) 
27. Do the elderly maintain abstinence longer? 

(Curtis et al., 1989) 
28. Do you consider these outcomes (in No. 26 & No. 27. 
above) in any way a function of age-specific or mixed-age 
(mainstream) treatment? 

(Gallant, 1987) 
55. Is it more, less or no different in importance (compared 
to the younger) to help the elderly alcoholic family members 
and/or significant others to understand brain impairment 
caused by alcohol abuse? 

1. more 
2. less 
3. no different 

(Giordano & Beckham, 1985) 
60. If you have a clear idea/definition of what the category 
"late-onset alcoholic" means, do you think special treatment 
techniques/modalities are indicated for this type? 

1. special treatment needed 
2. no special treatment needed 
3. no opinion or don't know 



(Goby, 1978) 
62. How do elderly alcoholic patients compare with younger 
in their follow through with aftercare and Alcoholics 
Anonymous? 

1. better 
2. worse 
3. about the same 

(Gomberg, 1982) 
63. Will commonsense modification of present treatment 
techniques suffice for the treatment of the elderly 
alcoholic? 

(Gulino & Kadin, 1986) 
70. Compared to younger alcoholics, what should be the 
length of treatment for the elderly? 

1. longer 
2. shorter 
3. about the same 

(Gulino & Kadin, 1986) 
71. What should be the intensity of treatment? 

1. less 
2. more 
3. about equal 

(Kofoed et aI, 1984) 
93. In mixed-age (mainstream) group therapy seSSions, are 
significantly special counselor skills required to respond 
differentially to the varied requirements of older and 
younger group members? 

(Mezochow et ale 1987) 
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106. Following detoxication, what lengths of initial primary 
treatment are generally required by the elderly as compared 
to younger alcoholics? 

1. shorter 
2. lengthier 
3. about the same 

(Miller & Hester, 1986) 
108. Notwithstanding the particular treatment setting in 
which you work, compared to younger alcoholics what is your 
impression of the requirement of inpatient treatment for the 
elderly alcoholic following detoxication? 

1. smaller proportion require inpatient 
2. greater proportion require inpatient 
3. about the same amount require inpatient 
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(Moos & Finney, 1983) 
113. Selection of an appropriate treatment method should be 
determined partly by the match between the cognitive demands 
of the treatment and a patient's current cognitive ability. 
Regarding the elderly alcoholic, is this 

1. more true 
2. less true 
3. equally true 

(Rix, 1982) 
146. Do you see more similarities or more differences 
between elderly and younger alcoholics? 

1. more differences 
2. more similarities 
3. about the same 

(Robinson & Schonfeld, 1990) 
149. Compared to younger patients, are the elderly more 
resistant to being labelled "alcoholic"? 

(Rosin & Glatt, 19711 
150. Is the following statement any more true for the 
elderly alcoholic than for the younger? The seriousness of 
drinking problems in old age depends on general health and 
social support of the person as well as on the effects of 
the alcohol. 

1. more true 
2. less true 
3. about equally true 

(Schuckit, 1980) 
158. Do you agree that the majority of elderly alcoholics in 
treatment are, can be, and should be treated in mainstream 
(mixed-age) programs, with some commonsense modifications to 
address age-related issues? 

1. agree 
2. disagree 
3. no opinion 

(Schuckit, 1980) 
159. With what part of the above statement would you 
disagree? 



(Stern & Kastenbaum, 1984) 
165. Is social involvement or resocialization less or more 
likely to be an important ingredient in the rehabilitation 
of older alcoholics when compared to the younger? 

1. much less 
2. less 
3. same 
4. more 
5. much more 

(Zimberg, 1978) 
178. In your experience, do confrontational techniques 
designed to break through denial work equally well for the 
elderly alcoholic? 

1. techniques work less well 
2. techniques work better 
3. techniques work equally well 

(Zimberq, 1978) 
179. Is there a need to modify or eliminate techniques 
designed to break through denial when working with the 
elderly alcoholic? 

1. modify techniques 
2. eliminate techniques 
3. don't know or no opinion 

(Zimberq, 1988) 
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185. In your experience, do elderly alcoholics from higher 
socioeconomic positions appear to experience fewer of the 
social and economic stresses of aging and therefore respond 
better to more alcoholism-specific approaches to treatment? 

1. agree 
2. disagree 
3. don't know or no opinion 

DIFFERENTIAL QUESTIONS 

(Berliner, 1987) 
11. Overall, does the elderly patient in a mainstream group 
therapy setting consistently perform "roles" that 
significantly differ from the younger patient? 

(Blose, 1978) 
14. Do elderly alcoholics require specialized treatment 
programs? 
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(Blose, 1978 
15. If so, where should these programs be provided? 

1. At alcohol and other drug treatment centers 
2. As part of senior citizen centers 

( Brody, 1981) 
19. Does the older alcoholic patient worry any more than the 
younger patient about health, finances, or any of the other 
difficulties to which he or she is subject? 

1. worries more 
2. worries less 
3. about the same 

(Cohen, 1988) 
24. Dealing with the elderly alcoholic must be quite 
different from dealing with the younger alcoholic. 

1. true 
2. false 
3. don't know or no opinion 

(Drew, 1968) 
30. Would elderly alcoholics recover just as well on their 
own, with no treatment, except for medical or social 
detoxication for acute episodes? 

(Duckworth & Rosenblatt, 1976) 
32. Which is the better strategy in treating the elderly 
alcoholic? 

1. Be direct (at the risk of sounding harsh) 
2. Deal in circumlocution (in an effort to mollify 

impact)? 

(Dunlop et al., 1989) 
34. In treating the elderly alcoholic, do you believe a 
slower change of pace is required? 

(Dunlop et al., 1989) 
35. Is more repetition required? 

(Etemad, 1980) 
44. Contrary to the treatment of younger alcoholics, the 
fulfillment of dependencies in older alcoholics is quite 
helpful and therapeutically advantageous. Later in the 
treatment the patients may recognize, appreciate, and more 
willingly remove themselves from this dependent 
relationship. 

1. agree 
2. disagree 
3. don't know or no opinion 
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(Gomberg, 1982} 
64. Should elderly alcoholics be treated for their alcohol 
problems or for the environmental stresses that precipitated 
the problem? 

__ alcohol problems 
--precipitating stressors 

(Gomberg, 1990} 
67. Whether or not you believe that the elderly alcoholic 
requires age-specific treatment programs, do you believe 
development of same should be encouraged? 

(Helzer et al., 1983} 
78. According to your experience, which is the stronger 
relation between isolation and alcohol problems with the 
elderly? 

1. alcohol problems influence isolation. 
2. isolation influences alcohol problems. 

(Janik & Dunham, 1983) 
85. Compared to younger alcoholics, do the elderly show a 
more decreased capacity for mental and emotional 
reorganization which makes psychotherapy difficult? 

(Kofoed, 1987} 
92. Would you argue for the proposition, "Why not provide 
elder-specific treatment, even if treatment effectiveness is 
the same?" 

(Kola et al., 1984} 
94. If the staff of an agency serving the elderly is not 
knowledgeable about the treatment of alcoholism, does it 
nevertheless make sense to refer elderly problem drinkers to 
them in the hope that peer support and socialization will 
ameliorate the problems? 

(Kola et al., 1984} 
95. If the staff of an agency serving the elderly 
demonstrates a prevailing negative attitude toward elderly 
problem drinkers, does it nevertheless make sense to refer 
elderly problem drinkers to them in the hope that peer 
support and socialization will ameliorate the problems? 

(Myers, 1984) 
115. In your experience, compared to younger alcoholics, how 
much is countertransference a problem in treating elderly 
alcoholics? 

1. more of a problem 
2. less of a problem 
3. about the same degree of a problem 
4. don't know or no opinion 
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(Nelson & Farberow, not in bibliography) 
117. At some perceived or unconscious level of psychodynamic 
choice, a patient may feel compelled to risk his health or 
welfare through indirect self-destructive behaviors in an 
effort to gain some sense of mastery over a relatively 
powerless life situation. Could this represent assertive, 
life-enhancing activity as well as self-destructive behavior 
in the elderly alcoholic? 

(Nelson & Farberow, not in bibliography) 
118. How does this statement (No. 117) compare when applied 
to younger alcoholics. 

1. more applicable 
2. less applicable 
3. applies about the same 

(Olsen-Noll & Bosworth, 1989) 
122. Please use your own opinion to rank in importance (1-9) 
the following problem-solving issues encountered in the 
treatment of the elderly alcoholic? 

retirement 
-free time 
-volunteer work 
==grown children interactions 

autonomy 
-sexual frustration and inadequacy 
-chronic illness and pain 
-poor nutrition 
-financial problems 
==relapse prevention 

(Pinsker, 1985) 
134. How does the over-55-but-less-than-62-year-old group of 
alcoholics perceive themselves? 

1. as elderly or "senior citizens" 
2. not as elderly nor senior citizens 
3. they have no preference, concern or opinion 

on this 

(Pinsker, 1985) 
135. To which does this group respond/participate better? 

1. discussion of alcohol-related problems 
2. discussion of problems of aging 
3. about the same 

(Rix, 1982) 
146. Do you see more similarities or more differences 
between elderly and younger alcoholics? 

1. more differences 
2. more similarities 
3. about the same 
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(Rix, 1982) 
147. Please rank the five greatest differences you perceive. 

(Schuckit et al., 1978) 
161. This generalization has been applied to both male and 
female elderly alcoholics: Someone without evidence of 
severe antisocial problems, who begins alcohol abuse in mid
to late-life and experiences less severe social and 
interpersonal problems (than the younger). In your 
experience, does this generalization hold true? 

1. agree 
2. disagree 
3. don't know or no opinion 

(Schuckit et aI" 1978) 
162. With which part of the above statement would you 
disagree? 

(Snyder, 1977) 
163. Do you feel that most treatment programs are so 
structured that the elderly alcoholic cannot comply? 

(Zimberg, 1979) 
182. It has been said that in dealing with elderly 
alcoholics the most important therapy is social. 

1. agree 
2. disagree 
3. don't know or no opinion 

(Zimberg, 1979) 
183. If you agree, is this more, less, or equally as true in 
dealing with younger alcoholics? 

1. more true 
2. less true 
3. equally as true 

(Zimberg, 1984) 
184. Specialized alcoholism programs for the elderly may be 
the most effective means of delivering services to these 
patients on a large scale. 

1. agree 
2. disagree 



GERONTOLOGIC QUESTIONS 

(Abrams & Alexopoulous, 1987) 
1. Rank the following as to order of importance in the 
treatment milieu which includes the elderly: 

creativity 
flexibility 
sensitivity to the needs of the elderly 

(Aging & Addiction in Arizona, 1974) 
3. Compared to younger alcoholiCS, how important is family 
or significant other participation in treatment for the 
elderly? 

1. more important 
2. less important 
3. about equal importance 

(Atkinson & Kofoed, 1984) 
4. Do elderly alcoholics require more individual staff 
attention than the younger? 

1. more 
2. less 
3. about the same 

(Atkinson & Kofoed, 1984) 
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5. To which of the following do the elderly better respond? 
1. structure and group norms 
2. encouragement toward individual autonomy 

(Barnes et al., 1980) 
7. Are elderly alcoholics as a class generally considered to 
have a poor prognosis by your colleagues in the field? 

(Benshoff & Roberto, 1987) 
9. Should some (e.g., late-onset) elderly alcoholics be 
supported in choOSing a treatment outcome goal of limited 
drinking? 

(Bienenfeld, 1987) 
12. In the treatment of the elderly alcoholic, how important 
is the area of vocational rehabilitation? (Rate 1-5; 1=not 
very important, 5=very important) 

(Bienenfeld, 1987) 
13. How important is avocational rehabilitation? (Rate 1-5) 

(Brantner, 1987) 
17. Are these basically similar questions? 

1. How old are you? 
2. When were you born? 
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(Christopherson, 1983) 
21. Which environmental setting do you perceive more likely 
to produce alcohol problems in the elderly? 

1. rural 
2. urban 

(Conner, 1981) 
25. Do elderly alcoholics commonly present with a perception 
that doctors (scientists, etc.) have recommended the use of 
alcohol by elderly for "beneficial effects"? 

(Droller, 1964) 
31. Would you agree that elderly alcoholics with family ties 
often use their own drinking to "blackmail" (power 
play/manipulate) their relatives so that they can continue 
drinking? 

(Dunham, 1986) 
33. Compare the differences between elderly male and female 
alcoholics with the differences between younger male and 
female alcoholics. 

1. fewer 
2. greater 
3. about the same 

(Giordano & Beckham, 1985) 
59. If you have a clear idea/definition of what the category 
"late -onset alcoholic" means and what this profile is, do 
you see better treatment outcomes for this type? 

1. better 
2. worse 
3. about the same 

(Glatt, 1978) 
61. How important to the elderly alcoholic is the feeling of 
being needed and able to make contributions to society? 

not very important 
---of some importance 
=important 
___ very important 
___ extremely important 

(Gomberg, 1982) 
65. Should drugs such as Antabuse be used for elderly 
alcoholics? 
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(Gomberg, 1988) 
66. Compared to younger alcoholics, does the time frame for 
the elderly to clear from cognitive impairment due to heavy, 
sustained alcohol consumption seem to be ••• 

1. shorter 
2. longer 
3. about the same 

(Hay, 1989) 
73. Do the elderly complain of insomnia more than younger 
persons? 

(Kelly & Remley, 1987) 
88. When family members or significant others of the elderly 
alcoholic are contacted, how likely are they to want to be 
involved and actually participate in treatment compared to 
younger alcoholics? 

1. less likely 
2. more likely 
3. about the same likelihood 

(King et al., 1986) 
91. In general, the aged are more vulnerable to the effects 
of the drug alcohol. Is this primarily due to 

1. a slowing down of the process which metabolizes 
alcohol? 

2. the smaller body water content of the elderly? 
3. both of the above? 

(Liepman & Nirenberg, 1989) 
101. In your experience, does the advanced age of the 
elderly alcoholic intimidate family members (e.g., out of 
respect) when confronting them about the need for treatment? 

(Linn, 1978) 
102. Of those who complete prescribed courses of treatment, 
older completers tend to see themselves more as alcoholics, 
and they view both themselves and alcoholics in a more 
favorable light than other groups who complete treatment. 

1. agree 
2. disagree 
3. don't know or no opinion 

(Liskow et al., 1989) 
103. In your experience, does the elderly alcoholic usually 
report drinking more or less than the younger alcoholic in 
the 30 days' prior to treatment entry? 

1. more 
2. less 
3. about the same 
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(Magruder-Habib et al., 1986) 
104. Is it your impression that there is no difference in 
the prevalence of very recent-onset (past year) and recent
onset (1-5 years) alcoholism in the elderly when compared to 
younger alcoholics? 

1. agree 
2. disagree 
3. don't know or no opinion 

(Morse, 1988) 
114. Please rank (1 to 5) the following issues for 
importance when training counselors, physicians and 
clinicians to work with the elderly alcoholic. 

___ biological sensitivity 
___ psychosocial stressors 
___ awareness of unusual presentations of addictions by 

elderly 
___ knowledge of the scope of drugs that may be abused 

confidence in treatment methods 

(Patterson et al., 1974) 
126. Do elderly alcoholics seem to have a higher rate of 
previous attempts at suicide than the younger? 

1. higher 
2. lower 
3. about the same 

i?eluso & Peluso, 1989) 
128. Compare to younger alcoholics any sense of shame about 
their drinking manifested by the elderly. 

1. more shame 
2. less shame 
3. about the same 

(Rathbone-McCuan & Roberds, 1980) 
142. Is it your impression that the relative numbers of 
elderly female alcoholics engaging themselves in treatment 
has increased in recent years? 

(Rehman, 1988) 
144. Do you believe that two drinks daily constitutes "heavy 
drinking" for the elderly? 

(Rix, 1982) 
146. Do you see more similarities or more differences 
between elderly and younger alcoholics? 

1. more differences 
2. more similarities 
3. about the same 
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(Ruben, 1986) 
152. Do you agree or disagree with the following statement? 
Essentially, the many reasons for chronic drinking (by the 
elderly) are similar to those given for younger alcoholics. 

1. agree 
2. disagree 
3. don't know or no opinion 

(Rychtarik & Prue, 1985) 
154. In your experience, how does the recidivism rate of the 
elderly alcoholic compare to the younger? 

1. higher 
2. lower 
3. about the same 

(Stall, 1987) 
164. How important is it to understand (i.e., research) how 
and why alcohol-use behaviors change across the entire life 
course in order to deliver effective treatment to the 
elderly? 

1. not at all important 
2. somewhat important 
3. important 
4. very important 
5. extremely important 

(Van de Vyvere, 1976) 
167. In working with the elderly alcoholic, how important is 
it to incorporate into the treatment approach the acceptance 
of the probability that the client may, from time to time, 
relapse into former drinking patterns? 

1. not important 
2. somewhat important 
3. important 
4. very important 

(Vandeputte, 1989) 
169. If you work with the mainstream (mixed-age) alcoholics, 
are there regularly more staff/volunteer people involved 
with the treatment of the elderly alcoholic than with 
younger? 

1. more 
2. less 
3. about the same 
4. not applicable 
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(Whitcup & Miller, 1987) 
170. In your experience, are elderly women more likely to go 
unrecognized as chemically dependent (alcohol and/or other 
drugs) than elderly men when admitted to health care 
services? 

1. more likely unrecognized 
2. less likely unrecognized 
4. about the same likelihood 

(Wood, 1982) 
174. Do your clinical observations lead you to believe that 
alcohol does accelerate the aging process? 

1. true 
2. false 
3. don't know or no opinion 

(Zimberg, 1974) 
177. Some studies have suggested that the use of alcohol in 
a nursing home could be beneficial in terms of improving the 
sociability, manageability, and morale of the residents. 
Would you 

1. agree/recommend 
2. disagree/not recommend 
3. no opinion 

CONSONANT QUESTIONS 

(Barnes et al., 1980) 
8. Do you consider elderly alcoholics as a class generally 
to have a poor prognosis? 

(Carstensen et al., 1985) 
20. Please characterize the recidivism rate of the elderly 
alcoholic patient compared to the younger patient? 

1. higher 
2. lower 
3. the same 

(Curtis et al., 1989) 
26. In your experience, do the elderly alcoholics remain in 
treatment longer than the younger? 
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(Eskelson, 1989) 
42. How does the prevalence of coffee and cigarette 
addiction in the elderly alcoholic compare to the younger? 

1. less 
2. greater 
3. about the same 

(Estes et al., 1980) 
43. Rank (1 to 3) the following barriers for the elderly 
alcoholic in severity as to consequence of access to 
treatment. 

__ insufficient money 
__ distance from health providers/agencies 
__ prevailing attitude of professionals that not much 

can be done for the elderly 

(Finlayson, 1988) 
46. Is there generally greater cognitive impairment in the 
elderly alcoholic? 

(Finlayson, 1988) 
47. If so, does this affect treatment outcomes negatively to 
a greater degree than with younger alcoholics? 

(Ford & Sbordone, 1980) 
48. How does working with elderly alcoholics affect your 
status as a counselor? 

negatively no effect positively 

(Ford & Sbordone, 1980) 
49. How well does the elderly patient usually meet the 
criteria for the ideal patient? 

not well very well 

(Ford & Sbordone, 1980) 
50. Assess the typical prognosis for the elderly alcoholic. 

poor excellent 

(Freeman & Greenwood, 1987) 
53. Can the elderly alcoholic be taught cognitive
behaviorally oriented compensating skills in spite of 
neuropsychological impairment that may exist? 
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(Funkhouser, 1977/78) 
54. It has been noted that depression, hostility and anxiety 
are lessened following group therapy with younger 
alcoholics. Rate the effect on elderly alcoholics with 
similar treatment. 

1. greater 
2. lesser 
3. about the same 

(Gallant, 1987) 
56. If you have facilitated interventions on elderly 
alcoholics (e.g. Johnson model), compare your successes 
(i.e., treatment entry) to the interventions you have 
conducted with younger alcoholics? 

1. better than 
2. less than 
3. about equal to 
4. not applicable 

(Gruchow et al., 1989) 
69. How do elderly alcoholics generally self-report the 
quantity/frequency of their alcohol consumption prior to 
treatment entry? 

1. overstate 
2. understate 
3. more or less accurately report 

(Jones, 1984) 
86. How do the elderly respond to paraprofessionals and peer 
counselors compared to younger alcoholics? 

1. poorer than 
2. better than 
3. about the same as 

(Jones, 1984) 
87. Does the elderly alcoholic respond to and comply with 
group decision-making processes? 

(Kola et al., 1984) 
95. If the staff of an agency serving the elderly 
demonstrates a prevailing negative attitude toward elderly 
problem drinkers, does it nevertheless make sense to refer 
elderly problem drinkers to them in the hope that peer 
support and socialization will ameliorate the problems? 

(Kola et al., 1980) 
97. Do you believe there should be someone with particular 
expertise in treating the elderly alcoholic on the staff of 
every agency that might be called upon to treat the elderly 
alcoholic? 
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(La Greca et al., 1988) 
98. Elderly persons are successful copers who do not resort 
to escapist strategies for dealing with stress. 

1. agree 
2. disagree 
3. don't know or no opinion 

(Lamy, 1979) 
99. Have you experienced difficulty in matching/altering 
treatment goals to the drug regimens prescribed by doctors 
(MDs) of your elderly alcoholic patients? 

(Lamy, 1979) 
100. If so, how does this problem compare to younger 
alcoholics? 

1. less of a problem 
2. more of a problem 
3. about the same 

(Mishara, 1985) 
111. Is the elderly alcoholic likely to be in touch with the 
eventuality of his/her institutionalization? 

1. less likely 
2. more likely 
3. about the same 

(Mishara, 1985) 
112. Is the elderly alcoholic more resistant to changing the 
circle of friends (if such exists)? 

1. more resistant 
2. less resistant 
3. about the same 

(Moos & Finney, 1983) 
113. Selection of an appropriate treatment method should be 
determined partly by the match between the cognitive demands 
of the treatment and a patient's current cognitive ability. 
Regarding the elderly alcoholic, is this 

1. more true 
2. less true 
3. equally true 

(Myers, 1984) 
115. In your experience, compared to younger alcoholics, how 
much is countertransference a problem in treating elderly 
alcoholics? 

1. more of a problem 
2. less of a problem 
3. about the same degree of a problem 
4. don't know or no opinion 
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(Nelson & Farberow, not in bibliogrpahy) 
119. How do elderly alcoholics compare to younger in their 
commitment to religious faith or philosophy? 

1. more committed 
2. less committed 
3. about the same 

(Peluso & Peluso, 1988) 
129. Are special interviewing skills necessary for 
information gathering from impaired and disabled elderly 
alcoholics? 

(Poliquin & Straker, 1977) 
137. Should all staff be expected to work with both younger 
and older alcoholics? 

(Poliquin & Straker, 1977) 
138. Should there be an expressed interest by a counselor in 
the problems of the elderly alcoholic before assignment to 
this group? 

(Riddell, 1988) 
145. Compared to younger alcoholics, how difficult is it for 
the elderly to find the "right" AA meeting for themselves? 

1. more difficult 
2. less difficult 
3. about the same 

(Rix, 1982) 
146. Do you see more similarities or more differences 
between elderly and younger alcoholics? 

1. more differences 
2. more similarities 
3. about the same 

(Rychtarik & Prue, 1985) 
154. In your experience, how does the recidivism rate of the 
elderly alcoholic compare to the younger? 

1. higher 
2. lower 
3. about the same 
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(Stall, 1987) 
164. How important is it to understand (i.e., research) how 
and why alcohol-use behaviors change across the entire life 
course in order to deliver effective treatment to the 
elderly? 

1. not at all important 
2. somewhat important 
3. important 
4. very important 
5. extremely important 

(Tobias et al., 1989) 
166. Overall, how important is it for the elderly alcoholic 
to be exposed to a "formal rehabilitative effort"? 

1. not at all important 
2. somewhat important 
3. important 
4. very important 
5. extremely important 

(Wood, 1982) 
174. Do your clinical observations lead you to believe that 
alcohol does accelerate the aging process? 

1. true 
2. false 
3. don't know or no opinion 

RANDOM INFORMATIONAL QUESTIONS 

(Aqing and Addiction in Arizona, 1979) 
2. Should alcohol and drug abusers be treated separately? 

in mainstream (mixed-age) programs? 
in elderly-specific programs? 

(Borgotta et al., 1982) 
16. What best fits your description of "late-onset 
alcoholic"? 

1. Those who react to the stresses of aging by 
excessive drinking? 

2. One of a group that begins drinking heavily in old 
age? 

3. Persons who were first admitted to a hospital or 
showed some manifestation of alcoholism after 
reaching age 50? 

4. Those who begin to experience alcohol-related 
problems after the age of 40? 
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(Christopherson, 1983) 
22. Please rank (1 to 3) the following in likelihood to be 
alcohol problem-prone for the elderly: 

retirement communities 
--inner-city areas 
=:certain ethnic groups 

(Cohen, 1981) 
23. Have you been exposed to the "Southern-type" geriatric 
addict, i.e., maintained on some narcotic (paregoric, 
codeine cough syrups, patent medicines containing opium, 
morphine or Pantopon) by some sympathetic doctor? 

(Douglass et al., 1988) 
29.Have you concluded that income is directly related to 
either quantity or frequency of alcohol consumption among 
the elderly? If so, which? 

1. quantity 
2. frequency 
3. both 

(Dunlop et al., 1982) 
36. Which do the elderly alcoholics prefer? 

1. individual sessions 
2. group sessions 

(Dunlop et al., 1982) 
37. Which do you prefer? 

1. individual 
2. group 

(Dunlop et al., 1982) 
38. Which is associated with more positive outcomes? 

(Dupree et al., 1984) 
39. Do "later-life onset (reactive) alcohol abusers" exist 
as a clinical entity? (Definition: Individuals over 55 
with onset of alcohol abusive pattern at age 50 or later.) 

(Dupree et al., 1984) 
40. If so, estimate the percentage they represent of the 
elderly clients to whom you have been exposed. 

___ percent 

(Ekerdt et al., 1988) 
41. How often is retirement offered by elderly alcoholic 
patients as a reason for sudden increase in drinking? 

__ percent 



111 

(Felker, 1988) 
45. How much training in alcoholism would be necessary for 
those from other disciplines to effectively treat the 
elderly alcoholic? 

1. very little 
2. some 
3. substantial 
4. quite a bit 
5. minimum NCRC/AODA standards 

(Forni, 1978) 
51. How does the amount of prior treatment history of the 
elderly alcoholic compare to the younger alcoholic? 

1. less 
2. greater 
3. about the same 

(Forsmann-Falck et al., 1989) 
52. How do elderly alcoholics prefer group therapy over 
individual therapy compared to the younger? 

1. more 
2. less 
3. about the same 

(Giordano & Beckham, 1985) 
58. Do you have a clear idea/definition of what the category 
"late-onset alcoholic" means and what this profile is? 

(Haugland, 1989) 
72. A noted physician declared: "To prescribe mood-altering 
drugs to the chemically dependent is to place oneself at 
risk for malpractice. The only time such drugs should be 
prescribed in the chemically dependent is to detoxify the 
patient." 

1. agree 
2. disagree 
3. no opinion 

(Hay, 1989) 
74. Would you say that the majority of elderly alcoholics 
with mild-to-moderate symptoms of alcohol withdrawal would 
be suitably served (i.e., no difference in advantage over 
the other for abstinence at six months) by outpatient 
medical detoxification? 

(Hay, 1989) 
75. Do you offer outpatient medical detoxification? 

(Hay, 1989) 
76. Is your treatment center accessible to public 
transportation? 



(Hay, 1989) 
77. Are all your patients voluntary? 

(Huang, 1981) 
80. Peripheral neuropathy is commonly associated with 
chronic alcoholism and treated with vitamin therapy. Is 
this symptom more evident with elderly alcoholics? 

(Huang, 1981) 
81. Do you or your agency employ vitamin therapy? 

(Huffine et al., 1989) 
82. Would you agree or subscribe to these categories of 
quantity/frequency? 

1. Nondrinkers--nothing to drink last six months 
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2. Infrequent drinkers--drank in last 6 months but less 
often than once a month 

3. Light drinkers--drank at least once a month but were 
unlikely to have as much as a drink a week 

4. Moderately light drinkers--at least a drink a week 
and likely to have a drink a day 

5. Moderate drinkers--a drink on most days and likely 
to have two drinks a day 

6. Heavy drinkers--usually had more than two drinks a 
day 

(Huffine et al., 1989) 
83. If disagree with any category, please insert your 
criteria. 

(Hyer et al., 1988) 
84. Do elderly alcoholics present with dependent personality 
styles more often, less often, or about the same as younger 
patients? 

1. more often 
2. less often 
3. about the same 

(Kelley & Remley, 1987) 
89. Do you favor or oppose the use of reminiscence in the 
treatmen~ of the elderly alcoholic? 

1. favor 
2. oppose 
3. no opinion 

(Kelley & Remley, 1987) 
90. Please name the three most successful therapeutic 
procedures you have used in the treatment of the elderly 
alcoholic. 



(Kola et al., 1980) 
96. If you work closely with others, is there someone on 
your staff or available with particular expertise in 
treating the elderly alcoholic? 

(Lamy, 1979) 
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99. Have you experienced difficulty in matching/altering 
treatment goals to the drug regimens prescribed by doctors 
(MDs) of your elderly alcoholic patients? 

(Merry, 1980 ~ 
105. Is it your impression that there is an increase in 
widows over the age of 70 

1. in need of treatment for alcoholism? 
2. seeking treatment for alcoholism? 
3. entering treatment for alcoholism? 
4. all of the above 
_,_ of above 

(Miller, 1980) 
107. Do you or your program conduct informal or formal 
evaluation of the treatment you provide (i.e., within a 
range from informal followup calls to controlled studies)? 

(Myers, 1984) 
116. At what rate do elderly alcoholics volunteer sexual 
issues for processing compared to younger? 

1. more 
2. less 
3. about the same 

(Nathan, 1986) 
120. Rate (Likert Scale) the following variables as 
predictors of response to treatment by elderly alcoholics: 

motivation 
chronicity and severity of alcoholism 
age 
sex 
personal, interpersonal, familial, educational and 

vocational resources 
theoretical orientation of treatment 
content of treatment 
locus of treatment 
intenSity of treatment 

(Older Problem Drinkers, 1975) 
121. Fear of death or serious illness can lead to recovery. 
How often does the elderly alcoholic cite this as a reason 
for seeking treatment? 

__ percent 
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(Pascarelli, 1974) 
123. In your experience, what percentage of elderly 
alcoholics were using illicit drugs upon entering treatment 
or were former users (no matter how far back in the past)? 

percent 

(Pascarelli, 1974) 
124. What percentage of elderly alcoholics upon entering 
treatment initially expect or request (overtly or otherwise) 
a maintenance (i.e., controlled drinking) approach to 
treatment? 

__ percent 

(Pascarelli, 1979) 
125. In your experience, among elderly alcoholics, what 
secondary drug of choice is most common, past or present (at 
time of admission to treatment)? 

(Peluso & Peluso, 1989) 
130. Should your facility be physically modified to better 
serve the elderly alcoholic? 

(Pemberton, 1967) 
131. USing your experience working with elderly alcoholics, 
please rate the prognosis of females compared to males? 

1. better 
2. poorer 
3. about the same 

(Peppers & Stover, 1979) 
132. What percentage of your mainstream (mixed-age) 
population of alcoholics are 55 years of age and older? 

percent 
===(check if not applicable) 

(Petersen et al., 1979) 
133. Within your work setting, are you aware of the 
application of any scientific evaluation research concerning 
the efficacy of treatment or methods employed either with 
mainstream population or elderly-specific alcoholics? 

(Plutchik et al., 1973) 
136. In your work situation, do counselors specialize in 
areas of treatment and responsibilities, or are they able 
and do they routinely rotate and perform one another's 
duties? 

1. specialize 
2. rotate 
3. not applicable 
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(Pruzinsky, 1987) 
139. How true is the following statement regarding your work 
situation?: Elderly alcoholics have treatment needs 
different from the younger population which are generally 
unknown or ignored by staff. 

1. completely true 
2. somewhat true 
3. questionable 
4. somewhat false 
5. completely false 
6. not applicable 

(Rathbone-McCuan & Bland, 1975) 
140. How likely is it that the elderly alcoholic admitted to 
treatment with you or your program will receive treatment 
for the problems associated with old age? 

1. not very likely 
2. somewhat likely 
3. likely 
4. quite likely 
5. very likely 
6. not applicable 

(Rathbone-McCuan & Hashimi, 1982) 
141. How clear or convincing for you is the proposition that 
elderly persons become alcohol abusers because of the 
separateness they experience? 

1. generally agree 
2. the reverse is more true 
3. there is simultaneous reinforcement 

(Rees & Stone, 1989) 
143. Compared to younger alcoholics, do the elderly seem to 
respond better to treatment options that are less staff
orientated or to those provided by staff (e.g., AA, advice 
from other patients vs. talks with staff, advice from 
degreed or licensed staff)? 

1. staff provided 
2. less staff-oriented 

(Robbins & Clayton, 1989) 
148. How do elderly alcoholics compare to younger when it 
comes to underreporting pre-treatment consumption of alcohol 
and other psychoactive drugs? 

1. greater degree of underreporting 
2. lesser degree of underreporting 
3. about the same degree of underreporting 
4. the elderly do not underreport 



(Ruyle, 1987) 
153. Please rank the following in importance (1 to 3) in 
providing group therapy to the elderly alcoholic. 

__ group location and accessibility 
__ group functions 
__ leader actions 

(Segal, 1977) 

116 

155. Is there anything in your experience or observations 
that suggests to you that a trend toward reduction in 
craving for alcohol and sex after the age of 45, and the 
"spontaneous remission" (of alcoholism) noted in those over 
65 years of age is related? 

(Segal, 1977) 
156. If so, what link is suggested? 

(Schuckit, 1980) 
157. If you do followup studies, how do the outcomes for 
elderly alcoholics compare to the younger? 

1. better 
2. worse 
3. about the same 
4. not applicable 

(Schuckit, 1982) 
160. In your experience addressing aftercare planning, in 
which direction do elderly alcoholics tend to lean? 

1. continued career goals 
2. new career goals 
3. avocational goals 
4. full retirement 
5. no clear tendency as a group 

(Vandeputte, 1989) 
168. In your work setting, which of the following are 
regularly involved in aftercare (continuing care) planning? 
(Circle number(s) ) 

1. treatment staff-client-family 
2. medical personnel 
3. social workers 
4. physical, recreational therapists 
5. chaplaincy 
6. counselors 
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(Wein et al., 1982/83) 
171. From your experience with elderly alcoholics, please 
compare the average age at which the first drink was taken 
between these two groups: 1. elderly early-onset drinkers 
2. younger alcoholics 

1. elderly early-onset first drink is later 
2. elderly early-onset first drink is earlier 
3. about the same for both groups 

(Wimmers, 1983) 
172. Please rate true or false the following statements: 

1. Certified Alcohol Counselors (CACs) think 
gerontology is too poorly incorporated in their 
training. 

2. Additional training for CACs was never acquired for 
all kind of practical reasons. 

3. CACs do not feel competent in assessment, diagnosis 
and treatment of the elderly alcoholic. 

4. At least one-half of CACs feel genuinely incompetent 
in the above (#3). 

5. CACs are often badly informed and insufficiently 
acquainted with referral possibilities for the 
elderly alcoholic. 

(Wimmers, 1983) 
173. Now, please rate only yourself for the five attributes 
listed above. (T/F) 

(Zimberg, 1974) 
175. During the course of your professional career, have you 
noticed any improvement in the 

1. unwillingness of physicians to deSignate a patient 
as an alcoholic 

___ some improvement 
no improvement 

2. the-general feeling of helplessness about treating 
alcoholics 

some improvement 
==no improvement 

(Zimberg, 1974) 
176. Are these problems generally worse or better regarding 
the elderly alcoholic? 

1. better 
2. worse 
3. about the same 

(Zimberg, 1979) 
181. Do you have first or second-hand knowledge of MDs 
prescribing alcohol to elderly patients? 
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APPENDIX B 

LITERATURE REVIEW OF TREATMENT BIAS 

BIAS 
AUTHORS DATE Special Neutral Mixed 

Droller 1964 x 

Drew 1968 x 

Rosin & Glatt 1971 x 

Pascarelli 1974 x 

Zimberg June/1974 x 

Zimberg 1974 x 

Older Problem Drinkers 1975 x 

Rathbone-McCuan 1975 x 

Duckworth & Rosenblatt 1976 X 

Poliquin & Straker 1977 x 

Snyder 1977 x 

Funkhouser 1977/1978 x 

Blose 1978 x 

Forni 1978 x 

Glatt 1978 x 

Goby 1978 x 

Linn 1978 x 

Schuck it et ale 1978 x 

Thomas-Knight 1978 x 
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{Treatment bias continued} 

BIAS 
AUTHORS DATE Special Neutral Mixed 

Zimberg 1978 x 

Aging & Addiction in Arizona 1979 x 

Peppers & Stover 1979 x 

Zimberg 1979 x 

Barnes et al. 1980 x 

Estes et al. 1980 x 

Etemad 1980 x 

Kola, Kosberg, Wenger-Burch 1980 x 

Mishara & Kastenbaum 1980 x 

Rathbone-McCuan & Roberds 1980 x 

Schuckit 1980 x 

Brody 1981 x 

Dunlop, Skorney, Hamilton 1982 x 

Gomberg 1982 x 

Koewler 1982 x 

Rathbone-McCuan & Hashimi 1982 x 

Rix 1982 x 

Schuckit 1982 x 

Wiens et al. 1982/1983 x 

Atkinson, J. & Schuckit 1983 x 

Helzer et al. 1983 x 
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{Treatment bias continued) 

BIAS 
AUTHORS DATE Special Neutral Mixed 

Janik & Dunham 1983 x 

Moos & Finney 1983 x 

Atkinson, R. M. & Kofoed 1984 x 

Dupree et al. 1984 x 

Hartford & Thienhaus 1984 x 

Kofoed et a1. 1984 x 

Kola, Rosberg, Joyce 1984 x 

Shanahan 1984 x 

Stern & Kastenbaum 1984 x 

Zimberg 1984 x 

Carstensen et al. 1985 x 

Giordano & Beckham 1985 x 

Mishara 1985 x 

Pinsker 1985 x 

Rychtarik & Prue 1985 x 

Zimberg 1985 x 

Gulino & Kadin 1986 x 

King et al. 1986 x 

Nathan 1986 x 

Ruben 1986 x 

Abrams & Alexopoulous 1987 x 

Benshoff & Roberto 1987 x 
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{Treatment bias continued} 

BIAS 
AUTHORS DATE Special Neutral Mixed 

Bienenfeld 1987 x 

Freeman & Greenwood 1987 x 

Kelly & Remley 1987 x 

Kofoed et al. 1987 x 

Pruzinsky 1987 x 

Ruyle 1987 x 

Beresford et al. 1988 x 

Burns 1988 x 

Cohen 1988 x 

Felker 1988 x 

Finlayson 1988 x 

Gomberg 1988 x 

Hyer et al. 1988 x 

Morse 1988 x 

Rehmar 1988 x 

Riddell 1988 x 

Canter & Koretsky 1989 x 

Curtis et al. 1989 x 

Haugland 1989 x 

Holland 1989 x 

Lawson 1989 x 
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{Treatment bias continued) 

BIAS 
AUTHORS DATE Special Neutral Mixed 

Liskow et al. 1989 x 

Maypole 1989 x 

Olsen-Noll & Bosworth 1989 x 

Peluso & Peluso 1989 x 

Staples 1989 x 

Tobias et al. 1989 x 

Vandeputte 1989 x 

Amodeo 1990 x 

Atkinson, R.M. et al. 1990 x 

Dunlop, Manghellie, Tolson 1990 x 

Gomberg 1990 x 

Hinrichsen 1990 x 

Ruben 1990 x 

Robinson & Schonfeld 1990 x 

Schonfeld & Dupree 1990 x 

Schuckit 1990 x 

Leszcz 1991 x 

Miller, N.S 1991 x 

Miller, N.S. et al. 1991 x 

Schonfeld & Dupree 1991 x 

Widner 1991 x 

Lindblom et al. 1992 x 
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APPENDIX C 

RESPONDENT CHARACTERISTICS 

Figure C1 

Education Level of Respondents 
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APPENDIX C 

RESPONDENT CHARACTERISTICS 

Figure C3 

Years of Experience 
in the Field of Drug or Alcohol Abuse 
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RESPONDENT CHARACTERISTICS 

GenderofResponden~ 
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Figure C5 
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Work Status of Respondents 

Part Time Full Time 

76 475 
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Figure C6 
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RESPONDENT CHARACTERISTICS 

Practice Type of Respondents 
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APPENDIX C 

RESPONDENT CHARACTERISTICS 

Figure C7 

Ethnic Background of Respondents 
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Respondents Holding an Alcohol 
or Drug Abuse-Related Degree 
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Figure C9 
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APPENDIX C 

RESPONDENT CHARACTERISTICS 

Primary Practice Setting of Respondents 

Therap. Intnsv. Out· Detox In· Private No 
Comm. Outpt. Patient Only Patient Practice 

39 43 156 13 131 63 129 
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Elderly Alcoholics Counseled By 
Respondents During the Past Year 
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Figure C11 
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Alcoholics of All Ages Counseled By 
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Figure C16 
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APPENDIX D 

RATING SHEETS 1 

RATING SHEET 

CONSERVATIVE QUESTIONS 
(Respondent's answers will be used to assess tendency to 
prefer mixed-age (Le., mainstream) treatment. ) 

Item Quality: l=low, 5=high Fits domain? 
(circle a number) (Circle Yes or No) 

6. ----------- 1 2 3 4 5 YES NO 

10. ----------- 1 2 :3 4 5 YES NO 

lB. ----------- 1 2 3 4 5 YES NO 

26. ----------- 1 2 3 4 5 YES NO 

27. ----------- 1 2 3 4 5 YES NO 

28. ----------- 1 2 :3 4 5 YES NO 

55. ----------- 1 2 3 4 5 YES NO 

60. ----------- 1 2 3 4 5 YES NO 

62. ----------- 1 2 3 4 5 YES NO 

63. ----------- 1 2 3 4 5 YES NO 

70. ----------- 1 2 3 4 5 YES NO 

71- ----------- 1 2 3 4 5 YES NO 

93. ----------- 1 2 3 4 5 YES NO 

106. ----------- 1 2 3 4 5 YES NO 

lOB. ----------- 1 2 3 4 5 YES NO 

113. ----------- 1 2 3 4 5 YES NO 

146. ----------- 1 2 3 4 5 YES NO 

149. ----------- 1 2 3 4 5 YES NO 

150. ----------- 1 2 3 4 5 YES NO 

158. ----------- 1 2 3 4 5 YES NO 

159. ----------- 1 2 3 4 5 YES NO 

165. ----------- 1 2 3 4 5 YES NO 
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(Conservative questions continued) 

178. ----------- 1 2 3 4 5 YES NO 

179. ------------ 1 2 3 4 5 YES NO 

185. ----------- 1 2 3 4 5 YES NO 

DIFFERENTIAL QUES~IONS 
(Respondent's answers will be used to assess tendency to 
prefer age-specific treatment.) 

Item Quality: l=low, 5=high Fits domain? 
(Circle a number) (Circle Yes or No) 

11- ----------- 1 2 3 4 5 YES NO 

14. ----------- 1 2 3 4 5 YES NO 

15. ----------- 1 2 3 4 5 YES NO 

19. ----------- 1 2 3 4 5 YES NO 

24. ----------- 1 2 3 4 5 YES NO 

30. ----------- 1 2 3 4 5 YES NO 

32. ----------- 1 2 3 4 5 YES NO 

34. ----------- 1 2 3 4 5 YES NO 

3S. ----------- 1 2 3 4 5 YES NO 

44. ----------- 1 2 3 4 5 YES NO 

64. ----------- 1 2 3 4 5 YES NO 

67. ----------- 1 2 3 4 5 YES NO 

78. ----------- 1 2 3 4 5 YES NO 

SS. ----------- 1 2 3 4 5 YES NO 

92. ----------- 1 2 3 4 5 YES NO 

94. ----------- 1 2 3 4 5 YES NO 

95. ----------- 1 2 3 4 5 YES NO 

115. ----------- 1 2 3 4 5 YES NO 
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(Differential questions continued) 

117. ----------- 1 2 3 4 5 YES NO 

119. ----------- 1 2 3 4 5 YES NO 

122. ----------- 1 2 3 4 5 YES NO 

134. ----------- 1 2 3 4 5 YES NO 

135. ----------- 1 2 3 4 5 YES NO 

146. ----------- 1 2 :3 4 5 YES NO 

147. ----------- 1 2 3 4 5 YES NO 

161- ----------- 1 2 3 4 5 YES NO 

162. ----------- 1 2 3 4 5 YES NO 

163. ----------- 1 2 3 4 5 YES NO 

182. ----------- 1 2 3 4 5 YES NO 

183. ----------- 1 2 3 4 5 YES NO 

184. ----------- 1 2 3 4 5 YES NO 

GERONTOLOGIC QUESTIONS 
(Respondent's answers will be used to assess general 
knowledge about elderly treatment issues. ) 

Item Quality: l=low, 5"high Fits domain? 
(Circle a number) (Circle Yes or No) 

1. ----------- 1 2 3 4 5 YES NO 

3. ----------- 1 :i2 3 4 5 YES NO 

4. ----------- 1 2 3 4 5 YES NO 

5. ----------- 1 2 3 4 5 YES NO 

7. ----------- 1 2 3 4 5 YES NO 

9. ----------- 1 2 3 4 5 YES NO 

12. ----------- 1 2 3 4 5 YES NO 

13. ----------- 1 2 3 4 5 YES NO 



146 

4 

(Gerontoloqic questions continued) 

17. ----------- 1 2 :3 4 5 YES NO 

21. ----------- 1 2 :3 4 5 YES NO 

25. ----------- 1 2 :3 4 5 YES NO 

31- ----------- 1 2 :3 4 5 YES NO 

33. ----------- 1 2 :3 4 5 YES NO 

59. ----------- 1 2 3 4 5 YES NO 

61- ----------- 1 2 3 4 5 YES NO 

65. ----------- 1 2 3 4 5 YES NO 

66. ----------- 1 2 3 4 5 YES NO 

73. ----------- 1 2 3 4 5 YES NO 

88. ----------- 1 2 3 4 5 YES NO 

91- ----------- 1 2 3 4 5 YES NO 

101- ----------- 1 2 3 4 5 YES NO 

102. ----------- 1 2· 3 4 5 YES NO 

103. ----------- 1 2 :3 4 5 YES NO 

104. ----------- 1 2 :3 4 5 YES NO 

114. ----------- 1 2 :3 4 5 YES NO 

126. ----------- 1 2 :3 4 5 YES NO 

128. ----------- 1 2 :3 4 5 YES NO 

142. ----------- 1 2 :3 4 5 YES NO 

144. ----------- 1 2 :3 4 5 YES NO 

146. ----------- 1 2 3 4 5 YES NO 

152. ----------- 1 2 :3 4 5 YES NO 

154. 
____ .0 ______ 

1 2 :3 4 5 YES NO 

164. ----------- 1 2 3 4 5 YES NO 
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(Gerontoloqic questions continued) 

167. ----------- 1 2 3 4 5 YES NO 

169. ----------- 1 2 3 4 5 YES NO 

170. ----------- 1 2 3 4 5 YES NO 

174. ------------ 1 2 3 4 5 YES NO 

177. ----------- 1 2 3 4 5 YES NO 

CONSONANT QUESTIONS 
(Respondent's answers will be used 
with elderly alcoholics.) 

to assess compatibility 

Item Quality: 1a:low, 5-hiqh Fits domain? 
(Circle a number) (Circle Yes or No) 

8. ----------- 1 2 3 4 5 YES NO 

20. ----------- 1 2 3 4 5 YES NO 

26. ----------- 1 2 3 4 5 YES NO 

42. ----------- 1 2 3 4 5 YES NO 

43. ----------- 1 2 3 4 5 YES NO 

46. ----------- 1 2 3 4 5 YES NO 

47. ---------.. - 1 2 3 4 5 YES NO 

48. ----------- 1 2 3 4 5 YES NO 

49. ----------- 1 2 3 4 5 YES NO 

50. ----------- 1 2 3 4 5 YES NO 

53. ----------- 1 2 3 4 5 YES NO 

54. ----------- 1 2 3 4 5 YES NO 

56. ----------- 1 2 3 4 5 YES NO 

69. ----------- 1 2 3 4 5 YES NO 

86. ----------- 1 2 3 4 5 YES NO 

87. ----------- 1 2 3 4 5 YES NO 
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(Consonant questions continued) 

95. ----------- 1 2 3 4 5 YES NO 

97. ----------- 1 2 3 4 5 YES NO 

98. ----------- 1 2 3 4 5 YES NO 

99. ----------- 1 2 3 4 5 YES NO 

100. ----------- 1 2 3 4 5 YES NO 

11l. ----------- 1 2 3 4 5 YES NO 

112. ----------- 1 2 3 4 5 YES NO 

113. ----------- 1 2 3 4 5 YES NO 

115. ----------- 1 2 3 4 5 YES NO 

119. ----------- 1 2 3 4 5 YES NO 

129. ----------- 1 2 3 4 5 YES NO 

137. ----------- 1 2 3 4 5 YES NO 

138. ----------- 1 2 :3 4 5 YES NO 

145. ----------- 1 ~ 3 4 5 YES NO 

146. ----------- 1 2 3 4 5 YES NO 

154. ----------- 1 2 3 4 5 YES NO 

164. ----------- 1 2 3 4 5 YES NO 

166. 
___ &JI _______ 

1 2 3 4 5 YES NO 

174. ----------- 1 2 3 4 5 YES NO 



RANDOH IHPORHATIOmAL QUESTIONS 
(Please rate for quality any of the followinq items 
you consider of worth to the study.) 

Item Quality: 1-1ow, 5-hiqh 
(Circle a number) 

2. ----------- 1 2 3 4 5 

16. ----------- 1 2 3 4 5 

22. ----------- 1 2 3 4 5 

23. ----------- 1 2 3 4 S 

29. ----------- 1 2 3 4 5 

36. ----------- 1 2 3 4 5 

37. ----------- 1 2 3 4 5 

38. ----------- 1 2 3 4 5 

39. ----------- 1 2 3 4 5 

40. ----------- 1 2 3 4 5 

41. ----------- 1 2 3 4 5 

45. ----------- 1 2 3 4 5 

51. -----------"1 2 3 4 5 

52. ----------- 1 2 3 4 5 

58. ----------- 1 2 3 4 5 

72. ----------- 1 2 3 4 5 

74. ----------- 1 2 3 4 5 

75. ----------- 1 2 3 4 5 

76. ----------- 1 2 3 4 5 

77. ----------- 1 2 3 4 5 

80. ----------- 1 2 3 4 5 

81. ----------- 1 2 3 4 5 

82. ----------- 1 2 3 4 5 

Comments: 

149 
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(Random informational questions continued. Rate only those 
worthy of consideration for inclusion in the study. ) 

Comments: 

83. ----------- 1 2 3 4 5 

84. ----------- 1 2 :3 4 5 

89. ----------- 1 2 3 4 5 

90. ----------- 1 2 3 4 5 

96. ----------- 1 2 :3 4 5 

99. ----------- 1 2 3 4 5 

105. ----------- 1 2 :3 4 5 

107. ----------- 1 2 3 4 5 

116. ----------- 1 2 :3 4 5 

120. ----_ ... _---- 1 2 3 4 5 

121. ----------- 1 2 :3 4 5 

123. ----------- 1 2 3 4 5 

124. ----------- 1 2 3 4 5 

125. ----------- 1 2 :3 4 5 

130. ----------- 1 2 3 4 5 

131. ----------- 1 2 :3 4 5 

132. ----------- 1 2 3 4 5 

133. ----------- 1 2 3 4 5 

136. ----------- 1 2 3 4 5 

139. ----------- 1 2 3 4 5 

140. ----------- 1 2 3 4 5 

141. ----------- 1 2 3 4 5 

143. ----------- 1 2 :3 4 5 

148. ----------- 1 2 3 4 5 



-.-... -- .. ~ ..... " 
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(Random informational questions continued. Rate only those 
worthy of consideration for inclusion in the study.) 

153. ----------- 1 2 3 4 5 

155. ----------- 1 2 3 4 5 

156. ----------- 1 2 3 4 5 

157. ----------- 1 2 3 4 5 

160. ----------- 1 2 3 4 5 

168. ----------- 1 2 3 4 5 

171. ----------- 1 2 3 4 5 

172. ----------- 1 2 3 4 5 

173. ----------- 1 2 3 4 5 

175. ----------- 1 2 3 4 5 

176. ----------- 1 2 3 4 5 

181. ----------- 1 2 3 4 5 

Comments: 

9 

IS THERE ANYTHING WE MAY HAVE OVERLOOKED? PLEASE USE THIS SPACE 
FOR ANY ADDITIONAL COMMENTS YOU WOULD LIKE TO MAKE. WOULD YOU BE 
WILLING TO BE A PILOT TESTER OF THE COMPLETED QUESTIONNAIRE? 
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THANK YOU VERY MUCH FOR YOUR TIME AND GENEROUS ASSISTANCE. 
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APPENDIX D 

LETTERS TO PANEL 
ThE UNIVERSITY Of 

Colltgt of Education 
Depanmtnl 015ptelal Education and RthabWlation 

ARIZONA 
rucsoNARizoNA 

Tuclon. Arizona 8ml 
(602) 621·7822 

March 23, 1992 

Lial Kofoed, MD 
Psychiatry Service (116A) 
VAM&ROC 
White River Jct., VT 05001 

Dear Dr. Kofoed: 

(602) 621·3214 
(602) 621·3248 
FAX 16(2) 621·9271 

We exchanged correspondence some time ago relating to my proposed 
doctoral dissertation. You were supportive and encouraging. 
NOW, I am inviting you to be a member of an expert panel rating 
questions for a cross-sectional survey to be mailed to a national 
random sample of certified alcohol and other drug counselors. 

The study is designed to answer the question: What is the 
perception of alcohol and other drug counselors regarding the 
efficacy of mixed-age (mainstream) treatment versus age-specific 
treatment of the elderly alcoholic? The core issue is unsettled 
in the literature, and I believe line clinicians ought to be 
brought to the information-sharing table. .You can help to do it. 

Enclosed is a pool of questions with an instrument f~r rating 
them. Not included are questions that will be asked about 
respondent characteristics and attributes. Questions have been 
selected from a pertinent bibliography. Some form of the 
question was either posed by an author, or the essential point 
presented as fact or conclusion, or the citation content 
suggested the item formulation and its relevance to the proposed 
study. ' , 

Most of the questions have been clustered into four domains to 
facilitate your task. Questions in the four domains propose to 
measure the following tendencies: 

9onseryatiy§: preference for mixed-age treatment. 
Differential: preference for age-specific tl:'eatment. 
Gerontologic: knowledgeable about elderly treatment issues. 

9onsonant: compatible with elderly alcoholics. 

Measuring respondents in these domains will allow a finer 
correlational analysis of the collected data. I am asking you 
here 1.) to rate the quality of each question (considering its 
overall applicability to the study) and (separately) 2.) to judge 
item relevance to the domain in which it is clustered. For 
example, you could rate the item "high quality" (5 on a scale of 
1-5) and also not a good fit in that particular domain. 

___ .~ ... _, .. _ .. _.~_r.·, _._."_.-.... ,. --..• --. - ... --



If, after rating the clusterod questions, your interest and 
endurance are not taxed to the limit, please review also the 

'random informational questions and rate for quality those items 
which warrant consideration for inclusion in the study. 

Feel free to make comments of any nature, or suggestions for 
rewording or rearranging, substitution or elimination of items. 
The presentation here is not the final construction or ordering 
of items. 

You need return only the rating sheets, which may also be used 
for comments and suggestions. Your help is important to 
establish face validity, and my appreciation boundless. The 
results of this research will be made available to state and 
federal officials as well as the private sector and concerned 
individuals to assist in treatment planning and design. 

I can offer you a copy of the study results as soon as it is 
completed, and also extend the hope for a continued collegial 
relationship. Thank you for your assistance. 

I would be most happy to answer any questions you might have. 
Please write or call. The telephone numbers are (602) 745-7203 
at work, and (602) 795-4931 residence. 

Sincerely, 

~~~~ 
Russell W. Schumacher, MS, CADC 
Project Director 

Irs 
enclosure 
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March 31, 1992 

Last week a packet containing a pool of questions and a rating 
aheet wa. mailed to you with a request for assistance in 
developing a aurvey questionnaire deaiqned to yield new 
perspectivea on tho question of age-specific versus mainstream 
treatment of the elderly alcoholic. 

If you have already completed the rating sheet and returned it to 
me, please accept my sincere thulks. If not, please do so today. 
Because the packet was aent only to a very amall, but representa
tive, sample of experts throughout the country (those who had 
expreseed a deeire to be of aasiatnnce, or had baen referred by 
others), it is extremely tmportant that your ratings ba included 
to select questions and establish face and construct validity. 

If by soma chance you did not receive the questionnaire, or it got 
misplaced, please call me right now (at homa I'll accept collect, 
602-795-4931, or leave a mee.age at work, 602-745-7203) and I will 
get another one in the mail to you today. 

Sincerely, 

Ruseell Schumacher 
Project Diroctor 
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ThE llNlVERSITYOf 

CoUege of Eduulion 
~arlmenl of SI"'dII Education and RehabUitallon 

April 14, 199~ 

ARIZONA 
1lJcsoN ARIzoNA 

Tutton. Arizona 857.Z1 
(6021621·7822 
(6021621·321~ 
(6021621.3248 

Richard E. Finlayson, HD 
Adult psychiatry 
Mayo Clinic 
Rochester, Minnesota 55905 

, Dear Dr. Finalyson: 

FAX 1602'621·9271 

Three weeks ago I wrote to you seeking your assistance rating 
questions from which a national survey of alcohol counselors will 
be prepared, relating to treatment of the elderly alcoholic. As 
of today, I have not received your completed rating sheet. 

The survey will collect data for my doctoral dissertation 
specifically addressing age-specific versus mainstream approaches 
to treatment. I believe that counselor opinions should be taken 
into account in the formation of public and private policies for 
the design and implementation of future programs to treat the 
growing numbers of elderly alcoholics. 

I am writing to you again because of the significance each expert 
will lend~to the face and construct validity of the proposed 
study. In order to focus and facilitate your rating of items, 
most of the pool of questions is separated into four domains: 

conservative: preference for mixed-age treatment. 
Differential: preference for age-specific treatment. 
Gerontoloqic: knowledgeable about elderly treatment issues. 

Consonant: compatible with elderly alcoholics. 
I ask you to rate the quality of each question (from 1 to 5, low 
to high) and the specific fit of the item in the particular 
domain. There is also a pool of random informational questions 
to be rated ju~t for quality. Your rating sheet is very 
important to me for the final questionnaire item selection. 

In the event that your pool of questions and rating sheets have 
been misplaced, replacements are enclosed. only the rating 
sheets need be returned. 

Your cooperation is greatly appreciated. 

Cordially, 

---;;]:i) SoO~~'"l. 
Russell W. Schumacher, MS, CAnC 

P.S. On the advice of several experts, consider the conservative/ 
differential domains as one, indicating either tendency. 
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1H£ UNIVERSITY Of 

CoUtge 01 Eduatlon 
Depanmcnl 01 Spedal Edualion and IWhabWlatlon 

ARIZONA 
1lJcsoN AIuz.oNA 

TuClOtl. Arizona 85721 
(602) 621·7822 

May 12, 1992 

A. Jacob Weiner, PhD 
11 Stetson Avenue 
Kentfield, CA 94904 

Dear Dr. Weiner: 

(602) 621·3214 
(602) 621·3248 
FAX (602) 621·9271 

I am writing to you about my study of alcohol counselor 
perceptions of elderly alcoholic treatment efficacy. I have not 
yet received your completed rating sheet covering the pool of 
questions for the proposed nationwide survey. 

The large number (23) of rating sheets returned by invited 
experts across the country is very encouraging. But, whether I 
can be sure the expert base is broad enough to establish face and 
construct validity depends upon you and the others who have not 
yet responded. Experience suggests that those of you who have 
not yet responded may offer quite different evaluations. 

This will be the first nationwide study of this type that has 
ever been done. Therefore, the results will be of particular 
importance to professionals, private and public program planners, 
and lawmakers now considering how to address the problem of real 
growth in numbers of elderly alcoholics. The usefulness of the 
survey results depends on the precision of the questions that 
will be asked respondent line-staff practitioners. 

It is for these reasons that I am sending this by certified mail 
to insure delivery. In case other correspondence did not reach 
you, I enclose another pool of questions and rating sheet. May I 
urge you to com~lete ~nd return the rating sheet only. 

Please consider the first two domains as one (conservative and 
differential) when rating items for "Ut"; responses will 
indicate the direction. Please rate the quality of each question 
and the specific fit of the item in the particular domain listed. 
A final group of questions need be rated for quality only. 

I shall assume you are interested in the eventual results of the 
survey if you do respond and I will send you a copy. I expect to 
have the preliminary findings in the Fall. 

Your contribution to the success of this study will be 
appreciated greatly. 

Most Sincerely, 

Russell W. Schumacher, t!S, CADC 
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LETTER TO PILOT TESTERS 
1li£ UNIVERSITY OF 
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CoUrse of Eduation 
~artmrnt of Spedal Education and RehlbWtation 

ARIZONA Tucaon. Arizona 85721 
(602) 621.7822 

July 3, 1992 

Chris Tennyson, EdD, MFCC 
North of Market Senior Alcohol Program 
333 Turk street 
San Francisco, CA 94102 

Dear Chris: 

(602) 621·3214 
(602) 621·3248 
FAX (602) 621·9211 

I am now ready to pretest my survey on elderly alcoholism 
treatment. Your input was invaluable. Only those items rated 
highly by the panel of experts were selected from the extensive 
pool of questions. You did offer to assist further at this stage 
of implementation, so I am now requesting that you take the time 
to read and answer the survey itself, and return it to me along 
with any comments you may have. 

Obviously, a pretest is deSigned to "test" the questionnaire as 
well as the questions. Some of the things I hope to learn from 
the pretest are: Is each of the questions measuring what it is 
intended to measure? Are all the words understood? Does the 
questionnaire create a positive impression, one that motivates 
people to answer it? Does any aspect of the questionnaire 
suggest bias on the part of the researcher? Remember, the survey 
will be sent only to addiction counselors certified by state 
boards who are members of tho National Certification Reciprocity 
Consortium (NCRC). Preliminary data suggests that the most 
common education level of these respondents will be a Master's 
degree; most common number of years of experience will be 8-15 
years; 55 per~ent mal~ and 45 percent female. 

Based upon your previously demonstrated enthusiasm and support 
for this project, I am sure you will have questions and issues to 
raise other than those mentioned above. I welcome your 
suggestions. 

Again, thanks so much for your assistance. Please return the 
questionnaire as soon as possible. I am anticipating an initial 
mailing on July 28, so I'll need to make corrections and 
alterations within a narrow time frame. I am also enclosing the 
cover letter to the counselors merely for reference. 

Sincerely, 

Russell W. Schumacher 
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CER Tl:FIED COUNSELOR N! 0910 

ELDERLY 

ALCOHOLISM ~ 
TR.EATMENT 

SURVEY 

. ./ 

I " ~ -------
Conducted by 

Russell V. Schuaacher, MS, CAne, EdD Candidate 

Department 
anci 

of Spec~a1 Eciucat~on 
Rehab~1~tat~on 

College of Education 
University of Arizona 

Tucson, Arizona 65721 

(602) 795-4931 

For purposes of this study, it is t.portant to define .... ral 
ter.s. Older or elderly refer to .. n and vc.en 5S years of age 
or older; younger refers to all those under 55. Alcohol abuse, 
alcohol dependence, alcohol probl ... , alcoholi .. , ch88ical 
dependence, substance abuse and variations of these ter&S will 
all be considered synony.ous---alcoholic- and -alcoholis.- will 
serYe us clearly and cencisely for this study. 

0-1 The following list contains some attitudes about the 
tr.etm.nt of elderly alcoholics. Indicate your l.vel of 
.gr •••• nt with each of these steteaentB. 

SA means strongly agree. 
A _ans agree. 
K .eans ~ agree ~ disagree (no opinion). 
D .ean. disagree. 
SD means .trongly di~aqree. 

Level of Agreement 
(Circle your answer.) 

CIl 
c:: 
::tI 

I Elderly alcoholics as a class 
generally haVQ a poor 10 
prognOSis • • • • • 

2 Sameone with particular 
ezpertise in treating the 
elderly alcoholic should be on 
the steff of every agency that 
aight be called on to treat 
the elderly alcoholic 

3 Elderly alcoholics should be 
referr.d to aainatre .. groups 
of Alcoholics Anonymous 

• Elderly alcoholics should be 
referred to AA groups of 
predominantly elder peers 

5 

.. 

Special interviewing skills are 
neceasary for information 
gathering from impaired and 
disabled elderly alcoholics 

Your facility should be modified 
physically to serve the 
elderly alcoholic better • • • 

SA A K D 

SA AND 

SA AND 

SD c:: 
t'1 
CIl 
1-3 
H 
o 
Z 

SDZ 
:t
H 
::tI 

SD t'1 

SAANDSD 

SA A If D SD 

SA A N D SD 

:t
~ 
~ 
t'1 
Z 
1:7 
H 
>:: 
t'1 

.... 
en 
\0 



0-2 Th~ following list contains scme beliefs about the 
treatment of eld~rly alcoholiCS. Indicate your level of 
agr~em~nt with each of thes. statementa. 

SA means strongly agree. 
A lII~ans agr~~. 
N means neither agre. ~ di.agree (no opinion). 
D means disagree. 
SD means strongly disagree. 

I Elderly alcoholics require 
specialized age-specific 
treatment programs • • • 

2 These programs should be 
provided at alcohol and other 
drug treatment centers • • • 

3 These programs should be 
provided at senior citizens 
centers ••••••••••• 

4 Drugs such as AntabuBe should be 
used for elderly alcoholics 

5 Your colleagues generally 
consider elderly alcoholics 
as a class to have a poor 
prognosis •••••••• 

6 All staff should be ~xpected to 
work with both younger and 
older alcoholics • • • • • 

7 There is generally greater 
cognitive impairment in the 
elderly alcoholic than in the 
younger alcoholic • • • • • • 

8 Cognitive impairment affects 
treatment outcomes negatively 
to a greater degree with the 
elderly than with younger 
alcoholics • • • • • • • • • • 

Level of Agreement 
(Circle your answer.) 

SA A H D SD 

SA A H D SD 

SA A N D SD 

SA A N D SD 

SA A N D SD 

SA A H D SD 

SA A N D SD 

SA A N D SD 

Now. would you please take time to consider the differences and 
similarities between the elderly and the younger alcoholic? 
Please draw upon your own clinical experiences and those reported 
to you by patients/clients when considering and choosing answers. 

0-3 In all respects (e.g •• demographiC. social. drinking 
histories. alcohol-related problems. cognition. diagnostic. 
etc.) do you see more similarities or more diff~rences 
between elderly and younger alcoholics? (Circl~ number.) 

I MORE SIMILARITIES 
2 MORE DIFFERENCES 

0-4 Please list in order the five greatest differences you 
perceive between elderly and younger alCOholics. 
(l=greatest, 5=least great. Please print your selections.) 

I 

2 

3 

4 

5 

0-5 compared to younger alcoholiCS, what should be the length of 
treatment for the elderly? (Circle number.) 

I MUCH SHORTER 
2 SHORTER 
3 ABOUT THE SAME 
4 LONGER 
5 MUCH LONC~R 

0-6 Is there a need to modify or eliminate existing techniques 
designed to break through denial when working with the 
elderly alcoholic? (Circle number.) 

I MODIFY TECHNIQUES 
2 ELIMINATE TECHNIQUES 
3 NEITHER ELIMINATE NOR MODIFY 
4 DON'T KNOW OR NO OPINION 

.... 
C'\ 
o 



0-7 The following questions ask you to compare older alcoholics 
with younger alcoholics in measures such as importance. 
quantity, frequency, duration or quality of treataent. For 
each question, indicate whether the difference is .uch less, 
less, more or EUch more. You aight ftlso choose -about the 
same." 

ML lIIeans IllUch lesll. 
L means Ieii.----
S means abOUt the Dame. 
H mesns more: --- ----
MM means much !!!:!!!. 

1 Is social involvement less or 
lIIore likely to be an important 
ingredient in the rehabilita
tion of older alcoholics than 
with younger alcoholics? • • 

2 How do elderly alcoholics rate 
against younger in their 
follow through with aftercare 
and Alcoholics Anonymous? 

3 Does the older alcoholic patient 
worry any less or more than 
the younger about health. 
finances. or any of the other 
difficulties to which he or 
she is subject? ••••••• 

C Compared to younger alcoholics. 
the time frame for the elderly 
to clear froll! cognitive 
impairment due to heavy. 
sustained alcohol consumption 

Degree of Difference 
(Circle your answer.) 

ML L s M MM 

ML L S M MM 

ML L S M MM 

seems to be... • • • • • • •• ML L S M MM 

5 Do elderly alcoholics require 
less or more individual staff 
attention than the young~ ML L S M MM 

6 In your experience. how does the 
relapse rate of the elderly 
alcoholic compare to the 
younger alcoholic? • • • • •• ML L S M MM 

0-8 

0-9 

How true are the following statementa regarding your own 
work situation? 

CT means completely ~. 
ST means somewhat true. 
o means question~(or not applicable). 
SF means somewhat false. 
CF means completely false. 

Degree of Truth 
(Circle your answer.) 

1 Elderly alcoholics have 
treatment needs different 
froll! the younger population 

-which are generally unknown 
or ignored by you or staff • 

2 Elderly alcoholics admitted to 
treatment with you or your 
program are unlikely to 
receive treatment for the 
problems associated with 
old age ••••••••• 

CTSTOSF CF 

CT ST 0 SF CF 

Within your work setting, aLe you aware of the use of any 
scientific evaluation research concerning the efficacy of 
treatment or methods employed with mainstream (mixed-age) 
population or elderly-specific alcoholics? (Circle number.) 

1 YES 
2 NO 

0-10 If you or your agency do follovup studies. how do the 
outcomes for elderly alcoholics compare to the younger 
alcoholics? (Circle number.) 

I MUCH BE'M'ER 
2 BE'M'ER 
3 ABOUT THE SAME 
C POORER 
5 MUCH POORER 
6 NOT APPLICABLE 

...... 
0\ 
...... 



0-11 Do you agree or disagree that specialized alcoholism 
programs for the elderly may be the most effective means of 
delivering services to this population on a large scale? 
(Circle number.) 

0-12 

1 STRONGLY AGREE 
2 AGREE 
3 NEITHER AGREE NOR DISAGREE 
4 DISAGREE 
5 STRONGLY DISAGREE 

The following problem-solving issues may be encountered in 
the treatment of the elderly alcoholic. Rate them in their 
importance, using your knowledge of client reports if 
applicable. 

EI means extremely important. 
VI means ~ important. 
I means important. 
SI means somewhat important. 
NYI means ~ ~ important. 

1 Retirement. 

2 Free time 

3 Volunteer work 

4 Grown children interactions 

5 Autonomy •••••••••• 

6 Sexual frustration/inadequacy 

7 Chronic illness 

8 Poor nutrition • • 

9 Financial problems 

10 Relapse prevention • 

11 Chronic pain • • • • 

Level of Importance 
(Circle yoar answer.) 

EI 

EI 

EX 

EI 

EI 

EI 

EI 

EI 

EI 

EI 

EI 

VI 

VI 

VI 

VI 

VI 

VI 

VI 

VI 

VI 

VI 

VI 

I 

I 

I 

I 

I 

I 

I 

I 

I 

I 

I 

51 

51 

51 

SI 

SI 

51 

51 

51 

SI 

51 

51 

NYI 

NYI 

NYI 

NYI 

NYI 

NYI 

NYI 

NYI 

NYI 

NYI 

NYI 

g-13 IS there someone on your sta~f or someone available to you 
with particular expertise in treating the elderly alcoholic? 
(Circle number.) 

I YES 
2 NO 

I Again, please rely on any relevant clinical experience you may 
have to answer the next five questions. 

0-14 Hov do you feel about this statement? "Elderly women are 
more likely to go cnrecognized as chemically dependent than 
elderly men vhen admitted to health care services.- (Circle 
number.) 

I 
2 
3 
4 
5 

STRONGLY AGREE 
MILDLY AGREE 
NEIT"dER AGREE NOR DISAGREE 
MILDLY DISAGREE 
STRONGLY DISAGREE 

0-15 Please rate the general prognosis of elderly female 
alcoholics compared to elderly males. (Circle number.) 

1 MUCH BETTER 
2 BETTER 
3 ABOUT THE SAME 
4 WORSE 
5 MUCH WORSE 

0-16 Do elderly alcoholics report a higher rate of previous 
suicide attempts than the younger? (Circle number.) 

1 MUCH LOWER 
2 LOWER 
3 ABOUT THE SAME 
4 HIGHER 
5 MUCH HIGHER 

0-17 It has been noted that depression, hostility and anxiety are 
lessened following group therapy vith younger alcoholics. 
Is this effect the same with the elderly? (Circle number.) 

1 YES 
2 NO 

..... 
0\ 
t\) 



0-19 How do you feel about this statement? "Elderly alcoholic. 
generally underreport the quantity/frequency of their 
alcohol consumption prior to treatment entry.- (Circle 
number.) 

1 STRONGLY AGREE 
2 MILDLY AGREE 
3 NEITHER AGREE NOR DISAGREE 
4 MILDLY DISAGREE 
5 STRONGLY DISAGREE 

0-19 Please rate the following issues for importance vben 
training counselors, physicians and clinicians to vork with 
the elderly alcoholic. 

EI means extremely ~tant. 
VI means ~ important. 
I means important. 
SI means somewhat important. 
NYI means not ~ important. 

1 Biological sensitivity • 

2 Psychosocial stressors 

3 Awareness of unusual 
presentations of addictions 
by the elderly • . 

4 Knowledge of the scope of drugs 
that may be abused • . . 

5 Confidence in treatment methods 

Level of Importance 
(Circle your answer.) 

EI VI I SI NYI 

EI VI I SI NYI 

EI VI 1 51 NYI 

EI VI 1 SI NYI 

EI VI I 51 NYl 

0-20 In your clin~cal experience with elderly alcoholics, have 
tr~atment goals been compromised by the prescribing 
practices of attending physicians? (Circle number.) 

1 STRONGLY AGREE 
2 MILDLY AGREE 
3 NEITHER AGREE NOR DISAGREE 
4 MILDLY DISAGREE 
5 STRONGLY DISAGREE 

Please look at some more treatment issues and make some 
comparisons between elderly and younger alcoholics. 

0-21 These questions ask you to rate any perceived differences. 

ML means much les8. 
L means les8.----
S means about the same. 
M means more: --- ----
KK means much ~. 

1 Compared to younger alcoholics, 
how important for the elderly 
is treatment participation of 
family members or significant 
others? ••••••••• 

2 Are elderly alcoholic family 
members less or more likely to 
be involved in treatment 
compared to the younger? • 

3 How much shame about drinking 
is manifested by elderly 
alcoholics compared tn 
younger alcoholics? 

4 Compared to younger alcoholics, 
do elderly· alcoholics find it 
less or more difficult to find 
the "right" AA meeting for 
themselves? 

5 Insufficient money is less or 
more a barrier to treatment 
for the elderly alcoholic? • 

6 Distance from health providers 
is less or more a barrier to 
treatment for the elderly? 

7 Do professionals show less or 
more peSSimism about treating 
elderly compared to younger? 

Degree of Difference 
(Circle your answer.) 

ML L S M KK 

ML L S M KK 

HL L S M KK 

HL L S H KK 

HL L S M KK 

HL L S M KK 

HL L S M MM 

.... 
0\ 
W 



0-22 Here are a few more beliefs about elderly alcoholics and 
their treatment. Indicate your level of agreeaent with each 
of these statement •• 

0-23 

SA means strongly agree. 
A means agree. 
N means neither egree ~ disagree (no opinion). 
D means disagree. 
SD means strongly disagree. 

I Alcohol accelerate. the aging 

Level of Agreement 
(Circle your answer.) 

process ••••••••• SA A H D SD 

2 The aged are more vulnerable to 
the effects of alcohol due to 
a slowing down of the process 
which metabolizes alcohol SA AND SD 

3 The aged are more vulnerable to 
the effects of alcohol due to 
the smaller body water content 
of the elderly • • • • • • •• SA AND SD 

4 Physicians have been hesitant in 
the past to designate elderly 
patient. as alcoholic SA AND SD 

5 Physicians have improved in 
their willingness to designate 
elderly patient. as alcoholic SA AND SD 

6 All staff should be expected to 
work with both younger and 
older alcoholics • • • • • SA A H D SD 

Selection of an appropriate treatment method should be 
determined partly by the match between the cognitive demands 
of the treatment and a patient's current cognitive ability. 
Regarding the elderly alcoholic, compared to younger, is 
this 

I MUCH MORE TRUE 
2 MORE TRUE 
3 EOUAl.LY TRUE 
4 LESS TRUE 
5 MUCH LESS TRUE 

0-24 The following methods of alcoholism treatment have been 
identified and examined ~~ researchers. Please rate them 
for their effectiveness in treatment of elderly alcoholics 
according to your own experience and observations. 

EE means extremely effective. 
VE means ~ effective. 
E means effective. 
SE means somewhat effective. 
NVE means ~ ~ effective. 

ILevel of Effectiveness 
I (Circle your answer.) 

1 Disulfiram (Antabuse) EE VB E SE NY!: 

2 Social skills training EE VE E SE NVE 

3 Stress management EE VE E SE NVE 

4 Alcoholism education EE VE E SE NVE 

5 Alcoholics Anonymous EE VE E SE NVE 

6 Community reinforcement approach EE VE E SE NVE 

7 Aversion therapies • EE VE E SE NVE 

8 Group therapy EE VE E SE NVE 

9 Beh4vioral self-control training EE VE E SE NVE 

10 Individual.counseling EE VE E SE NVE 

11 Marital and family therapy EE VE E SE NVE 

12 Confrontation • . . EE VE E SE NVE 

0-25 Compared to younger alcoholics, the elderly show a more 
decreased capacity for mental and emotional reorganization 
which makes psychotherapy more difficult. 

1 STRONGLY AGREE 
2 MILDLY AGREE 

(Circle number.) 

3 NEITHER AGREE NOR DISAGREE 
4 MILDLY DISAGREE 
5 STRONGLY DISAGREE 

I 
I 

.... 
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Finally, w@ would lik@ to ask a few questions about yourself to 
help interpret the result •• 

0-26 What is your g@nder? (Circle numh@r.) 

1 MALE 
2 FEMALE 

0-27 In what y@ar vere you born? (Write the year.) 

TZAR 

0-28 It would b@ most h@lpful in analyzing your responses to know 
the setting of your employment/practice. (Please print.) 

Company n/Ulle: 

Street: 

City: ________ State: ____ _ Zip Coda: 

0-29 How many years of experience do you hav@ in the field of 
alcohol or drug abuse? (Circle number.) 

1 2-4 YRS. 
2 5-8 YRS. 
3 9-15 YRS. 
4 16 YRS. AND ABOVE 

0-30 What is the highest level of education you have attained? 
(Circle numh@r.) 

I HIGH SCHOOL (OR GED) OR LESS 
2 SOME YEARS OF COLLEGE 
3 ASSOCIATE OF ARTS 
4 BACHELOR'S 
5 KASTER'S 
6 DOCTORATE 
7 OTHER (please specify) 

0-31 In what professional area(s) do you hold your degree(s)? 
(Please print.) 

0-32 Do you consider yourself to be recovered or recovering? 
(Circle number.) 

1 YES 
2 NO 

0-33 If the answer to question 32 is yes, what vas your primary 
drug of choice? (Circle number.) 

1 ALCOHOL 
2 OTHER DRUG(S) 
3 COMBINATION OF ALCOHOL AND OTHER DRUG(S) 

0-34 The following list contains annual income ranges. Which 
range corresponds to your annual income? (Circle number.) 

I $50,000 and above 
2 $40,000-$50,000 
3 $30,000-$40,000 
4 $20,000-$30,000 
5 $10,000-$20,000 

0-35 The range indicated in question 34 applies to part-time or 
full-time? (Circle number.) 

1 PART-TIME 
2 FULL-TIME 

0-36 How do you describe your practIce? (Circle number.) 

1 ALCOHOL ABUSE ONLY 
2 DRUG ABUSE ONLY 
3 BOTH 

0-37 What is your ethnic background? (Circle number.) 

1 CAUCASIAN/WHITE 
2 BLACK 
3 HISPANIC 
4 NATIVE AMERICAN 
5 OTHER 

0-38 If you have received any alcohol/drug abuse-related degree, 
please indicate. (Circle number.) 

1 ASSOCIATE OF ARTS 
2 BACHELOR'S 
3 KASTER'S 
4 OTHER or NONE (specHy) _______ _ 

.... -
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U1 



0-39 Please indicate the number of years you have been certified 
as an alcohol and/or drug abuse counselor. (Write in 
number.) 

ALCOHOL ABUSE COUNSELOR 

DRUG ABUSE COUNSELOR 

ALCOHOL A.~ DRUG ABUSE COUNSELOR 

0-40 Hov many actual clock hours of elderly/gerontology studies 
have you experienced? (Write the number.) 

Q-4l What is your primary practice setting? (Circle number.) 

1 THERAPEtrrIC COMMUNITY 
2 INTENSIVE OUTPATIENT 
3 OUTPATIENT 
4 DETOX ONLY 
5 INPATIENT TREATMENT 
6 PRIVATE PRACTICE 

0-42 How many elderly alcoholics (55 years or over) did you 
personally counsel (either individually or in group 
settings) during the past year? (Circle number.) 

1 NONE 
2 1-10 
3 11-25 
4 26-50 
5 51-100 
6 MORE THAN 100 

0-43 Hov many alcoholics of all ages (including elderly, if any) 
did you personally counsel (either individually or in group 
settings) during the past year? (Circle nuaber.) 

1 NONE 
2 1-10 
3 11-25 
4 26-50 
5 51-100 
6 MORE THAN 100 

0-44 If applicable, please indicate the number of alcoholics of 
all ages to vhom your facility/agency provided services 
du:ing the past year? (Circle number.) 

1 NOT APPLICABLE 
2 1-50 
3 51-100 
4 101-200 
5 201-300 
6 MORE THAN 300 

Q-45 For the above patients, what was the average length of stay 
or treatment for all ages (including aftercare or continuing 
care)? (Circle number.) 

1 1-5 DAYS 
2 6-10 DAYS 
3 11-30 DAYS 
4 31-90 DAYS 
5 91-180 DAYS 
6 181-365 DAYS 
7 MORE THAN 365 DAYS 

Q-46 What following characteristics apply to the alcoholics whom 
you counsel? (Circle all applicable numbers.) 

1 ALL AGES 
2 18 AND UNDER 
3 OVER 18 
4 18-65 
5· 18-NO LIMIT 
6 55/65 AND OVER 
7 COED 
8 FEMALE ONLY 
9 MALE ONLY 

10 ETHNIC RESTRICTIONS (specify) __________ __ 

0-47 If applicable, what is the number of full-time equivalent 
(FTE) treatment personnel usually employed in your 
treatment agency/facility? (Circle number.) 

1 1-5 
2 6-10 
3 11-25 
4 26-50 
5 51-100 
6 MORE THAN 100 

.... 
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0-48 Is your treatment center or place of work accessible to 
public transportation? (Circle nuaber.) 

1 YES 
2 NO 

0-49 Are all your patients voluntary? 

1 YES 
2 NO 

0-50 What percentage of your agency/practice treat.ent popolation 
of alcoholics is 55 years of age or older? (Circle nuaber.) 

1 1-3 PERCENT 
2 4-8 PERCENT 
3 9-15 PERCENT 
4 16-30 PERCENT 
5 31-100 PERCENT 
6 ZERO or NOT APPLICABLE 

0-51 Do you agree or disagree with the following stateaents 
concerning gerontology training? 

r Agree/Disagree-I 
1 Certified Alcohol Counselors (CACs) I (Circle answer.) I 

think gerontology is adequately 
incorporated into their training Agree Disagree 

2 CACs do not acquire additional 
training in gerontology for any 
of a number of practical reasons 

3 CACS generally feel competent in 
assessment, diagnosis and 

Agree Disagree 

treatment of the elderly alcoholic Agree Disagree 

4 At least one-half of CACs feel 
genuinely incompetent in the 
assessment, diagnosis and 
treatment of the elderly alcoholic Agree Disagree 

5 CACs generally are ¥ell informed 
and sufficiently acquainted with 
referral possibilities for the 
elderly alcoholiC •••• • • • Agree Disagree 

Is there anything you ~ould like to add? Please use this space 
for any additional comments you would like to make. 

THANK YOU VERY MUCH FOR YOUR TIME 

1HE lJNMRslTy c:I 

ARIzONA 
1\JcsoN IwzrMA 
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APPENDIX E 

RAW FREQUENCIES AND RANKINGS 

OF QUESTIONNAIRE ITEM RESPONSES 



1.1 

APPENDIX E 

RAW FREQUENCIES AND RANKINGS 

OF QUESTIONNAIRE ITEM RESPONSES 

Elderly alcoholics as a class generally have a poor 

prognosis. 

Agree 261 45.7% 

Disagree 244 42.7% 

Neutral 66 11. 6% n=571 

1.2 

Someone with particular expertise in treating the elderly 

alcoholic should be on the staff of every agency that 

might be called on to treat the elderly alcoholic. 

1.3 

Agree 477 83.8% 

Disagree 41 7.2% 

Neutral 51 9.0% n=569 

168 

Elderly alcoholics should be referred to mainstream groups 

of Alcoholics Anonymous. 

1.4 

Agree 390 68.9% 

Disagree 107 18.9% 

Neutral 69 12.2% n=566 

Elderly alcoholics should be referred to AA groups of 

predominantly elder peers. 



(Frequencies continued) 

Agree 285 50.4% 

Disagree 154 31.4% 

Neutral 103 18.2% 

1.5 

n=566 

Special interviewing skills are necessary for information 

gathering from impaired and disabled elderly alcoholics. 

1.6 

Agree 492 86.3% 

Disagree 47 8.3% 

Neutral 31 5.4% n=570 

Your facility should be modified physically to serve the 

elderly alcoholic better. 

2.1 

Agree 330 58.4% 

Disagree 117 20.7% 

Neutral 118 20.9% n=565 

Elderly alcoholics require specialized age-specific 

treatment programs. 

2.2 

Agree 370 64.7% 

Disagree 142 

Neutral 60 

24.8% 

10.5% n=572 

169 

These programs should be provided at alcohol and other drug 

treatment centers. 



trreguencies continued) 

Agree 416 72.6% 

Disagree 50 10.5% 

Neutral 97 16.9% 

2.3 

n=573 

These programs should be provided at senior citizens 

centers. 

Agree 270 65.3% 

Disagree 104 18.3% 

Neutral 93 16.4% n=567 

2.4 

Drugs such as Antabuse should be used for elderly 

alcoholics. 

Agree 51 8.9% 

Disagree 322 56.5% 

Neutral 197 34.6% n=570 

2.5 

170 

Your colleagues generally consider elderly alcoholics as a 

class to have a poor prognosis. 

2.6 

Agree 292 

Disagree 149 

Neutral 130 

51.2% 

26.1% 

22.8% n=571 

All staff should be expected to work with both younger and 

older alcoholics. 



(Freguencies continued) 

Agree 335 58.7% 

Disagree 179 31.3% 

Neutral 57 10.0% 

2.7 

n=571 

There is generally greater cognitive impairment in the 

elderly alcoholic than in the younger alcoholic. 

2.8 

Agree 355 62.1% 

Disagree 

Neutral 

133 23.3% 

84 14.7% n=572 

171 

Cognitive impairment affects treatment outcomes negatively 

to a greater degree with the elderly than with younger 

alcoholics. 

3 

Agree 269 

Disagree 186 

Neutral 115 

47.2% 

32.6% 

20.2% n=570 

In all respects (e.g., demographic, social, drinking 

histories, alcohol-related problems, cognition, diagnostic, 

etc.) do you see more similarities or more differences 

between elderly and younger alcoholics? 

Same 243 56.2% 

Different 189 43.7% n=432 



(Freguencies continued) 

5 

172 

Compared to younger alcoholics, what should be the length of 

treatment for the elderly? 

Shorter 25 4.3% 

Same 218 39.6% 

Longer 311 56.1% 

6 

Is there a need to modify or eliminate existing techniques 

designed to break through denial when working with the 

elderly alcoholic? 

7.1 

Modify 363 64.3% 

Eliminate 10 1.8% 

Neither 125 22.2% 

Neutral 66 11. 7% n=564 

Is social involvement less or more likely to be an important 

ingredient in the rehabilitation of older alcoholics than 

with younger alcoholics? 

7.2 

More 316 56.0% 

Same 

Less 

189 33.5% 

59 10.5% n=564 

How do elderly alcoholics rate against younger in their 

follow through with aftercare and Alcoholics Anonymous? 
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More 160 28.7% 

Same 154 27.6% 

Less 244 43.7% n=558 

7.3 

Does the older alcoholic patient worry any less or more than 

the younger about health, finances, or any of the other 

difficulties to which he or she is subject? 

More 423 75.0% 

Same 101 18.4% 

Less 37 6.6% n=564 

7.4 

Compared to younger alcoholics, the time frame for the 

elderly to clear from cognitive impairment due to heavy, 

sustained alcohol consumption seems to be. 

More 482 86.0% 

Same 49 8.8% 

Less 29 5.2% n=560 

7.5 

Do elderly alcoholics require less or more individual staff 

attention than the younger? 

More 319 56.9% 

Same 190 33.9% 

Less 52 9.2% n=561 



(Frequencies continued) 

7.6 

174 

In your experience, how does the relapse rate of the elderly 

alcoholic compare to the younger alcoholic? 

More 167 30.1% 

Same 258 46.6% 

Less 129 23.3% n=554 

8.1 

Elderly alcoholics have treatment needs different from the 

younger population which are gen~rally unknown or ignored by 

you or staff. 

8.2 

True 

False 

Neutral 

270 47.7% 

171 30.2% 

125 22.1% n=566 

Elderly alcoholics admitted to treatment with you or your 

program are unlikely to receive treatment for the problems 

associated with old age. 

9 

True 214 37.9% 

False 

Neutral 

247 43.8% 

103 18.3% n=564 

Within your work setting, are you aware of the use of any 

scientific evaluation research concerning the efficacy of 

treatment or methods employed with mainstream (mixed-age) 

population or elderly-specific alcoholics? 



(Freguencies continued) 

Yes 70 12.3% 

No 498 87.7% n=568 

10 

If you or your agency do followup studies, how do the 

outcomes for elderly alcoholics compare to the younger 

alcoholics? 

11 

Better 

Same 

Poorer 

None 

56 10.5% 

97 18.1% 

82 15.3% 

301 56.1% n=536 

175 

Do you agree or disagree that specialized alcoholism 

programs for the elderly may be th'e most effective means of 

delivering services to this population on a large scale? 

12 

Agree 387 69.9% 

Disagree 

Neutral 

77 13.9% 

90 16.2% n=554 

The following problem-solving issues may be encountered in 

the treatment of the elderly alcoholic. Rate them in their 

importance, using your knowledge of client reports if 

applicable. 

Ranked importance of elderly treatment issues: 
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13 

1 Chronic illness 

2 Free time 

3 Relapse prevention 

4 Retirement 

5 Chronic Pain 

6 Financial problems 

7 Poor nutrition 

8 Grown children interactions 

9 Autonomy 

10 Volunteer work 

11 Sexual frustration/inadequacy 

176 

Is there someone on your staff or someone available to you 

with particular expertise in treating the elderly alcoholic? 

Yes 255 45.1% 

No 311 54.9% n=566 

14 

How do you feel about this statement? "Elderly women are 

more likely to go unrecognized as chemically dependent than 

elderly men when admitted to health care services." 

Agree 479 84.8% 

Disagree 44 7.8% 

Neutral 42 7.4% n=565 



(Freguencies continued) 

15 

Please rate the general prognosis of elderly female 

alcoholics compared to elderly males. 

16 

Better 97 17.5% 

Worse 

Same 

254 45.8% 

204 36.7% n=555 

Do elderly alcoholics report a higher rate of previous 

suicide attempts than the younger? 

More 135 25.6% 

Same 192 36.4% 

Less 201 38.0% n=528 

17 

177 

It has been noted that depression, hostility and anxiety are 

lessened following group therapy with younger alcoholics. 

Is this effect the same with the elderly? 

Yes 391 73.4% 

No 142 26.6% n=533 

18 

How do you feel about this statement? "Elderly alcoholics 

generally underreport the quantity/frequency of their 

alcohol consumption prior to treatment entry." 

Agree 511 91.6% 

Disagree 

Neutral 

14 

33 

2.5% 

5.9% n=558 



(Frequencies continued) 

19 

178 

Please rate the following issues for importance when 

training counselors, physicians and clinicians to work with 

the elderly alcoholic. (Ranked according to sum of means.) 

20 

Importance of professional training issues 

1 Knowledge of the scope of drugs that 

may be abused 

2 Psychosocial stressors 

3 Awareness of unusual presentations of 

addictions by the elderly 

4 Confidence in treatment methods 

5 Biological sensitivity 

In your clinical experience with elderly alcoholics, have 

treatment goals been compromised by the prescribing 

practices of attending physicians? 

21.1 

Agree 405 74.3% 

Disagree 

Neutral 

48 8.8% 

92 16.9% n=545 

Compared to younger alcoholics, how important for the 

elderly is treatment participation of family members or 

significant others? 



(Frequencies continued) 

21.2 

Less 

Same 

More 

39 6.9% 

269 47.8% 

255 45.3% 

179 

n=563 

Are elderly alcoholic family members less or more likely to 

be involved in treatment compared to the younger? 

21.3 

Less 328 58.4% 

Same 

More 

127 22.6% 

107 19.0% n=562 

How much shame about drinking is manifested by elderly 

alcoholics compared to younger alcoholics? 

Less 44 7.8% 

Same 81 14.4% 

More 437 77.8% n=562 

21.4 

Compared to younger alcoholics, do elderly alcoholics find 

it less or more difficult to find the "right" AA meeting for 

themselves? 

Less 67 12.0% 

Same 163 29.3% 

More 327 58.7% n=557 

21.5 

Insufficient money is less or more a barrier to treatment 

for the elderly alcoholic? 
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Less 75 13.4% 

Same 168 30.0% 

More 317 56.6% n=560 

21.6 

Distance from health providers is less or more a barrier to 

treatment for the elderly? 

21.7 

Less 29 5.2% 

Same 

More 

156 27.9% 

375 66.9% n=560 

Do professionals show less or more pessimism about treating 

elderly compared to younger? 

Less 43 7.7% 

Same 133 23.8% 

More 384 68.5% n=560 

22.1 

Alcohol accelerates the aging process. 

22.2 

Agree 530 93.5% 

Disagree 

Neutral 

12 

25 

2.1% 

4.4% n=567 

The aged are more vulnerable to the effects of alcohol due 

to a slowing down of the process which metabolizes alcohol. 

Agree 503 88.8% 

Disagree 14 2.5% 
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Neutral 49 8.7% n=566 

22.3 

The aged are more vulnerable to the effects of alcohol due 

to the smaller body water content of the elderly. 

22.4 

Agree 267 47.6% 

Disagree 34 6.0% 

Neutral 261 46.4% n=562 

Physicians have been hesitant in the past to designate 

elderly patients as alcoholic. 

22.5 

Agree 499 88.2% 

Disagree 

Neutral 

50 

17 

8.8% 

3.0% n=566 

Physicians have improved in their willingness to designate 

elderly patients as alcoholic. 

22.6 

Agree 274 48.5% 

Disagree 156 27.6% 

Neutral 135 23.9% n=566 

All staff should be expected to work with both younger and 

older alcoholics. 

Agree 348 61.9% 

Disagree 148 26.3% 

Neutral 66 11.8% n=562 



(Frequencies continued) 

23 

182 

Selection of an appropriate treatment method should be 

determined partly by the match between the cognitive demands 

of the treatment and a patient's current cognitive ability. 

Regarding the elderly alcoholic, compared to younger, is 

this 

More true 230 47.4% 

Same 253 52.2% 

Less true 2 .4% n=485 

24 

The following methods of alcoholism treatment have been 

identified and examined by researchers. Please rate them 

for their effectiveness in treatment of elderly alcoholics 

according to your own experience and observations. 

Treatment methods used with elderly ranked 

according to perceived effectiveness 

1 Alcoholics Anonymous 

2 Individual counseling 

3 Alcoholism education 

4 Group therapy 

5 Marital and family therapy 

6 Community reinforcement approach 

7 Stress management 

8 Social skills training 

9 Confrontation 
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25 

10 Behavioral self-control training 

11 Disulfiram 

12 Aversion therapies 

183 

Compared to younger alcoholics, the elderly show a more 

decreased capacity for mental and emotional reorganization 

which makes psychotherapy more difficult. 

26 

Agree 277 52.9% 

Disagree 109 20.8% 

Neutral 138 26.3% 

Gender 

Male 

Female 

258 45.2% 

313 54.8% 

27 

Age 

29 

Mean 47.7 

Median 46 

Mode 45 

Range 27-76 

n=524 

n=573 

n=570 

How many years of experience do you have in the field of 

alcohol or drug abuse? 

2 to 4 20 3.5% 

5 to 8 136 24.1% 
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9 to 15 264 46.7% 

16 & above 145 25.7% n=565 

30 

What is the highest level of education you have attained? 

Secondary 10 2% 

Some college 96 18% 

Associate 35 7% 

Bachelor 119 22% 

Master 231 43% 

Doctorate 28 5% 

Other 15 3% n=534 

32 

Do you consider yourself to be recovered or recovering? 

Yes 340 60.8% 

No 219 39.2% n=559 

33 

If the answer to question 32 is yes, what was your primary 

drug of choice? 

Alcohol 186 57.6% 

Other 19 5.9% 

Both 118 36.5% n=323 

34 

Annual income 

$50,000 & above 13.5% 

40,000-50,000 14.6% 
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30,000-40,000 32.9% 

20,000-30,000 32.1% 

10,000-20,000 6.9% n=554 

35 

Part or full-time 

Part 76 13.8% 

Full 475 86.2% n=551 

36 

Practice type 

Alcohol 9 1. 6% 

Drug 2 0.4% 

Both 542 98.0% n=551 

37 

Ethnicity 

Caucasian 498 88.5% 

Black 37 6.6% 

Hispanic 17 3.0% 

Nat.Amer. 6 1.1% 

Other 5 0.9% n=563 

38 

Alcohol/drug abuse-related degrees 

Associate 21 4.4% 

Bachelor 21 4.4% 

Master 37 7.8% 

Other/O 394 83.3% n=473 
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39 

Years certified as an alcohol and/or drug abuse counselor 

40 

Alcohol 

Drug 

AODA 

mean 8.6 yrs 

mean 8.7 yrs 

mean 7.0 yrs 

n=155 

n-41 

n=463 

Actual clock hours of elderly/gerontology studies 

41 

Mean 

Median 

Mode 

Range 

102 hours 

24 hours 

30 hours 

0-2000 hours 

Primary practice setting 

Therapeutic community 

Intensive outpatient 

Outpatien.t 

Detox only 

Inpatient treatment 

Private practice 

42 

n=319 

39 8.8% 

43 9.7% 

156 35.1% 

13 2.9% 

131 29.4% 

63 14.2% n-445 

186 

Elderly alcoholics (55 years or over) personally counseled 

(either individually or in group settings) during past year 

None 

1-10 

11-25 

105 18.9% 

257 46.2% 

103 18.6% 
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43 

25-50 

51-100 

Over 100 

54 

20 

17 

9.7% 

3.6% 

3.1% n=556 

Alcoholics of all ages personally counseled (either 

individually or in group settings) during the past year 

None 55 9.9% 

1-10 52 9.4% 

11-25 72 12.9% 

26-50 105 18.9% 

51-100 113 20.4% 

Over 100 158 28.5% n=555 

44 

187 

Number of alcoholics of all ages to whom services Erovided 

by facility\agency during the past year 

None 65 12.2% 

1-50 66 12.4% 

51-100 65 12.2% 

101-200 80 15.0% 

201-300 60 11. 3% 

Over 300 197 36.9% n=533 

45 

Length of stay/treatment (including aftercare/continuing 

care) 
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1-5 days 11 

6-10 days 23 

11-30 days 116 

31-90 days 120 

91-180 days 98 

181-365 days 55 

Over 365 days 15 

46 

Patient characteristics 

47 

All ages 

18 & under 

Over 18 

18-65 

18-no limit 

55/65 & over 

Coed 

Female only 

Male only 

Ethnic only 

273 

60 

164 

84 

162 

39 

308 

23 

28 

8 

188 

2.5% 

5.3% 

26.5% 

27.4% 

22.4% 

12.6% 

3.4% n=438 

50.2% 

11. 0% 

30.1% 

15.4% 

29.8% 

7.2% 

56.6% 

4.2% 

5.1% 

1.5% n=544 

Full-time equivalent treatment personnel usually employed in 

agency/facility 

1-5 

6-10 

11-25 

180 36.6% 

98 19.9% 

93 17.1% 
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48 

26-50 

51-100 

Over 100 

65 13.2% 

28 5.7% 

28 5.7% n=492 

Treatment setting public transportation accessibility 

Yes 458 81.8% 

No 102 18.2% n=560 

49 

Volunteer patients 

Yes 256 46.7% 

No 292 53.3% n=548 

50 

189 

Percentage of treatment population 55 years of age or older 

1-3 % 151 28.1% 

4-8 % 136 25.3% 

9-15 % 113 21. 0% 

16-30 % 74 13.8% 

31-100 % 13 2.4% 

None 47 8.7% n=537 

51.1 

Certified Alcohol Counselors (CACs) think gerontology is 

adequately incorporated into their training 

Yes 111 20.1% 

No 442 79.9% n=553 

_____ •.•.. _ .• _,. _._" .• _ ...• _·_.~r'" ..•• ____ •.... _ ...• __ ...•. ," 
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51.2 

190 

CACs do not acquire additional training in gerontology for 

any of a number of practical reasons 

Yes 266 47.7% 

No 292 52.3% n=558 

51.3 

CACs generally feel competent in assessment, diagnosis and 

treatment of the elderly alcoholic 

Yes 262 47.6% 

No 288 52.4% n=550 

51.4 

At least one-half of CACs feel genuinely incompetent in the 

assessment, diagnosis and treatment of the elderly alcoholic 

Yes 309 56.8% 

No 235 43.2% n=544 

51.5 

CACs generally are well informed and sufficiently acquainted 

with referral possibilities for the elderly alcoholic 

Yes 155 28.0% 

No 399 72.0% n=554 
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LETTERS TO POPULATION SAMPLE 
'ikE UNIVERSITYOf' 
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Co~ of Education 
Departmenl of Special Education and ~lablUlaUon 

ARIZONA Tuaon. Arizona 85721 
(602) 621·7822 

July 28, 1992 

~~ 
_ N. Dayshore Dr. 

'Saint petersburg, PL 33708-2141 

Dear Colleague I 

(602) 621.3214 
(602) 621.3248 
FAX (602) 621·9271 

Americans are living longer. The numbers reprelenting those with chronic 
illnalsss such as alcoholilm will rise in ablolute terml. It is not clear 
which treatments work best for the elderly alcoholic 55 years or older, and 
perceptions of certified addiction counselors have not bean analyzed. You are 
the one who knows. Future program planning and personal treatment Itrategi.s 
and interventions will benefit from tha collection and analysis of this 
information which you can provide. 

You are one of a Imal1 number of certified counselor. who are being alked to 
give their opinions and percoptions on elderly treatment issues. Your nama 
was drawn in a random lample of counselors certified by member boards of the 
National Certification Reciprocity Consortium/Alcohol and other Drug Abuse 
(NCRC/AODA). In order that the ralults will truly reprelant the perceptions 
of the nation's counselors, it is important that each quostionnaire be 
completed and returned. Certified counselors only will participate, as it is 
important to astablish this high baleline standard of training, education and 
experience. 

You should bet able to complete the quelltionnaire in leu than nn hour. If you 
return it, we will assume that consent has baan given to ule the information. 
You may be asaured of complete confidentiality. The questionnaire has an 
identification number for mailing purposel only. Thil ia so that your name 
may be checked off of tha mailing list when your questionnaire is returned. 
Your nama will never be placed on the questionnaire. 

The result of this reeearch will bet made available to officials of state and 
federal governments, members of legislatures and Congress, and all interested 
peraons. You may receive a aummary of results by writing "copy of ra.ult. 
requasted" on the back of the return anvelopa, and printing your nama and 
addre.s below it. Plea.e do not put this information on the que.tionnaire 
it.elf. ---

I would be molt happy to an.wer any questiona you might bave. Please write Or 
call. My telephone number is 602-795-4931. 

Thank yoU for your assistance. 

Sincerely, 

Ru.sell W. schumacher, MS, CAnC 
Project Director 



August 4, 1992 

Last week a questionnaire designed to yield new perspectives 
on important issues in the treatment of elderly alcoholics 
was mailed to you. ~our name was drawn from a random sample 
of certified counselors registered with the NCRC/AODA. 

If you have already completed the survey and returned it to 
us, please accept our sincere thanks. If not, please do so 
today. Because it has been sent to only a small, but 
representative, sample of addiction counselors it is 
extremely important that your responses also be included in 
the study if the results are to accurately represent the 
opinions of the nation's alcohol and other drug counselors. 

If by some chance you did not receive the questionnaire, or 
it got misplaced, pleAse call me right now, (at home I'll 
accept collect,602-795-4931; or leave a message at work, 
602-745-7203) and I will get another one in the mail to you 
today. 

Sincerely, 

Russell Schumacher 
Project Director 
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'IkE UNIVERSITY Of 

College of EduCAtion 
Department of SpecIAl Education and Rehabilitation 

ARIZONA 
1I.JcsoN Aruz.ow. 

Tucson. Arizona 85721 
/6021621·7822 

August lB, 1992 

Joe Coun.elor 
1234 Recovery Lane 
Akron, 08 1935 

Dear Joel 

(602) 621.3214 
(602) 621·3248 
FAX (602) 621·9271 

About three weeks ago I wrote to you seeking your opinions and perceptions 
concerning current and future treatment approaches for elderly alcoholics S5 
years or older. As of today your completed questionnaire has not yet been 
received. 

We have undertaken this study because of the belief that certified addiction 
counselor opinions should be taken into account when formulating interventions 
and planning programs for treatmsnt of the growing number of elderly 
alcoholics. 

I am writing to you again becauae of the significance each questionnaire hae 
to the uaefuln.aa of thia atudy. Your name waa drawn through a acientific 
aampling of counaelors certified by NCRC/AODA member boards in which all 
counselors had an e~~al chance of being aelected. In order for the result a of 
this etudy to be truly representative of the opinion. of the nation's 
addiction counselors, it ie eaaential that each peraon in the aample return 
the questionnaire. Aa mentioned in our la.t letter, the high baaeline 
atandarda which you have met are important to the validity of thia study. 

In the evant that your que.tionnaire hae boan misplaced, a replacement ie 
enclosed. 

Your cooperation ia greatly appreciated. 

cordially, 

Ruae Schumacher 
Project Director 

P.S. Some people have felt heaitant to roepond if their experience with the 
elderly haa been minimal. Pleaee reapond no matter what degree of 
experience you have had werking with this age group. 
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1Ht UNIVWlTY Of' 

Colltge 01 EduaUon 
Departmenl 01 Special EduaUon and RehAblIllaUon 

ARIZONA 
1\.JcsoN AIuzoNA 

Tucson. Arizona 85721 
(602) 621·7822 

September lS, 1992 

Connie Sue COunaelor 
1234 Confrontation COurt 
Serenity, 00 11222 

I am writing to you about our study of counselor perceptions of elderly 
alcoholic treatment efficacy. I have not yet received your completed 
queDtionnaire. 

(602) 621·3214 
(602) 621·3248 
FAX (602) 621·927l 

The large number of queationnaires returned by randomly selected certified 
addiction counaelors acroas the country is very encouraging. But, whether we 
will be able to doacribe accurately how the nstion's counaelors feel on thie 
important iaeue depends upon you and tho othors who have not yet reaponded. 
Experience augg.ata that thoae of you who have not yat reapondad may offer 
quite different perspectives. 

Thia is the first nationwide Dtudy of this type that hae ever been dono. 
Therefore, the reoults will be of particular importance to profeaaionalD, 
private and public program planners, lawmakera and educator a now conaidering 
how to address the problem of real growth in numbers of elderly alcoholics. 
The uaefulneas of the aurvey reaulta dspenda on how accurately we are able to 
describe what the nation's highly trAined and experienced couneelore balieva. 

It is for these reasons that I am Bending this by certified mail to inaure 
delivery. In caa. other correDpondance did not reach you, or your 
questionnaire waa miaplaced, I enclose a replacement. Hay I urgo to complete 
and return it aa quickly aa possible. 

Pleaae ba auaured that your opinions ara important and that your experience 
doe a qualify you to respond, no matter when or with what populationa you have 
worked. The fact that you have baen certified and worked in the addictions 
field eatablishea your representativen.ea and makes your views important to 
this study. 

I'll be happy to aend you a copy of the results if you want one. Simply put 
your name, addreaa, and "copy of resulta requested" on the back of the return 
anvelope. We expect to have them ready to eend later in the Fall. 

Your contribution to the success of tbia study will be appreciated greatly. 

... -~ ......... _ .... --_ ... ~--- .. --

tfoet eincarely, 

Ru.aell W. Schumacher, MS, CADC 
Project Director 
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APPENDIX G 

HUMAN SUBJECTS COMMITTEE APPROVAL 
THE UNIVERSITY OF 

Humin Subjecl Commillft! ARIZONA 
HEALTH SCIENCES CENTtR 

........ -"6=?' 

1690 N. WIImI (Bldg. 52681 
TuclOn. Arizanl 85724 
16021 626·6721 or 626·7515 

May 12, 1992 

Russell Schumacher 
Special Education & Rehabilitation 
College of Education, Room 412 
Main campus 

01 AGB-SPECIFIC VERSUS HAINSnEAK APPROACHES TO THE TREATHENT or 
ELDERLY ALCOHOLICS I ADDICTION COUNSELOR PERCEPTIONS or 
BFPICACY 

Dear Mr. Schumacher: 

We received documents concerning your above cited project. 
Regulations published by the U.S. Department of Health and Human 
services (45 CFR Part 46.101(b)(2») exempt this type of research 
from review by our Committee. 

Please be advised that approval for this project and the 
requirement of a subject's consent form is to be determined by your 
department. 

Thank you for informing us of your work. If you have any questions 
concerning the above, please contact this office. 

Sincerely yours, 

~ 
William F. Denny, M.D. 
Chairman, 
Human Subjects Committee 

WFD:sj 

cc: Departmental/College Review Committee 

"-""--... -.~~ ... --... ~- .. -'-.. -~~-' •.. -.'---'-' 



APPENDIX H 

ANNOTATED BIBLIOGRAPHY 



196 

APPENDIX H 

ANNOTATED BIBLIOGRAPHY 

[A] 

Abrams, R.C.; and Alexopoulous, G.S. Substance abuse in the 
elderly: Alcohol and prescription drugs. Hospital and 
Community Psychiatry, 1987, 38, 1285-1287. 
This paper reviews and summarizes current knowledge of 
alcohol and prescription drug problems in the elderly. 
Patterns of alcoholism in the elderly are described and 
the difficulties of diagnosis are addressed. 
Intentional abuse of prescription drugs is discussed, 
as well as disorders caused by interactions between 
combinations of drugs taken by elderly patients. 
Treatments for alcoholism and prescription drug abuse 
are briefly described. 

Aging and addiction in Arizona. (Report No. NCAI-040482), 
Rockville, MD: National Institute on Alcohol Abuse and 
Alcoholism, 1979. 
Alcohol drinking is unsafe for nearly 70,000 persons 
over 55 years, many of whom abuse prescriptive 
medications. Physiological, psychological, and 
sociological conclusions drawn from county and regional 
assessments provide directions for improved strategies. 
A Phoenix-area mutual program and components for ideal 
treatment conditions are also discussed. 

Alcohol Health & Research World. Rockville, MD: National 
Institute on Alcohol Abuse and Alcoholism, 1984, 8(3). 
Special focus: Alcohol and the Elderly. Articles: 
Alcohol and the Elderly: An Overview (M. Williams; 
Current Research Directions on Alcohol Problems and 
Aging (G. Freund); Veterans Administration Supports 
Research on Alcohol and the Elderly (J. Russell); 
Future Directions for Research on Alcohol and the 
Elderly (T. Crook, G. Cohen); Toward Improving 
Treatment Services for Alcoholics of Advanced Age (J. 
Hinrichsen); Program Profiles; Perspectives: Interviews 
with Larry W. Dupree, PhD, and Sheldon Zimberg, MD. 
Hinrichsen concludes that much of the treatment 
provided to elderly alcoholics need not differ from 
that provided to other age groups, but the therapy of 
elderly alcoholics should differ in emphasis, in that a 
relatively greater need exists for 1) a wide range of 
medical services, 2) social therapies, and 
3) assistance services. Research indicated that 84% of 
242 treatment staff from 40 comprehensive treatment 
programs felt that "age-integrated" programs were 
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sufficient; only 16% felt that "age-segregated" 
programs would be more appropriate and effective for 
the elderly. A somewhat different picture emerged from 
interviews with staff at age-segregated programs. 
Here, 46% of 37 respondents felt that "age-integrated" 
programs were most effective, 16% felt that "age
segregated programs were most effective, and 38% were 
not certain. The large number of respondents who were 
not certain may reflect an inherent disinclination to 
downgrade the need for a program in which one is 
employed. The similarities associated with treating 
alcoholics tend to far outweigh the differences 
regardless of patient age or age of onset. The most 
important determinant of the exact nature and amount of 
treatment services appears to be the level of care 
required to meet the presenting problems of that 
patient. 

Alcoholism and the elderly. Advances in Alcoholism, 1980, 
1, 1-3. 
Alcohol-related pathologies in the elderly are reported 
with respect to natural history and treatment. Factors 
affecting prevalence are assessed for interpretation of 
treatment goals. 

Alterman, A.I.; Gottheil, E.; and Crawford, H.D. Mood 
changes in an alcoholism treatment program based on 
drinking decisions. American Journal of Psychiatry, 
1975, 132, 1032-1037. 
Comparisons appear on the amount of discomfort 
experienced by drinking and nondrinking alcoholics 
during a treatment and research program. An increase 
in the discomfort for drinkers is attributed more to 
decisions about drinking (i.e., mood alterations) than 
to actual amounts of alcohol consumption. Differences 
in mood states for both drinkers and abstainers are 
hypothesized to vary as the environment changes. 

Amodeo, M. Treating the late life alcoholic: Guidelines 
for working through denial integrating individual, 
family, and group approaches. Journal of Geriatric 
Psychiatry, 1990, 23(2), 91-105. 
Provides strategies for working with elderly 
alcoholics. The features of late life that may affect 
alcohol use by the patient and the clinician's response 
to such use are discussed. These features include the 
metabolism of alcohol, physical fragility, use of 
medications, countertransference related to stereotypes 
of problem drinkers/alcoholics and the elderly, and 
overidentification with children of alcoholics and 
alliance with them against the elderly drinker. 
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Guidelines for working through denial and motivating 
the patient to change are presented, and family and 
group approaches are outlined. Only in exceptional 
circumstances should the group modality be ruled out. 
In sending older alcoholics to treatment groups, it is 
important, if possible, to send them to groups with 
other elderly alcoholics. If this is not possible, 
groups with other elders is recommended, the patient 
must be in some form of treatment which focuses him or 
her on the alcoholism problem. A general therapy group 
with members of mixed ages and a range of social or 
emotional problems would be least desirable. 

Anderson, G.M. Alcoholism and the aging. America, 1980, 
143, 139-142. 
Fear, isolation, and diminished physical strength are 
identified as underlying precursors to alcohol abuse. 
The article discusses the diminishing social contacts 
elderly have with family and friends in relation to 
previous studies that examine factors of susceptibility 
in older men and women who use barbiturates and 
stimulants. Also shown is the correlation between 
aging and tendency toward alcoholism, and preventive 
and therapeutic programs available in most elderly 
communities. 

Atkinson, J.H. Alcoholism and geriatric problems. Part II. 
Advances in Alcoholism, 1981, 2 (3 pages). 
Characterization of elderly alcoholic is placed into 
two categories. First, early onset alcoholics who 
experience problems before age 40 and survive beyond 
age 65 usually become abstinent by their late 50's. 
Second, late onset alcoholics continue drinking past 
age 65. Geriatric problems interpreted for both 
alcoholic types are discussed in regards to prevalence 
and treatment. 

Atkinson, J.H.; and Schuckit, M.A. Geriatric alcohol and 
drug misuse and abuse. Advances in Substance Abuse, 
1983, 3, 195-237. 
Epidemiology suggests that the older alcoholics and 
other substance abusers may come from distinct 
populations. It seems that older alcohol abusers had 
relatively stable early life patterns and began to 
experience alcohol problems in the 40's and 50's. 
Older opiate abusers probably began in adolescence and 
then adopted a healthy lifestyle. CNS depressant 
abusers are frequently middle-class people who used 
these drugs most heavily between 30 and 50 years of 
age. Treatment considerations for substance abuse 
problems in the elderly are presented, and it is 



emphasized that successful treatment of the elderly 
substance abuser requires special care. 
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Atkinson, R.M. Aging and alcohol use disorders: Diagnostic 
issues in the elderly. International Psychoqeriatrics, 
1990, 2(1), 55-72. 
This article reviews the extensive literature which has 
developed recently about the nature of geriatric 
alcohol problems, offers some new information from the 
author's study of more than 300 older male alcoholics. 
The following coherent strands of information seem to 
be well substantiated: (a) problem drinking in the 
elderly constitutes a public health problem of moderate 
proportions, especially in men; (b) most signs predict 
increasing problem drinking in coming generations of 
elderly women and men; (c) many cases of geriatric 
alcoholism have late onset; (d) many geriatric cases 
are not properly identified; and (e) present screening 
and diagnostic methods for alcohol use disorders lack 
adequate validation for older persons. 

Atkinson, R.M.; and Kofoed, L.L. Alcohol and drug abuse. 
In C. C. Walsh, Jr. (Ed.), Geriatric medicine: Vol. 2. 
Fundamentals of geriatric care. New York: Springer
Verlag, 1984 (pp. 219-235). 
Chapter reviews special features of substance abuse in 
the elderly population. The following principles guide 
subsequent treatment in most cases: 1) Arrange 
additional social supports as a substitute for previous 
isolation or social activities that were centered 
around substance abuse; 2) Stabilize financial and 
residential problems; 3) Educate a patient and 
caretaker to avoid future misuse; 4) Provide vigorous 
outreach and follow-up activities; and 5) Consider 
appropriate medical aids (e.g., disulfiram or methadone 
maintenance) and structured social aids (e.g., social 
activities groups or senior day center participation). 
The successful treatment of older substance abusers 
requires more staff initiative and attention to 
interpersonal needs when compared to the requirements 
of younger patients, because of the impoverished social 
network of many elderly abusers. 

Atkinson, R.M; Tolson, R.L.; and Turner, J.A. Late versus 
early onset problem drinking in older men. Alcoholism: 
Clinical and Experimental Research, 1990, 14(4), 574-
579. 
Age at onset of problem drinking was studied in 132 
older men (age 60 years and older) admitted to a VA 
geriatric alcoholism outpatient treatment program. 
Onset age was considered as a continuous variable, and 
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as a trichotomous variable, the three groups being 
early onset (at or before age 40 years), midlife onset 
(41 to 59 years), and late onset (at or after 60 
years). Onset occurred after age 45 in nearly half the 
cases. Wiens et al.'s (1982-83) and Finlayson et al.'s 
(1988) included women, who tend to have later onset 
than men, and these cohorts probably included more 
patients with higher socioeconomic status, a factor 
that may also be associated with later onset. 
Occurrence of documented drinking relapses did not vary 
with onset age, but both the likelihood of completing 
the 12-month outpatient program and the frequency of 
attendance at weekly group meetings were higher with 
age of onset. Authors conclude, as did Zimberg and 
Brody, that given proper arrangements for treatment, 
most importantly an elder-specific outpatient program, 
older alcoholics usually can be engaged successfully in 
treatment irrespective of onset age. 

"-___ •••• ___ •••• ~# ." •••• " •• " _. ____ ••• ____ ••••• _w,· •• ~_.'_'. 



[B] 

Barnes, G.M. Alcohol use among older persons: Findings 
from a western New York State general population 
survey. Journal of the American Geriatrics Society, 
1979, 27, 244-250. 
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Epidemiologic factors for the drinking patterns of 
older persons are discussed based on a sample of adults 
living in two New York counties. Also presented are 
implications for prevention and treatment strategies. 

Barnes, G.M.; Abel, E.L.; and Ernst, C.A. Alcohol and the 
elderly: A comprehensive bibliography. Westport, CT: 
Greenwood Press, 1980. 
An alphabetical listing of 1,228 items dealing with 
alcoholism, the elderly, and related topics concerned 
with both experimental (infrahuman) and clinical 
applications in various settings. Bibliography does 
not include abstracts but has a subject index with 
cross-references. 

Benshoff, J.J.; and Roberto, R.A. Alcoholism in the 
elderly: Clinical issues. Clinical Gerontologist, 
1987, 7(2), 3-14. 
It is noted that theorists have categorized elderly 
alcoholics into early and late-onset groups, although 
the events that lead to late-onset alcoholism are 
unclear. Research suggesting that drinking in the 
elderly follows generational patterns is reviewed. 
Medical and neuropyschological difficulties resulting 
from alcoholism and the subsequent clinical responses 
to them are summarized. Although elderly alcoholics 
(EAs) tend to do well in treatment, there are problems 
in identifying EAs and getting them into treatment. 

Beresford, T.P.; Blow, F.e.; Brower, K.J.; Adams, K.M. et 
ale Alcoholism and aging in the general hospital. 
Psychosomatics, 1988, 29, 61-72. 
Examines the longitudinal effects of alcohol use or 
addiction with respect to the physiologic and 
psychologic processes of growing older, and the present 
difficulties of an elderly subpopulation suffering from 
alcoholism. Research is cited showing that alcoholism 
may be missed in as many as 3 of 4 elderly patients. 

Berliner, A.K. Group counseling with alcohol offenders: An 
analysis and typology of DWI probationers. Social Work 
with Groups, 1987, 10, 17-32. 
Group participant roles (e.g., the missionary, the old
timer, the elder statesman) are identified, each 
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representing both an expressive voice for others 
group and an aspect of the total group dynamic. 
are offered for further study of alcohol abusers 
develop OWl records and ways to enhance the 
effectiveness of group treatment programs. 

in the 
Ideas 
who 

Bienenfeld, o. Alcoholism in the elderly. American Family 
Physician, 1987, 36(2), 163-169. 
Common criteria for recognizing alcoholism are often 
not applicable to older patients. Because of 
physiologic changes associated with aging, a stable 
pattern of moderate alcohol consumption can begin to 
cause problems in late life. Frequent presentations 
include confusion, falls, emotional lability and 
adverse drug interactions. The physician can use the 
presenting complaint to focus on the alcohol problem. 
The patient can then proceed through detoxification to 
a comprehensive treatment program. 

Blake, R. Mental health counseling and older problem 
drinkers. Journal of Mental Health Counseling, 1990, 
12(3) 354-367. 
Mental health counselors who are not specifically 
prepared for alcohol problem assessment may often find 
it necessary to enlist the participation of someone who 
is trained in that area. One of the reasons given for 
the recommendation that alcoholism treatment programs 
are not the most appropriate place to refer older 
persons with alcohol problems is the apparent 
effectiveness of treatment strategies that emphasize 
sociopsychological approaches related to the stress of 
aging. Increased emphasis on "social therapies" is 
widely endorsed, meaning the rebuilding of social 
networks, which may involve family members, AA, peer 
groups, and self-help organizations. Peer groups and 
self-help organizations are by no means restricted to 
those with an emphasis on drinking or advanced age. 
The author contends that it may be viewed as 
disrespectful and as a questionable practice to "push" 
abstinence onto an unwilling client whose alcohol 
problem can be adequately resolved within drinking 
parameters of his or her own choosing. The 
multidimensional treatment approach being advocated 
consists of identifying behaviors, cognition, and 
environmental factors associated with drinking and then 
working to change those factors. 

Blose, I.L. The relationship of alcohol to aging and the 
elderly. Alcoholism: Clinical and Experimental 
Research, 1978, 2, 17-21. 
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Alcohol may be related to dimunition of function in 
tissues as well as individuals. Aging cells, systems, 
and people may respond differently to alcohol. These 
concepts are explored. 

Borgatta, E.F.i Montgomery, R.J.V.; and Borgatta, M.L. 
Alcohol use and abuse, life crisis events, and the 
elderly. Research on Aging, 1982, 4, 372-408. 
The literature is less than consistent. Many clinical 
observations have been confused with "facts", e.g., it 
appears that the belief in the late-onset of alcoholism 
due to life stresses is a belief that has been advanced 
through repetitive citations of limited clinical 
research to the status of "fact." 

Bort, R. Ambulatory management in alcoholism. American 
Family Physician, 1977, 16, 131-234. 
A model is presented for ambulatory treatment of 
alcoholics based on the University of Michigan's 
alcoholism and drug abuse clinic. This twofold process 
involves (a) responsibility of physician to advise 
patient of symptoms that might require hospitalization, 
and (b) follow-up appointments scheduled intermittently 
to monitor clinical and medication adjustment. 
Ultimately the goal is to limit drinking rather than 
abstain, a goal recognized as incompatible with many 
medical treatments for elderly. 

Brandsma, J.M.; and Pattison, M.E. Group-treatment methods 
with alcoholics. In M. Galanter (Ed.), Advances in the 
psychosocial treatment of alcoholism. Washington, DC: 
American Psychiatric Press, 1984 (pp. 17-21). 
Group therapy appears to be the modality of choice when 
treating alcoholics. The literature supports its value 
in the renewal of hope, discovery of shared problems, 
development of skills in expressing feelings, the 
opportunity to help others, and a new sense of 
cohesiveness or belonging. 

Brantner, J. Intimacy, aging and chemical dependency. 
Special Issue: Chemical dependency and intimacy 
dysfunction. Journal of Chemical Dependency Treatment, 
1987, 1, 261-268. 
Discusses 8 characteristics of intimacy and the effect 
of aging on an individual's participation in intimate 
relationships (e.g. attrition of social networks). 
Alcohol dependence can often be used as a substitute 
for intimacy in elderly persons, so counselors should 
be aware of the problem. Thorough assessments of 
physical and psychological needs and expectations are 
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recommended, along with encouragement of the client to 
reestablish intimacy. 

Brickner, P.W.; and Kaufman, A. Case finding of heart 
disease in homeless men. Bulletin of the New York 
Academy of Medicine, 1973, 49, 475-484. 
A program for medical care for homeless men is 
conducted in a hotel of substandard quality with 1,200 
residents, 35 percent of whom are chronic and elderly 
alcoholics. Symptoms of cardiomyopathy in only two of 
the 160 persons diagnosed challenge the belief that 
cardiac disease is frequent in alcoholic men. 

Brisset, D. Denial in alcoholism: A sociological interpre
tation. Journal of Drug Issues, 1988, 18, 385-402. 
1) Describes the prevailing conception of denial as a 
psychological construct; 2) analyzes the nature of the 
human puzzle to which the concept of denial is a 
socially constructed solution; 3) articulates the 
ubiquity of denial in everyday life; and 4) describes 
the implications of utilizing the concept of denial for 
personal and social control. 

Brody, J.A. Aging and alcohol abuse. Journal of the 
American Geriatrics Society, 1982, 30, 123-126. 
Demographics of alcohol abuse among elderly are 
presented among four factors: (a) retirement, (b) 
deaths among relatives and friends, (c) poor health and 
discomfort, and (d) loneliness. Surveys conducted in 
older age groups, especially elderly women, suggest a 
proportional increase in alcoholism in relation to 
population growth. Also, 10 to 15 percent of elderly 
seeking medical attention are alcoholic, fairly easy to 
treat, and rank among a group of unhealthy elderly for 
whom more effective prevention strategies can be 
developed. 

Brodzkas, W.; Thornhill, H.L.; and Howard, S. Burns: causes 
and risk factors. Archives of Physical Medicine and 
Rehabilitation, 1985, 66, 746-752. 
The most common predisposing factors for burns were 
alcohol and drug abuse, physical and mental illness and 
advanced age. 

Burke, T.R. The economic impact of alcohol abuse and 
alcoholism. Public Health Reports, 1988, 103, 564-568. 
Alcohol abuse and alcoholism are estimated to have cost 
the nation $117 billion in 1983, while nonalcoholic 
drug abuse that year cost 60 billion. Costs of alcohol 
abuse are expected to be $136 billion a year by 1990, 
mostly from lost productivity and employment. Between 



6 and 7 million workers are alcoholic, with an 
undetermined loss of productivity, profits, and 
competitiveness of American business. Alcohol abuse 
contributes to the high health care costs of the 
elderly beneficiaries of federal health financing 
programs. 

Burns, B. Treating recovering alcoholics. Journal of 
Gerontological Nursing, 1988, 14(5), 18-22. 
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The impact of alcoholism assumes new dimensions when 
its victims are elderly. Age-specific treatment is 
necessary if elderly alcoholics are to cope with their 
illness. This article describes the program of the Day 
Treatment Center at a Veterans Administration Medical 
Center. 

Buchsbaum, D.G.; Buchanan, R.G.; Welsh, J.; Centor, R.M.; 
and Schnoll, S.H. Screening for drinking disorders in 
the elderly using the CAGE questionnaire. Journal of 
the American Geriatrics Society, 1992, 40, 662-665. 
Objective was to assess the performance of the CAGE 
questionnaire in identifying elderly medicine 
outpatients with drinking problems. 323 patients 60 
years or older, of which 33% met study criteria. The 
sensitivity and specificity for a cut-off score of one 
for all patients was 86% and 78%, respectively, and 70% 
and 91% for a cut-off of two. The positive predictive 
value of CAGE scores of 0-4 were 33%, 66%, 79%, 82%, 
and 94%, respectively. The CAGE can effectively 
discriminate elderly patients with a history of 
drinking problems from those without such a history. 
The chosen cut-off score should consider the prevalence 
of drinking problems in the population being tested. 
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Cahalan, D. Understanding America's drinking problem. San 
Francisco: Josey-Bass, 1987. 
Collates recent surveys on incidence and prevalence. 
Incisive chapters on "How well do alcohol treatment 
programs work?" and the "Economics and management of 
treatment." 

Canter, W.A.; and Koretzky, M.B. Treatment of geriatric 
alcoholics. Clinical Gerontologist, 1989, 9(10), 
67-70. 
Suggests that inpatient treatment for the geriatric 
alcoholic should include a thorough evaluation of the 
patient's physical and cognitive integrity, a direct 
address of the patient's denial defenses, and social 
integration. The authors discuss their study (1988), 
which compared a set of objectively organically 
impaired older alcoholics to a set of non-impaired 
elderly alcoholics who were matched on race and age. 
The study suggests that elderly unimpaired alcoholics 
will very likely benefit from a traditional, multimodal 
program. The obviously impaired alcoholic will require 
programs that emphasize stress reduction and one-on-one 
education. 

Carruth, B.; Williams, E.P.; and Nysak, P. Alcoholism and 
problem drinking among older persons. (Report no. 
NCAI-018869). Rockville, MD: National Institute on 
Alcohol Abuse and Alcoholism, 1973. 
Findings of a final report on alcoholism among elderly 
people in the United States are presented. Confirming 
that a substantial problem exists, authors recommend 
the establishment of community task forces to develop 
care-providing systems and early detection programs. 

Carson, E.K. Recognizing alcohol abuse in the elderly. The 
Kansas Nurse, 1991, June-July, 66(6), p. 1. 
It is estimated that 30 to 60 percent of hospital 
admissions of those over sixty-five years of age have 
co-existing alcohol problems. Nurses frequently ignore 
asking the right questions. Impaired cognitive 
function is found when completing a mental status exam. 
Delirum may be caused by intoxication or withdrawal 
from alcohol and will be temporary. In elderly 
patients, metabolic and excretory functions are 
compromised with advancing age and even modest amounts 
of alcohol can cause these symptoms. Impaired judgment 
may add to compliance problems. Health care providers 
may see the effects of alcohol on the body (end-organ 
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damage) and view this as the primary illness. FDA 
reports that of the one hundred most prescribed 
medications, fifty percent have adverse reactions with 
alcohol. Being aware of vague symptoms, and organ 
system damage associated with chronic abuse, will 
assist in recognition of the primary problem. 
Recognition will be the first step of treatment. 
Nurses must have a higher index of suspicion for the 
presence of alcohol abuse and must be able to assess, 
refer, and intervene as indicated. 

Carstensen, L.L. The emerging field of behavioral 
gerontology. Behavior Therapy, 1988, 19, 259-281. 
Discusses the growing field of behavioral gerontology, 
including a brief synopsis of substantive areas 
relevant to therapy. It is proposed that both 
practical and conceptual factors have contributed to 
the recalcitrance of behavior therapists to undertake 
the systematic study of the problems of the aged. 
Existing empirical literature suggests that the elderly 
do respond to behavioral intervention and can be 
expected to derive benefits comparable to younger 
clients. The treatment literature in several topical 
areas is reviewed, including depression, anxiety, 
paranoia, alcohol abuse, dementia, geriatric behavioral 
medicine, and social behavior. 

Carstensen, L.L.; Rychtarik, R.G.; and Prue, D.M. 
Behavioral treatment of the geriatric alcohol abuser: 
A long-term follow-up study. Addictive Behaviors, 
1985, 10, 307-311. 
Conducted a long-term follow-up of 16 elderly males 
(aged 65-70 years) who completed a behavioral treatment 
program for alcohol problems. Ss were contacted 2-4 
years postdischarge. Interviews with the S and a 
significant other were conducted in an effort to 
identify (1) the percentage of persons for whom 
treatment had sustained beneficial effects, (2) 
differences in outcome for early- vs. late-onset 
alcohol abusers, and (3) demographic and daily activity 
variables that distinguish abstainers from 
nonabstainers. Results show that 71% of the late-onset 
alcohol abusers began drinking heavily when they 
retired. Beneficial effects of the program maintained 
for 50% of the Ss 2 or more years following completion 
of the program. An additional 12% reported significant 
modification of their drinking. 

Castaneda, R.; and Cushman, P. Alcohol withdrawal: A 
review of clinical management. Journal of Clinical 
Psychiatry, 1989, 50, 278-284. 
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Reviews recent developments in the management of 
alcohol withdrawal, including its clinical components, 
available treatment strategies, and some recent 
neurochemical and endocrine research in the area. 

Chappel, J. Physician attitudes and the treatment of alcohol 
and drug dependent patients. Journal of Psychedelic 
Drugs, 1978, 10, 27-34. 
Physicians unwilling or unqualified to accept patients 
are still hesitant to make referrals. Treatment that 
is undertaken can minimize the frustration by providing 
more structure to patients with weak self-control. 
Currently the dominant problem in resistant physicians 
is their infrequent exchange of feedback, as this can 
destroy the patient's confidence and hope for long-term 
recovery. 

Chien, C.; Stolsky, B.; and Cole, J. Psychiatric treatment 
for nursing home patients: Drug, alcohol, and milieu. 
American Journal of Psychiatry, 1973, 30, 543-548. 
Subjects introduced to alcohol showed improvement in 
all groups, regardless of whether ward or pub milieu 
setting. 

Christopherson, V.A. Alcohol use among the rural elderly in 
Arizona. Paper presented at a conference on Research 
and Public Service with the Rural Elderly at the 
Western Rural Development Center, Oregon State 
University, Corvallis, OR, 1980. 
A study of alcohol usage among Arizona's rural elderly. 
Data was collected via interviews and questionnaires 
and detailed information was collected on the how much, 
how often, when, where, and why of elderly alcohol 
consumption. Includes a detailed account of drinking 
behavior among Mexican-Americans. 

Ciompi, L.; and Eisert, M. Long-term catamnestic studies on 
the aging of alcoholics. Social Psychiatry, 1971, 6, 
129-151. 
Review study investigates the evolution trends of 
alcoholism in the aged. In addition, results of 
interviews with 197 former alcoholics over 65 indicate 
that improvement in later ages is frequent, as alcohol 
consumption is reportedly decreased by nearly two
thirds of the subjects along with diagnosed psychiatric 
disorders such as depression, mania, and aggressiveness 
either on physical or behavioral levels. Statistically 
noted are correlations to age, physical health, and 
social and employment status, but not historical data, 
onset of alcoholism, or age at the time of first 



209 

diagnosis. Social status, in particular, appears more 
stabilized and dependent than during alcoholic period. 

Cohen, Saul. Alcoholism in the elderly, Canadian Family 
Physician, 1988, 34, 723-725. 
Features a bibliography. Article concentrates on the 
identification, confrontation, and treatment of the 
elderly with late-onset alcohol-abuse problems. 
Reviews signs and symptoms that are common both to the 
aging process and to late-onset problem drinking. 
Provides list of laboratory "markers" that may be 
helpful for diagnosis and follow-up. Coordinated, 
community-based, substance abuse programs for the 
elderly needed to prevent service fragmentation. 

Cohen, Sidney. Geriatric drug abuse. In S. Cohen (Ed.), 
The substance abuse problems. New York: Haworth Press, 
1981 (pp.329-340). 
Chapter focuses on drug abuse problems involving older 
people as indicated by studies conducted in San 
Francisco and New York. Geriatric alcoholics typically 
display lifelong histories of excessive and destructive 
drinking that begins late in life in response to 
situational episodes of depression or chronic illness. 
Prognostically, elderly alcoholism is ameliorative by 
creating opportunities for close interpersonal contact 
and also, the author suggests, through antidepressant 
medication. 

Conner, C.S. Beneficial effects of alcohol. Drug 
Intelligence and Clinical Pharmacy, 1981, 15, 703. 
Critical literature analysis of article by Turner, et 
ale (Johns Hopkins Medical Journal, 1981, 148, 53-63) 
concerning published data on alcoholism and risk of 
coronary heart disease, including the potential 
benefits of alcohol with regard to relieving stress, 
improving quality of life, and nutritional benefits. 
The author's conclusions are threefold. First, that 
beneficial effects of alcohol contradict existing 
evidence that drinking is harmful to health. Second, 
that elderly alcoholics should avoid drinking at all 
costs. And third, that the association between 
moderate alcohol intake and traffic accidents (and also 
fetal alcohol syndrome) are insufficiently clear. 
However, benefits from moderate ingestion of alcohol 
are considered possible, in concurrence with the 
analysis by Turner, et ale 

Coppin, V.E. Life styles and social services on skid row: 
A study of aging homeless men. Dissertation Abstracts 
International, 1974, 35, 6-A. 
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Sociological analysis is provided on factors of race, 
occupation, drinking habits, available social services, 
and attitudes of service givers as they affect aging 
homeless males on Skid Row. Confirming similar 
research, results show that service delivery systems 
are resistant to adopt optimistic treatment attitudes 
and this discourages alcoholics from seeking 
assistance. 

Curtis, J.R.; Geller, G.; Stokes, E.J.; Levine, D.M.; Moore, 
R.D. Characteristics, diagnosis, and treatment of 
alcoholism in elderly patients. Journal of the 
American Geriatrics Society, 1989, 37, 310-316. 
The purpose of this study is to examine the ability of 
physicians to diagnose alcoholism in the elderly 
patient and to define characteristics specific to the 
elderly patient with alcoholism. During a 3-month 
period, all new admissions to the medical service of 
The Johns Hopkins Hospital were screened for alcoholism 
with two screening tests (the CAGE questionnaire and 
Short Michigan Alcohol Screening Test). The prevalence 
of screen-positive alcoholism was 27% in patients under 
60 years of age and 21% in patients 60 years and older. 
Elderly patients with alcoholism were more likely to be 
black (P less than .01), but did not differ 
significantly in any other way from elderly patients 
who did not have alcoholism. Although 60% of screen
positive young patients with alcoholism were identified 
by their houseofficers, only 37% of elderly patients 
with screen-positive alcoholism were so identified (P 
less than .05). The elderly patients with alcoholism 
were significantly less likely to be diagnosed by their 
houseofficer if they were white, female, or had 
completed high school (P less than .01). Even when 
diagnosed, elderly patients with alcoholism were less 
likely than younger patients with alcoholism to have 
treatment recommended by their houseofficers (P less 
than .05) and, if treatment were recommended, it was 
less likely to be initiated (P less than .05). These 
data suggest that current medical education is 
deficient in providing physicians with the skills to 
detect and treat elderly patients with alcoholism. 

Cutezo, E.A.; and Dellasega, C. Substance abuse in the 
homebound elderly: A casefinding approach. Home 
Healthcare Nurse, 1991, 10(1), 19-23. 
Community health nurses' accessibility to elderly 
homebound clients makes them prime detectors of 
alcoholism in this group of patients. Table of body 
systems compromised by aging/disease contrasted with 
effects of acute and chronic alcohol intake. Also 
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table of alteration by alcohol of normal effects of 
many prescription and nonprescription drugs. Referral 
to an alcohol rehabilitation center is the preferred 
mode of treatment for the elderly; Medicare coverage 
reimburses patients for alcohol rehabilitation. The 
bottom line in selection of a treatment program is to 
determine, with the patient, the program best suited to 
needs. Denial of and/or neglect of substance abuse in 
the elderly is ageism at its worst form. For older 
individuals, intervention may represent a difference 
between the opportunity to grow and lead a fulfilling 
life and a situation of too little too late. 
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DiClementi, C.C.; and Gordon, J.R. Aging, alcoholism, and 
addictive behavior changes: Diagnostic treatment modes. 
In J. T. Hartford & T. Samorajski (Eds.), Alcoholism in 
the elderly: Social and biomedical issues. New York: 
Raven Press, 1984 (pp. 263-275). 
The stages and processes of change (i.e., 1. imrnotive, 
2. precontemplation, 3. contemplation, 4. decision
making, 5. active change, 6. maintenance, 7. relapse) 
and the levels of problem involvement constitute the 
basic building blocks of a treatment model that is at 
once eclectic and integrative. Addictive behavior 
change is the concern rather than the etiology or 
identification of alcoholism as a disease. 
Concentrating on alcoholic behavior changes facilitates 
creation of a model that can direct diagnosis for 
intervention. Making this model operational can 
increase understanding of alcoholism in general and 
address more effectively the issues of treatment with 
the elderly. 

Doering, B,S. Another look at older problem drinkers. 
Journal of Mental Health Counseling, 1991, 13(4), 
432-434. 
Author takes exceptions to some of the assumptions by 
Richard Blake (Journal of Mental Health Counseling, 
Vol. 12, No.3, 1990, 354-367). To assert that 
"alcoholism treatment programs are not the most 
appropriate place •.. [for treatment of older 
patients] due to the perceived stigma of, and client 
resistance to . . . diagnosis as alcoholic" is to play 
into the typical denial seen in most patients addicted 
to alcohol, regardless of age and background. Although 
not all people addicted to alcohol require inpatient 
care, the benefits of formal outpatient treatment in 
early recovery are well documented. There appears to 
be no reliable method of distinguishing those persons 
diagnosed with alcohol abuse who can be taught 
controlled drinking from those who must maintain 
abstinence or literally risk losing their lives to 
alcohol. Until such a method is developed and shown to 
be reliable, author contends it is irresponsible and 
unethical for any counselor to suggest or assist in the 
goal of controlled drinking for patients diagnosed as 
alcohol dependent. Author agrees that counselors not 
well acquainted with the principles and assumptions of 
addictions counseling should consult with and/or refer 
clients to addictions specialists. 



Douglass, R.L.; Schuster, E.D.; and McClelland, S.C. 
Drinking patterns and abstinence among the elderly. 
International Journal of the Addictions, 1988, 23, 
399-415. 
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Current theoretical perspectives on probability trends 
of alcohol-related problems among older persons include 
historical-cohort prediction, biological and clinical 
geriatric expectations, and sociocultural-economic 
expectations. These theoretical perspectives are 
frequently in opposition to each other and are largely 
untested with appropriate data. This paper introduces 
the principal recent data from a probability sample of 
noninstitutionalized elderly persons regarding alcohol 
consumption patterns, abstinence, and the influence of 
increasing chronological age and economic security on 
alcohol consumption. 

Drahn, T.L. Alcohol and working Americans. Industrial 
Gerontology, 1974, 1, 1-19. 
Extensive review on methods commonly employed in 
industry to deal with aging alcoholic workers. 
Prevalence of this problem in factories and private 
industry anathematizes the controversy regarding 
coerced early retirement and whether company policies 
and referral services are designed for internal or 
external treatment conditions. 

Drew, L.R.H. Alcoholism as a self-limiting disease. 
Quarterly Journal of Studies on Alcohol, 1968, 29, 956-
967. 
Survey reporting that alcoholism increasingly 
disappears with increasing age as shown in Victoria 
(Australia), where the number of alcoholics in 
treatment decreases after the age of 40 years, from 
about 260 per 100,000 men at age 40 to about 200 at age 
50. Mortality and chronic morbidity account for some 
of the diminution, but a large part the author 
attributes to spontaneous recovery, that prognosis in 
alcoholism improves after age 40 and criminality and 
psychopathy mutually decrease. Such factors as 
developmental maturity, social withdrawal, decreasing 
drive, and changing social pressures are all speculated 
to resolve with age as well. 

Droller, H. Some aspects of alcoholism in the elderly. 
Lancet, 1964, 2, 137-139. 
Reported case histories on seven alcoholics who in 
receiving different modes of psychological therapy 
produce dissimilar outcome resistance to drinking. 
Evidence the author provides indicates that 
conditioning therapies (aversion, social learning, 



etc.) may be less effective in th~ long run than 
psychotherapy, which takes as its major focus the 
development of family relationships. 

Duckworth, G., and Rosenblatt, A. Helping the elderly 
alcoholic Social Casework, 1976, 57, 296-301. 
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Article describes a IS-week seminar in which workers in 
an adult protective service agency learn how to deal 
with elderly alcoholism. Educational methods of 
instruction include transactional analysis, role
playing, and meetings with actual alcoholics to 
experience nonantagonistic interventions. Article 
provides a practical pedagogy for in-service training. 

Dunham, R.G. Noticing alcoholism in the elderly and women: 
A nationwide examination of referral behavior. Journal 
of Drug Issues, 1986, 16, 397-406. 
Examined the differences in referral sources of the 
elderly and nonelderly for alcoholism treatment and the 
effects of gender on referral. Profile and program 
activity data were collected on patients from 
approximately 550 alcohol treatment programs at intake, 
and follow-up interviews were conducted at 180 days 
with 3,163 patients (aged 60+ years) and 3,190 patients 
(aged 21-59 years). Elderly and female SS were more 
likely to have medical or personal referrals, whereas 
male and nonelderly Ss were more likely to have legal 
referrals. Treatment outcome was less successful for 
personal and medical referrals. Objective and 
subjective differences in these treatment groups are 
discussed. 

Dunlop, J.D. Senior alcohol services revisited: Elderly 
alcoholism--current state of the art. Paper presented 
at the National Nurses Society on Addictions Annual 
Education Conference, Chicago, IL, 1986. 
Reviews the final conclusions of the federal 
demonstration project, Senior Alcohol Services. Some 
of the concepts included are that some unique 
characteristics of the elderly must be considered in 
diagnosis and treatment and that effective treatment 
modalities differ widely. Some innovative and 
successful treatment approaches are described, and 
specific clinical issues of use in working with the 
elderly patient are discussed. Appendix A compares 
symptoms of alcoholism, aging, and drug side effects, 
and provides information useful to clinicians in making 
a differential diagnosis. Physiological reasons that 
alcohol has a more profound impact as the body ages are 
reviewed in Appendix B, which describes effects of 
aging and of alcohol on neurological considerations, 
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sleep, heart and circulation, liver, gastrointestinal 
tract, kidney, nutrition, and stress response. 
Appendix C looks at clinical treatment issues, listing 
characteristics that clinicians must consider in 
treating elderly clients. Appendix D examines family 
issues in elderly alcoholism. 

Dunlop, J.; Manghelli, D.; and Tolson, R. Senior alcohol 
and drug coalition statement of treatment philosophy 
for the elderly. Professional Counselor, 1989, 
September/October, pp. 39-43. 
Presents a community treatment continuum designed by a 
coalition of concerned individuals in the northwestern 
part of the U.S. The plan described recognizes the 
fact that alcoholism advances through stages and that 
treatment needs vary according to the client's position 
on that continuum. Individual variables that also 
influence the choice of treatment plan are listed, 
including economic resources, a living environment 
supportive of recovery, client personality, and mental 
and physical condition. A schematic outline is 
presented which describes each of the continuum's six 
components of prevention, intervention, detoxification, 
protected environmental treatment, treatment, and 
continuing care. A section on components of a 
community treatment continuum for elderly alcoholics 
looks separately at these six components and also at 
the areas of long-term treatment, co-existing 
mental/physical illnesses which complicate treatment, 
and social work services. 

Dunlop, J,; Manghelli, D.; and Tolson, R. Older problem 
drinkers: A community treatment continuum. Aging, 
1990, 361, pp.33-37. 
Presents the recommendations of a Portland, Oregon, 
coalition that met to consider intervention strategies 
for elderly adults with alcohol abuse problems. The 
coalition reviewed the literature and their own 
experiences and designed a community treatment 
continuum which included six components. In the 4 
years that have elapsed since the formation of the 
coalition, much of the treatment continuum has been 
implemented. Two inpatient, hospital-based treatment 
programs have been opened that provide treatment 
specifically to older adults. In addition, one area 
nursing home has designated a wing specifically for 
older recovering alcoholics, and 9 adult foster homes 
have indicated that they will accept recovering 
alcoholics and have requested prerequisite training. 
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Dunlop, J.; Skorney, B.; and Hamilton, J. Group treatment 
for elderly alcoholics and their families. Social Work 
with Groups, 1982, 5, 87-92. 

Describes a project that has as its objective the 
investigation of the extent of alcohol problems among 
the elderly and the development of effective treatment 
modalities for those who experience these problems. 
The treatment groups are considered part of the 
continuum of treatment for alcohol problems that 
includes an aftercare group, a couples' counseling 
group, and a family group. Some characteristics unique 
to older persons and their families are significant 
relative to the group process and content. These are 
described, as well as the changes that occurred in the 
groups as they evolved. 

Dupree, L.W.; Broskowski, H.; and Schonfeld, L. The 
gerontology alcohol project: a behavioral treatment 
program for elderly alcohol abusers. Gerontologist, 
1984, 24, 510-516. 
Presents findings from research conducted under the 
Gerontology Alcohol Project (GAP), a pilot day
treatment program conducted in Florida that emphasized 
the functional analysis of drinking behavior, 
acquisition of self-management skills, and re
establishment of viable social support networks. 153 
Ss (mean age 65.9 years) who satisfied later-life 
alcohol abuse onset criteria were assessed for physical 
and mental health, family and social adjustment, 
financial stability, and legal status. Results 
indicate that 1) later-life onset abusers exist in 
numbers sufficient to warrant treatment programs 
specific to their age-related needs, 2) GAP's self
management approach resulted in marked success for Ss 
completing the treatment program, and 3) early 
attention to variables associated with treatment 
completion vs. dropping out is needed. 

Dupree, L.W.; and Schonfeld, L. Treating late-life onset 
alcohol abusers: Demonstration through a case study. 
Clinical Gerontologist, 1989, 9(2), 65-68. 
Describes the case of a 62-year-old White elderly woman 
admitted to an outpatient program for alcohol 
treatment. Assessment data were generated via the 
Gerontology Alcohol Project Drinking Profile (L. Dupree 
et al). A clear picture of the SiS drinking behavior 
chain was obtained, followed by a treatment plan. 
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Ekerdt, D.J.; Labry, L.a.; Glynn, R.J.; and Davis, R.W. 
Change in drinking behaviors with retirement: Findings 
from the normative aging study. Journal of Studies on 
Alcohol, 1990, 50, 347-353. 
Study examines changes in drinking behavior over a 2-
year span in two groups of community-dwelling men: 100 
men who retired between baseline (T1) and follow-up 
(T2) and 316 men who remained employed. Results 
indicate that the event of retirement was not a 
significant predictor of changes in average alcohol 
consumption, although retirees showed more variability 
between T1 and T2. However, retirees by T2 were more 
likely to report the onset of periodic heavier drinking 
and problems with drinking. Evidence from this study 
indicates that retirement generally heralds no great 
shift in alcohol consumption or drinking behaviors. 

Elder services, 1990-1991: The Greater Chicago area guide 
to elder care. Metropolitan Chicago Coalition on 
Aging. Phoenix, AZ: Oryx Press, 1990. 
Guide to elder care in the greater Chicago metropolitan 
area, including northern Indiana. Offers information 
on older adult housing options in the area, a dialog on 
the responsibilities a caregiver has to both the care 
receiver and him/herself, a definition and users' guide 
to respite care, a guide to recognizing dementia, 
information on good health habits, an enumeration of 
veterans' benefits and services in the area, a guide to 
legal planning for older persons, and an evaluation of 
available long term care insurance. Provides a 
directory of facilities, arranged by type of care, 
treatment, or service provided, and containing care 
information on facilities providing nursing home care, 
retirement living, Alzheimer's disease care, 
residential care for adults with mental illnesses, 
medical rehabilitation, and drug and alcohol treatment. 
Includes a list of helpful organizations, and 
checklists to assist in making crucial elder care 
decisions. 

Estes, N.J.; Smith-DiJulio, K.j and Heinemann, M.E. Alcohol 
problems in special groups: Women, the elderly, 
nurses. In N.J. Estes (Ed.), Nursing diagnosis of the 
alcoholic person. St. Louis, MO: C.F. Mosby, 1980. 
Chapter presents information about elderly women and 
nurses with alcohol problems and classificatory systems 
in their assessment. Attitudes toward these two groups 
are matched against factors of depression, 
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precipitating parental or familial factors, polydrug 
use, biological factors, and psychosocial factors. 
Discussion pursues causative factors beyond these five 
and how they interface with symptomatology both before 
and after treatment intervention. 

Etemad, B. Alcoholism and aging. In J.H. Masserman (Ed.), 
Current Psychiatric Therapies. New York: Grune and 
Stratton, 1980. 
Carefully examined are three common assumptions made 
within the etiologic and subsequent treatment phases. 
First, experimentally, alcoholism in the elderly tends 
to accompany boredom, loneliness, and feelings of 
rejection or alienation caused by retirement or 
perceived loss. Second, incidences of elderly alcohol 
abuse, according to certain studies, range from 18 to 
24.8 percent with the ratio of male to female being 
5:1. And last, normal drinking early in life is often 
accompanied by heavy drinking in later years. Caution 
in following these assumptions is advised through the 
development of new therapeutic techniques and 
educational programs for health professionals. 
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Farrington, C.G. A service provider training on alcohol and 
the older adult. California state University, 
Dominguez Hills. Masters Abstracts, 1987, Volume 
26/01. 
Denial and limited awareness of the problem cause all 
concerned to ignore the fact that symptoms of 
confusion, unsteady gait, weight loss, personality 
change and other such manifestations in the elderly may 
be the result of drinking. This project attempts to 
address that problem. A Single session training 
program has been designed for service providers who 
work with the elderly to increase awareness and to 
provide information about the physical and medical 
consequences of alcohol on the older person. It also 
includes suggestions for intervention and resources 
available for information and treatment. As part of 
this project, the training has been presented at four 
different sites to ninety-two people. Questionnaire 
results indicate that the training has been effective 
in increasing awareness and knowledge of the problems 
associated with alcohol abuse. 

Felker, M.P. A recovery group for elderly alcoholics. 
Geriatric Nursing, 1988, 9, 110-113. 
Article produces some elements for a successful support 
group which have evolved over a period of 11 years. 
Records were not kept in earlier years; recent record 
keeping reveals 100% of late-onset and 62.5% of early 
onset drinkers have achieved and maintained sobriety 
while attending the group. The elements are: 
recruiting members (gaining trust); meeting needs 
expertly (interdisciplinary, holistic model); funding 
(broad-based); interdependence (nonjudgmental mutually 
helpful group environment); cohesiveness through 
development of "norms" (reporting planned absences, no 
intoxicated participation, group consensus decision
making, celebrations, etc.); long-range commitment by 
staff members; evaluation (discern patterns of 
sobriety/relapse). 

Finlayson, R.E.; Hurt, R.D.; Davis, L.J. Jr.; and Morse, 
R.M. Alcoholism in elderly persons: a study of the 
psychiatric and psychosocial features of 216 
inpatients. Mayo Clinic Proceedings, 1988, 63, 761-
768. 
Patients with late-onset alcoholism reported an 
association between a life event and problem drinking 
more frequently than did the early-onset alcoholics. 

--_ •... _ ... _ ..........•.... _--- ...... - .. _ .. 
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The most common associated psychiatric disorders were 
tobacco dependence (67%), organic brain syndrome (25%), 
atypical or mixed organic brain syndrome (19%), and 
affective disorder (12%). Fourteen percent of patients 
also had a drug abuse or dependence problem, all using 
legally prescribed drugs. Psychiatric diagnoses and 
results of psychologic testing did not differ between 
early-onset and late-onset alcoholism groups. In a 60-
patient cohort studied for correlation of outcome of 
treatment for alcoholism with major psychiatric 
diagnoses, no associations were found. 

Ford, C.V.; and Sbordone, F.J. Attitudes of psychiatrists 
toward elderly patients. American Journal of 
Psychiatry, 1980, 137, 571-575. 
Attitudes toward elderly inebriates and the stigma 
attached to aging in general are revealed in responses 
by 179 psychiatrists. Four clinical vignettes of 
younger and older patients with identical symptoms 
(ranging from neuroses to substance abuse) are rated 
based on desirability for treatment. Alcoholics rate 
lowest among the patients shown. Indications are that 
underlying clinical diagnosis are personal attitudes 
that greatly distort and impede accurate decisions. 

Forni, P.J. Alcohol and the elderly. In R. C. Kayne (ed.), 
Druqs and the Elderly. Los Angeles: University of 
Southern California Gerontology Center, 1978. 
Examines the effects of alcohol on various medical 
problems, altered blood sugar metabolism, liver 
disease, gastrointestinal complications, nutritional 
deficiencies, seizures, psychiatric complications, and 
briefly addresses treatment issues. 

Forssmann-Falck, R.; Christian, F.M.; and O'Shanick, G. 
Group therapy with moderately neurologically' damaged 
patients. Health and Social Work, November 1989, 
235-243. 
Clarity and structure are essential. Stages for the 
unfolding of group therapy should be made explicit: 
engagement; assessing current behaviors; identifying 
needed change; practicing coping behaviors; evaluating 
new behaviors. The irreducibility of membership is 
emphasized. 

Freeman, A.; and Greenwood, V.B. (Eds.) Coqnitive Therapy: 
Applications in psychiatric and Medical Settings, 1987. 
New York: Human Sciences Press. 
This book examines the application of cognitive 
behavioral therapy. The authors offer ideas, models, 
treatment strategies, and intervention with patients in 
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institutional, medical and psychiatric settings. 
Hands-on experience with wide-ranging populations from 
alcoholics to cancer patients, brain damaged 
individuals to the elderly, is explicated. 

Freund, G. Interactions of aging and chronic alcohol 
consumption on the central nervous system. In W. G. 
Wood & M. F. Elias (Eds.), Alcoholism and aging: 
Advances in research. Boca Raton: CRC Press, 1982 (pp. 
131-148). 
The processes of aging and the effects of alcohol 
consumption are viewed as two parallel chains of events 
that begin at the molecular level, progress through the 
morphological level, and culminate at the behavioral 
level of biological organization. Morphological and 
behavioral changes induced by aging and chronic alcohol 
consumption are often similar, sometimes identical. No 
conclusions about similarities or differences are 
permitted however. Alcohol may be a molecular key to a 
better understanding of aging. 

Funkhouser, M.J. Identifying alcohol problems among elderly 
hospital patients. Alcohol Health and Research World, 
1977, 2, 27-34. 
Investigated in this study are the physiological and 
psychological problems that obscure accurate detection 
of elderly alcoholism and its prevalence in society. 
Out of 47 patients (aged 55-89), 26 scored 4 or above 
on the Michigan Alcoholism Screening Test, and 55 
percent of the hospitalized veterans are alcoholics. 
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Gallant, D.M. Inpatient rehabilitation treatment. 
Alcoholism: A guide to diagnosis, intervention, and 
treatment. New York: W. W. Norton & Company, 1987 
( pp . 119 -16 9 ) • 
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This chapter discusses inpatient rehabilitation 
treatment, beginning with problems in evaluating the 
quality and efficacy of alcoholism inpatient 
rehabilitation programs. The author describes the drug 
abuse unit (ADU) at Southeast Louisiana Hospital, 
including its criteria for admission, physical plan, 
treatment goals, admission procedure, and various 
treatment modalities employed. Finally, other special 
treatment groups are discussed, such as the elderly, 
veterans with post-traumatic stress disorder, patients 
with other psychiatric disorders, and members of 
minority groups. 

German, P.S.; and Burton, L.C. Clinicians, the elderly and 
drugs. The Journal of Drug Issues, 1989, 19, 221-243. 
Reviews current knowledge of the pharmacodynamics and 
pharmacokinetics among elder users of drugs and 
estimates the prevalence of use of prescribed drugs. 
There is little hard evidence on the populations 
considered at high risk for inappropriate prescribing 
and use and for side effects. The influence or race, 
socioeconomic class and age are all suggested. 

Giordano, J.A.; and Beckham, K. Alcohol use and abuse in 
old age: An examination of type II alcoholism. 
Journal of Gerontological Social Work, 1985, 9, 65-83. 
Popular situational factors purported to be the 
triggers for late-onset abuse have mixed support and no 
clear causal theory has been delineated. Current 
information does not support the usefulness of the type 
II classification or traditional definition of 
alcoholism for the late-onset abuser. Research and 
treatment efforts need to be redirected to include 
male-female differences, and family conflicts with less 
emphasis on the disease model of alcoholism. 

Glantz, M.D. Drugs and the elderly adult. Research issues 
~£. Washington, DC: U.S. Government Printing Office, 
1983. 
Bibliography of 100 documents representing a fairly 
comprehensive listing of the u.S. literature with some 
relevant foreign materials. The eight topic areas 
include prevention and treatment programs. 
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Glatt, M.M. Experiences with elderly alcoholics in England. 
Alcoholism: Clinical and Experimental Research, 1978, 
2,23-26. 
Many elderly alcoholics have responded well to the same 
comprehensive approaches (i.e., therapeutic community, 
group therapy, social support, with pharmacotherapy as 
adjuncts) that have proved useful in other age groups. 

Goby, J.J. Follow-up study of patients over 60 treated at 
the alcoholism treatment center for Lutheran General 
Hospital. In M. J. Goby and J. E. Keller (Eds.), 
Perspectives on treatment of alcoholism. Park Ridge, 
IL: Lutheran General Hospital, 1978. 
Discusses a study of 37 patients over 60 years of age 
after 6 to 18 months following release from a 
residential alcoholism treatment program. Recidivism 
rates are low, with 62 percent reporting sobriety. 
Those patients who, during follow-up, still drink 
alcohol have reduced the daily consumption amount to 
less than prior to hospitalization. Alcoholics 
Anonymous meetings are identified as the primary 
follow-up session attended and nearly 89 percent 
consider their lives to have improved since discharge. 

Gomberg, E. Alcohol use and alcohol problems among the 
elderly. In Alcohol and health monograph no. 4: 
Special population issues. Washington, DC: U.S. 
Government Printing Office, 1982. 
Chapter reviews alcohol use and abuse in the elderly's 
social drinking patterns. Incidence and prevalence 
issues are traced with respect to major roadblocks in 
the casefinding process. Prevention activities for 
this population are also reviewed, contrasting the 
current aging service network with projected priorities 
in research and program development. 

Gomberg, E.L. Overview: Issues of alcohol use and abuse in 
the elderly population. Pride Institute Journal of 
Long Term Home Health Care, 1988, 7(2), 4-17. 
Topics include the following: age and gender 
differences, epidemiological evidence, drinking and 
living alone, alcohol-related admissions to hospitals, 
long-term problem drinkers, reactive problem drinkers, 
drug interactions, signs of alcohol problems, and 
diagnostic and treatment issues. There is evidence 
that prognosis is often good with elderly alcohol 
abusers. 

Gomberg, E.S.L. Drugs, alcohol, and aging. In L. T. 
Kozlowski (Ed.), Research Advances in Alcohol and Drug 
Problems, Volume 10. New York: Plenum Press, 1990. 



224 

Two major areas of research need definition and 
exploration. First, how do elderly alcohol abusers who 
do get into treatment arrive there? Second, what kinds 
of special problems, in any, in diagnosis, management, 
and treatment do these persons present? There is an 
unresolved question as to whether specific programs for 
older alcoholics are indicated. Data is lacking on 
primary treatment questions--primary focus on the 
substance itself or on the life situation of the 
client, group vs. individual therapy, caveats about 
chemotherapy, and the triagelike resistances of 
treatment agencies to elderly clients. 

Gomberg, E.S.; Nelson, B.; and Hill, E.M. Treatment of 
alcoholism in elderly persons: Preliminary report. 
Alcoholism: Clinical & Experimental Research, 1991, 
15, 383, Poster Abstract 428. 
Study comparing 91 alcoholic persons in treatment and 
73 elderly individuals who report a past history of 
alcoholism. Respondents' reports suggest that older 
male alcoholics in treatment will probably resemble 
younger male alcoholics in demographics, drinJcing 
patterns and ways of coping. If so, one may be able to 
generalize findings about treatment to males throughout 
the life span. Older women alcoholics may be a unique 
group and, if present findings are confirmed, special 
treatment techniques are indicated. 

Goodwin, J.S.; Sanchez, C.J.; Thomas, P.; Hunt, C.; Garry, 
R.J.; and Goodwin, J.M. Alcohol intake in a healthy 
elderly population. American Journal of Public Health, 
1987, 77, 173-177. 
The relationship between amount of alcohol consumption 
and social, psychological, and cognitive status was 
examined in 270 healthy, independently living men and 
women over age 65. Forty-five per cent of the sample 
recorded some alcohol intake during a three-day diet 
record, with 8 per cent drinking 30 or more grams of 
alcohol daily. Alcohol intake was positively 
associated with male gender, income, and amount of 
education and negatively associated with age. Alcohol 
intake was not associated with any changes in social or 
psychological status, but was positively associated 
with several measurements of cognitive status. These 
correlations were weak, however, and tended to 
disappear after controlling for income, education, 
gender, and age. Past alcohol intake was not 
associated with any indicators of present social, 
psychological, or cognitive functioning. 
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Gordon, J.J.; Kirchoff, K.L.; and Phillipps, B.K. 
Alcoholism and the elderly: A study of problems and 
prospects. Iowa City, IA: Elderly Program Development 
Center, 1976. 
Describes a survey to determine percentage of alcohol 
abusers (55 years and older) and assesses number and 
content of programs as well as attitudes of treatment 
personnel. Five hundred agencies chosen at random from 
the 1973-1974 ADPA directory (ten from each state) are 
sent questionnaires, with a 45 percent return rate. 
Estimated percentage of alcoholic clientele in agencies 
is 18.4 percent and 10.7 percent report having special 
programs designed for elderly abusers. 

Gottheil, E.; Druley, K.A.; Skoloda, T.E.; and Waxman, H.M. 
(Eds.). The combined problems of alcoholism, drug 
addiction and aging. Springfield: Charles C. Thomas, 
1985. 
Papers presented at the 6th annual Coatesville
Jefferson conference, November 1983, Coatesville VA 
Medical Center. Section V, treatment strategies: What 
we know, don't know and need to know about older 
alcoholics and how to help them: Models of prevention 
and treatment (B.L. Mishara); Short-term family 
oriented models of treatment for the elderly (F.M. 
Friedman, C.J. Friedman, T.E. Skoloda); Services for 
the elderly with alcohol-related problems: a system 
approach (J. Bland); Outpatient treatment of older 
alcoholics (H. Pinsker); Treatment of the elderly 
alcoholic (S. Zimberg). Section VI, issues in dealing 
with substance abusers among older veterans: Substance 
abuse disorders in aging veterans (S.L. Baker); Medical 
and psychiatric management of the older alcoholic 
veteran (L.A. Marco, P.M. Randels); The elderly 
alcoholic; nursing considerations (D.G. Smith, N.E. 
Elliot); Re-entry house and other dispositional 
alternatives for the aging alcoholic (A.P. Mittleman); 
Development and evaluation of a treatment program for 
older veteran alcoholics (K.A. Druley, S. Pashko); 
Factors that differentiate treatment placement among 
older chronic alcoholics (G.D. Kunz, T.W. Stammers, S. 
Pashko, K.A. Druley). 

Gruchow, H.W.; Barboriak, J.J.; and Sobocinski, K.A. 
Alcohol consumption and abuse among women and the 
elderly. In R. R. Watson (Ed.), Diagnosis of alcohol 
abuse. Boca Raton: CRC Press, 1989 (pp. 218-230). 
Behavioral cues are less observable among the elderly. 
The extent of alcohol abuse may increase in the near 
future in the elderly as current high-risk cohort 
drinking patterns become more pervasive. 
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Gulino, C.; and Kadin, M. Aging and reactive alcoholism. 
Geriatric Nursing, 1986, 7(3), 148-151. 

Discusses the etiology, incidence, signs and symptoms, 
and complications of reactive alcoholism among elderly 
persons and offers recommendations concerning the 
diagnosis and treatment of this increasingly prevalent 
geriatric problem. 

Gurnack, A.M.; and Thomas, J.L. Behavioral factors related 
to elderly alcohol abuse: Research and policy issues. 
International Journal of Addictions, 1989, 24(7), 
641-654. 
Although researchers have provided valuable 
descriptions of samples of older problem drinkers and 
have discussed possible causes of and treatments for 
alcohol abuse among the aged, important questions 
remain. Risk factors associated with the onset of 
alcohol abuse in later life have not yet been clearly 
identified. Practitioners and researchers serving this 
population in the future will require a comprehensive 
understanding of the characteristics and needs of older 
clients experiencing alcohol-related problems. This 
paper reviews the existing literature with regard to 
elderly alcohol abuse and outlines future directions 
for research activity. 
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Hartford, J.R.; and Thienhaus, O.J. Psychiatric aspects of 
alcoholism in geriatric patients. In J. T. Hartford & 
T. Samorajski (Eds.), Alcoholism in the elderly: 
Social and biomedical issues. New York: Raven Press, 
1984 (pp. 253-262). 
Once the diagnosis is made, treatment modalities for 
the elderly are similar to those employed for younger 
patients. There is empirical evidence that elderly 
alcoholics do better in geriatric groups than in 
homogeneous groups of alcoholics in groups of various 
ages. Currently there are not studies available to 
document the validity of these clinical experiences 
adequately. 

Haugland, S. Alcoholism and other drug dependencies. 
Primary Care, 1989, 16, 411-429. 
It is believed that treating chemical dependency as a 
primary disease rather than as a symptom of something 
else has been a great boon in terms of improving 
recovery rates. Furthermore, group therapy is the main 
component of treatment in rehabilitation, as it affords 
the greatest opportunity to shift the dependence on 
chemicals to a dependence on human beings. If services 
are unavailable, there is always AA to fall back on or 
to recommend initially. Fully one third of all AA 
members are older than 50 and AA is a source of 
acceptance, support, and an opportunity to depend on 
human beings instead of psychoactive chemicals. Few 
patients with addiction recover by themselves. It is 
an incurable disease in that once addicted, it is 
unlikely that anyone can ever use socially psychoactive 
chemical substances again. Use of psychoactive 
chemicals is fraught with danger for the physician and 
the patient and indeed may place the physician at risk 
for malpractice. 

Hay, D.F.; and Bertz, R.J. Psychopharmacologic treatment of 
insomnia in adults and the elderly. Comprehensive 
Therapy, 1989, 15(6), 3-6. 
Approximately 4% of Americans take prescription drugs 
to help their sleep. In contrasts, almost 90% of 
persons aged 60 to 80 years complain of insomnia. The 
elderly use approximately 25% to 40% of the nation's 
prescription drugs, including sleeping pills. More 
than 90% of institutionalized elderly persons are 
prescribed sedative/hypnotic medications. The drugs 
are discussed. 
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Hayashida, M.; Alterman, A.I.; McLellan, T.; O'Brien, C.; 
Purtill, J.J.; Volpicelli, J.R.; Raphaelson, A.H.; and 
Hall, C.P. Comparative effectiveness and costs of 
inpatient and outpatient detoxification of patients 
with mild-to-moderate alcohol withdrawal syndrome. The 
New England Journal of Medicine, 1989, 320, 358-365. 
Outpatient medical detoxification is an effective, 
safe, and low--cost treatment for patients with mild-to
moderate symptoms of alcohol withdrawal. No group 
differences were found at six-month followup. 

Herr, J.J.i and Weakland, J.H. Conducting family therapy 
with elder clients. In Geriatric Mental Health. 
Orlando, FL: Grune & stratton, 1984. 
Addresses the assumption that family therapy is an 
accepted psychotherapeutic tool for treating behavioral 
and relationship problems presented by families with 
aging members. Focusses on some specific clinical 
differences in the conduct of family therapy in which 
an elder, rather than younger, member is the identified 
patient. 

Hinrichsen, J.J. Heart of treatment for alcoholism: 
Alcoholics Anonymous. Aging, 1990, 361, pp. 12-17. 
The majority of alcoholism treatment programs in the 
US, including hospital-based inpatient, outpatient, and 
long-term residential care programs, use the Alcoholics 
Anonymous (AA) philosophy and encourage patients to 
become actively involved with AA. One study found that 
elderly alcoholics who became actively involved with AA 
were far more likely to remain sober than those who did 
not. Other research has shown that group therapy and 
social support, whether related to AA or not, were the 
most important and effective elements of treatment. 
The AA approach incorporates a "medical" model of 
alcoholism and a "moral-spiritual" model of recovery. 
The 12-step program of recovery is outlined, and it is 
noted that a number of features of AA make it 
especially appropriate for elderly people: It is free; 
provides a sense of belonging, which is a powerful 
antidote to the loneliness and isolation that is common 
among the elderly; and provides free transportation to 
meetings. Although some alcoholics find that they need 
to combine AA with psychotherapy or medical treatment, 
AA is considered to be the best and most cost-effective 
treatment program. 

Holland, B.E. Prediction of alcohol treatment outcome for 
the elderly alcohol abuser. Dissertation. Southern 
Illinois University at Carbondale, 1989. 
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The purpose of this study was to use selected 
variables, shown to be predictive of general adult 
alcohol treatment outcome, and see if they apply to the 
elderly alcohol abuser. And, to describe the 
characteristics of a select group of elderly alcohol 
abusers who sought treatment at a geriatric alcohol 
rehabilitation treatment center. study utilized 
archival data from 159 medical records and follow-up 
files of patients that had been admitted, treated, and 
discharged from a geriatric alcohol rehabilitation 
treatment center. Selected variables were not shown to 
predict treatment outcome but two of the variables were 
significant in determining difference between outcome 
groups. Group was almost equal in men and women; mean 
age 69; modal length of stay 62 days. Almost half were 
married, more widowed women than men, and more women 
living alone. Over half reported one to five pre
existing chronic physical health conditions on 
admission, and some type of alcohol-related symptom. 
Over 80 percent were assessed as having some form of 
mental impairment. A third indicated a drinking 
duration of 20 to 29 years with problems related to 
drinking occurring between the ages of 50 and 59. 
Abstinence was reported by 47 percent at three months, 
39 percent at six months, 30 percent at nine months, 
and 27 percent at 12 months. 

Huang, C.Y. Peripheral neuropathy in the elderly: A 
clinical and electrophysiologic study. Journal of the 
American Geriatrics Society, 1981, 29, 49-54. 
Explains preponderance of peripheral neuropathy in 50 
elderly patients. Heavy alcohol consumption and 
sensorimotor impediments observed in clinical trials 
prior to treatment are reduced after vitamin therapy 
began. The extent of neuropathic alteration in 
Wernicke-Korsakoff syndrome is also discussed. 

Huffine, C.L.; Folkman, S.; and Lazarus, R.S. Psychoactive 
drugs, alcohol, and stress and coping processes in 
older adults. American Journal Druq Alcohol Abuse, 
1989, 15, 101-113. 
Psychoactive substance use did not relate to the ways 
subjects appraised and coped with stressful encounters. 
Only a small number of subjects used drugs or alcohol 
specifically to help them cope in these encounters. 

Hurt, R.D.; Finlayson, R.E.; Morse, R.M.; and Davis, L.J. 
Jr. Alcoholism in elderly persons: Medical aspects and 
prognosis of 216 inpatients. Mayo Clinic Proceedinqs, 
1988, 63, 753-760. 
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The frequency of serious medical disorders among these 
patients was higher than would be expected for the 
overall population of a similar age. Elderly 
alcoholics have more abnormal results of commonly used 
laboratory tests than do younger alcoholics. Our data 
show that the elderly alcoholic can be successfully 
treated in a medically oriented inpatient treatment 
program. The concept of less-intensive treatment for 
the elderly alcoholic is generally not supported. 
More-intensive treatment may be necessary for some of 
these patients because of the high frequency of 
accompanying major medical and psychiatric problems. 
Early-onset alcoholism predominated, but we found no 
major differences between the two groups. 

Hyer, L.A.; Carson, M.; and Tamkin, A.S. Personality styles 
in the treatment of older alcoholics. Clinical 
Gerontologist, 1987, 7, 15-29. 
Each personality style has its own pattern of health 
and depression, and this pattern has an influence on 
treatment. The detached, dependent, histrionic and 
passive-aggressive personality styles tend to rate 
themselves as depressed and also more healthy. 
Narcissistic, antisocial and compulsive styles rate 
themselves as possessing greater health problems and as 
less depressed. Each style possesses its own self
perpetuating strategies and self-defeating styles. 
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Janik, S.W.; and Dunham, R.G. A nationwide examination of 
the need for specific alcoholism treatment programs for 
the elderly. Journal of Studies on Alcohol, 1983, 44, 
307-317. 
The authors found, using data from 500 mixed-age 
("mainstream") alcoholism programs with samples of 1100 
patients aged 60 or older and 1100 aged 21-59, that, 
because few age-related differences were found among 
alcoholics in treatment, little need is seen for 
specialized alcoholism treatment programs for the 
elderly. 

Jones, M. Why two therapeutic communities? Journal of 
Psychoactive Drugs, 1984, 16, 23-26. 
Describes the distinction between programmatic 
therapeutic communities (PTCs), which are oriented 
toward drug rehabilitation, and democratic therapeutic 
communities (DTCs), which cover problems ranging from 
clinically psychotic, neurotic, and the organic elderly 
to character disorders, mental retardation, and 
delinquency. The DTC approach is aimed at 
understanding group dynamics and effecting a 
progressive-learning process. PTCs use a simple form 
of behavior modification that amounts to rote learning 
or persuasion and stresses ends rather than means. The 
adaptations of the two approaches with respect to 
particular situations (i.e., drug abuse) are analyzed. 

Johnson, L.R. How to diagnose and treat chemical dependency 
in the elderly. Journal Gerontological Nursing, 1989, 
15(12) 22-6. 
1) It is difficult to assess what percentage of the 
older population is chemically dependent; available 
literature cites between 2% and 70% of adults over age 
60 have illnesses or other serious consequences as a 
result of alcohol abuse. 2) It is often difficult to 
differentiate bet\oleen the signs and symptoms of 
chemical dependency and other physical, emotional, and 
social changes that occur with aging. 3) Chemical 
dependency often goes unrecognized in the older adult 
because of poor assessment skills and tools available 
to health-care professionals. 4) Once identified and 
treated, the recovery rate of the older adult alcoholic 
is equal to that of the younger alcoholic; however, 
there are specific treatment needs unique to the older 
adult that must be recognized and addressed in 
rehabilitation programs. 
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Kayne, R.C. (Ed.) Drugs and the elderly. Los Angeles: 
University of Southern California Gerontology Center, 
1978. 
Compilation of papers providing information to assist 
practitioners and aged clients in drug management. 
Prevention issues within the aging network are explored 
along with detailed accounts of projected (or current) 
treatment programs offering specialized care for 
elderly abusers. Drug-related problems are viewed from 
different perspectives. 

Kelly, S.; and Remley, T.P. Understanding and counseling 
elderly alcohol abusers. American Mental Health 
Counselors Association Journal, 1987, 9(2), 105-113. 
Investigated causes of abusive drinking among the 
elderly as well as treatment practices and counseling 
strategies used by 6 professionals who serve them. The 
treatment strategies of abstinence, support groups, and 
reminiscence are reviewed. 

King. G.; Altpeter, M.; and Spada, M. Alcoholism and the 
elderly: A training model. Alcoholism Treatment 
Quarterly, 1986, 3(3), 81-94. 
Describes the "Beneficiary Awareness Program," a model 
education program to increase the number of 65-year-old 
and older clients served by alcoholism (AL) service 
providers in New York State. Barriers to treatment for 
the elderly include little medical coordination in 
treating the elderly in a holistic manner; 
stereotypical judgments of actual conditions; economic 
hardship among this age group; and the lack of job
related motivation to enter treatment, involvement in 
mandated programs, and training or knowledge in 
professionals about the elderly and AL. The Awareness 
model implemented training in AL education for elderly 
services providers and AL professionals on the needs 
of the elderly, and an interdisciplinary conference to 
facilitate networking between these 2 groups. 
Recommendations include continuing to strengthen 
interagency and interdisciplinary cooperation and 
increasing awareness and knowledge about AL. 

Knott, D. H. Alcohol use and special populations. In 
Alcohol problems: Diagnosis and treatment. Oxford: 
Pergamon Press, 1986 (pp. 128-132). 
Section on the elderly in chapter dealing with special 
populations. Two-thirds of elderly alcoholics fall in 
the early onset category, one-third fall into late 
onset, i.e., after the age of 55. Late onset respond 
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better to treatment. No "special" treatment methods 
have been identified as universally applicable to the 
elderly. Behaviorally oriented psychotherapy may be 
more helpful than in-depth, dynamically oriented 
psychotherapy. The use of sedative-hypnotics should be 
minimized. Need to address loneliness and social 
isolation is essential. Redefining a social support 
system, which can include volunteer activities, 
recreational programs, and, in some cases, vocational 
rehabilitation, improves the prognosis. Active 
affiliation with Senior Citizens is more effective than 
AA, unless the latter is composed primarily of elderly 
persons. Intensive follow-up and aftercare is 
important. 

Koewler, J.H. Differences between elderly and non-elderly 
alcoholics in treatment: Referral source, compliance, 
service provision and improvement. Dissertation 
Abstracts International, 1982, volume 44/01-B. 
NlAA treatment program data for 1978: Data consisted 
of self-report demographic and drinking history 
information, an accounting of the treatment received by 
the alcoholics, and change measures assessed at 180-day 
follow-up. Results were that behavioral impairment 
resulting from alcohol abuse slightly increased with 
age. The elderly were more likely to continue 
treatment and less likely to drop out than the non
elderly. Alcoholics who were legal referrals had the 
greatest proportion of treatment completion. The 
smallest proportion of alcoholics who were rated 
greatly improved at follow-up were self-referred 
alcoholics, and the greatest proportion of alcoholics 
rated worse were medical referrals. Only those 
alcoholics who rated their health at intake as 
excellent had a greater proportion of completers than 
dropouts. The elderly were in treatment longer, and 
they received more crisis intervention, follow-up and 
aftercare, medical and social detoxification, 
residential treatment and inpatient treatment than the 
non-elderly. This indicates that those age 60 and over 
required more treatment to recover from the toxic 
effects of alcohol abuse, and that greater efforts were 
made to maintain the treatment gains made by the 
elderly than the non-elderly. Among the elderly, a 
greater proportion of females and non-whites completed 
than dropped out of treatment, but the opposite was 
true of males and whites. A greater proportion of 
elderly alcoholics who were married or living with a 
spouse completed treatment as compared with others. Of 
the elderly alcoholics, 28.7% began drinking heavily or 
frequently after age 55. These late onset alcoholics 
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were older and more likely to be female than early 
onset alcoholics. The late onset alcoholics were 
slightly less behaviorally impaired, but they did not 
respond to treatment differently than early onset 
alcoholics. 

Kofoed, L.L.; Atkinson, R.M.; Tolson, R.L.; and Turner, J.A. 
Elderly groups in an alcoholism clinic. In R. M. 
Atkinson (Ed.), Alcohol and drug abuse in old age. 
Washington, DC: American Psychiatric Press, 1984, 
( pp . 36 - 48 ) . 
The Veterans Administration (VA) offers a unique and 
accelerated microcosm of national demographic trends. 
In 1980, about 10% of veterans were older than 65 
years, but this proportion will increase to over 30% by 
the year 2000. Not only are increasing numbers of 
older veterans, but the reported prevalence of their 
alcohol-related problems is increasing (Veterans 
Administration 1982), more older patients have been 
applying for treatment at our program, reflecting these 
trends, so that 20% of applicants now are over age 55. 
Evidence suggests that older alcoholics have different 
treatment needs and responses than younger patients. 
They interact differently with staff, experiencing 
greater social bonding and fewer authority conflicts, 
but they are less psychologically minded (Linn 1978). 

Kofoed, L.L.; Tolson, R.L.; Atkinson, R.M.; Toth, R.L; 
Turner, J.A. Treatment compliance of older alcoholics: 
An elder-specific approach is superior to 
"mainstreaming". Journal of Studies on Alcohol, 1987, 
48, 47-51. 
A sample of 24 alcoholics (mean age, 58.8 years) 
treated in typical mixed-age outpatient groups, is 
compared to a sample of 25 alcoholics (mean age, 60.2 
years) treated in special elderly peer groups. 
Patients treated in the special peer group program 
remained in treatment significantly longer and were 
more likely to complete treatment than those treated in 
mixed-age groups. These findings support the continued 
development and evaluation of elder-specific treatment 
approaches for older alcoholics. 

Kola, L.A.; Kosberg, J.I.; and Joyce, K. The alcoholic 
elderly client: Assessment of policies and practices 
of service providers. Gerontologist, 1984, 24, 
517-521. 
Surveyed 47 nutrition and/or social service programs 
serving approximately 11,000 clients to assess their 
capabilities for serving elderly with alcohol problems. 
It is contended that the identification of only 1% of 



this population as having drinking problems is an 
underestimate. Implications for policy and program 
development, interaction with community resources, 
treatment, and staff/training needs are discussed. 
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Kola, L.A.; Kosberg, J.I.; and Wegner-Burch, K. Perceptions 
of the treatment responsibilities for the 
alcoholicelderly client. Social Work Health Care, 1980, 
6, 69-76. 
To investigate professional perception of 
responsibility in the treatment of the elderly 
alcoholic, directors of nine categorical alcoholism 
programs in the Cleveland, Ohio, area were questioned 
about agency policy, client differentiation, treatment 
intervention, and manpower training. Questionnaire 
data reveal problems in coordinating services and 
clients (e.g., transportation problems), a need for 
more effective record-keeping, insufficient staff 
trained to treat the elderly alcoholic, and general 
agreement that the elderly were not using community 
services at a very high rate. The data support 
conclusions by other studies showing that alcoholism in 
older persons is not a priority item with health 
providers, and that 80+% of this population go without 
treatment. 
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La Greca, A.J.; Akers, R.L.; and Dwyer, J.W. Life events 
and alcohol behavior among older adults. The 
Gerontologist, 1988, 28, 552-558. 
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Hypothesis that higher frequency, greater quantity, or 
problem drinking occurs in 60-plus age group as a 
response to significant life events not supported. If 
anything, the experience of life events points toward a 
decrease in drinking. Social support networks were not 
significant mediators for the impact of life events on 
alcohol use •. 

Lader, M.; and Peteursson, H. Rational use of 
anxiolytic/sedative drugs. Drugs, 1983, 25, 514-528. 
Adverse effects such as oversedation, tremor, ataxia 
and confusion are much more common in elderly patients. 
Ever since the benzodiazepines were first marketed 20 
years ago their use has increased rapidly, and it is 
now estimated that between 12 and 16% of the adult 
population in developed countries use tranquillisers at 
some time each year. 

Langer, E.; Perimuter, L.; Chanowitz, B.; and Rubin, R. Two 
new applications of mindlessness theory: Alcoholism 
and aging. Journal of Aging Studies, 1988, 2,3, 289-
299. 
According to the mindlessness/mindfulness theory, one's 
initial exposure to events should have enduring effects 
on subsequent behavior if the information available at 
that time was mindlessly accepted, i.e., if the person 
made a premature cognitive commitment to (uncritical 
acceptance of) the information. When an individual is 
exposed to only one version of information, as is 
characteristic of childhood, a premature cognitive 
commitment is made to that viewpoint. In Study 1, 
alcoholics (sample=30 male & 12 female clients at a 
hospital clinic in Boston, Mass.) were divided on the 
basis of their childhood exposure to alcoholism. The 
nature of their premature cognitive commitments was 
found to predict treatment success. 

Lawson, A.L. Substance abuse problems of the elderly: 
Considerations for treatment and prevention. In G. W. 
Lawson & A. W. Lawson (Eds.), Alcoholism & substance 
abuse in special populations. Rockville, Maryland: 
Aspen Publishers, 1989 (pp. 95-113). 
Elderly alcoholics view their alcoholism differently 
than younger alcoholics; they feel that they do not 
need detoxification and are reluctant to undergo 



237 

inpatient treatment. They may also feel out of place 
if they are admitted to a program with younger 
alcoholics. Feelings of stigma are greater among the 
elderly; they were conditioned to feel guilty and 
ashamed when they drank. As a result they use a strong 
denial system to hide their drinking. The elderly need 
to be treated in places that they are already 
frequenting. Therapists who want to work with elderly 
must have a genuine respect and a deep sense of caring 
for the elderly. Goals should be realistic and small. 
Survival needs must be met. Therapy groups need to 
have clear and positive goals; task-oriented groups 
work best. Family therapy must not be overlooked. 

Leszcz, M. Group therapy. In J. Sadavoy, L. W. Lazarus & 
L. F. Jarvik (Eds.), Comprehensive review of geriatric 
psychiatry. Washington, DC: American Psychiatric 
Press, 1991 (pp.527-546). 
Group composition should be homogeneous for level of 
ego function, intellect, and degree of cognitive 
functioning. Age generally is not a determining 
factor. In fact, the active elderly may be treated 
effectively in psychotherapy groups with younger 
patients. Such groups provide a rich opportunity to 
work through issues of feeling old and inadequate in a 
youthful society. On the other hand, even in 
homogeneous geriatric settings, mixing cognitively 
intact and impaired patients together can result in the 
former feeling an unwillingness to engage and the 
latter being unable to engage. Countertransferential 
reactions may emerge in the treatment of the elderly. 

Liepman, M.R.; Nirenberg, T.D.; and Begin, A.M. Evaluation 
of a program designed to help family and significant 
others to motivate resistant alcoholics into recovery. 
American Journal Drug Alcohol Abuse, 1989, 15, 209-221. 
Little empirical work has been done in the alcohol 
field on the issue of motivating reticent people into 
treatment. This study explored the impact of a program 
that involved counseling an alcoholic's social network 
to eventually confront the alcoholic in urging him or 
her to seek treatment. Results indicate that alcoholics 
who were confronted were significantly more likely to 
enter an alcohol detox or rehabilitation program and to 
remain continuously abstinent than were nonconfronted 
alcoholics. This study suggests that the alcoholic's 
social network can be helped to become highly 
influential in motivating the alcoholic to seek 
treatment. 
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Lindblom, L.; Kostyk, D.; Tabisz, E.; Jacyk, W.R.; and 
Fuchs, D. Chemical abuse: An intervention program for 
the elderly. Journal of Gerontological Nursing, 1992, 
18(4), 6-14. 
The Elders Health Program (EHP) was designed and 
developed to include three phases: identification, 
intervention, and treatment for chemically dependent 
seniors. BMAST and CAGE screening questionnaires are 
illustrated. Three intervention levels are described. 
Enabling, codependency and professional enabling 
defined and discussed. Ageism has prevented the 
development of treatment programs for chemical 
dependency designed specifically for elderly. 
KEYPOINTS: 1) Although chemical dependency has been 
identified as a problem in the geriatric population, 
the literature continues to focus on issues of problem 
identification; few authors address the issue of 
providing appropriate services for the chemically 
dependent elderly. 2) A goal of the EHP was to design 
a process of intervention using strategies employed by 
current chemical dependency treatment facilities, and 
to interface this process with knowledge and respect 
for normal aging changes. The intervention involved 
creating a unified and informed intervention team. 3) 
The EHP illustrates that all elders have a network that 
can be employed or created in an effort to move the 
client into accepting the need to change. The ultimate 
goal is to improve the well-being of the client. The 
Elders health Program is a demonstration project funded 
by National Welfare Grants, Health and Welfare, Canada. 
Correspondence to: Lois Lindblom, RPH, Elders Health 
Program, 403-400 Tache Avenue, Winnipeg, Manitoba, 
Canada R2H 3C3. 

Linn, M.W. Attrition of older alcoholics from treatment. 
In Drug use and abuse: A guide to research findings, 
Vol. 1: Adults. santa Barbara, CA: ABC-CLIO 
Information Services, 1984. 
In order to determine the effect of age on attrition in 
an inpatient treatment unit, male alcoholics admitted 
to the substance abuse treatment unit of a veterans 
administration hospital in Miami, Florida, during 1975 
and 1976 were studied. The voluntary treatment program 
involved detoxification and goal-oriented counseling 
and required a maximum stay of about 30-50 days. The 
men in this study completed a questionnaire on their 
alcohol use and were administered the Hopkins symptom 
checklist, Lorr et al.'s Mood Scale, and Osgood et 
al.'s Semantic Differentials (which measures attitudes 
toward the concepts family, hospital, employment, 
alcoholic, me, and me-as-I-would-like-to-be) at the 
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time of entrance into the program. One week after 
admission, they also completed the ward atmosphere 
scale, which measures perception of the treatment 
environment. For purposes of analysis, the men were 
divided into two groups: the older group consisted of 
44 men over the age of 55 and the younger group 
consisted 117 men under the age of 50. A total of 51 
subjects left the program of their own accord and were 
considered dropouts, while 110 completed treatment. 
Differences in background and personal characteristics 
and scores on the psychological scales were analyzed 
for the older and younger groups, the dropouts and 
completers, and the interaction between age and 
attrition using a 2x2 factorial design of analysis of 
variance. 

Liskow, B.I.; Rinck, C.; Campbell, J.; and DeSouza, C. 
Alcohol withdrawal in the elderly. Journal of Studies 
on Alcohol, 1989, 50, 414-421. 
The phenomenon of alcohol withdrawal has seldom been 
studied in subgroups of patients in withdrawal. A 
rating scale was developed for measuring alcohol 
withdrawal that was found to be reliable and valid. 
The scale, when applied to younger (ages 21-33, N=24) 
and elderly (ages 58-77, N=26) groups of patients in 
alcohol withdrawal, indicated that the elderly group 
initially had a more severe withdrawal for which they 
received higher doses of chlordiazepoxide. 
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Maddox, G.; Robins, L.; and Rosenberg, N. (Eds.) Nature and 
extent of alcohol problems among the elderly. 
Sponsored by the National Institute on Alcohol Abuse 
and Alcoholism. Springer Publishing, 1983. 
Helzer and colleagues found no essential difference in 
treatment outcome between younger and older patients. 
In a reaction paper, Moos and Finney, offer a systems 
perspective on problem drinking among older adults in 
which an evaluation paradigm is offered that also 
considers life context or extra treatment factors as 
important determinants of treatment entry, duration and 
outcome. 

Magruder-Habib, K.; Saltz, C.C.; and Barron, P.M. Age
related patterns of alcoholism among veterans in 
ambulatory care. Hospital Community Psychiatry, 1986, 
37, 1251-1255. 
In a survey of 342 outpatients in two urban Veterans 
Administration medical centers, 10.2% of the patients 
aged 65 and over and 8.4% of those aged 55-64 were 
found to be alcoholic on the V.A. Screening Test. The 
younger age groups (under age 35, age 35-44, and age 
45-54, were two and a half to three times more likely 
to be alcoholic than the 65-and-over group. The oldest 
group was most likely to have never been alcoholic, and 
least likely to have been formerly alcoholic. Although 
several authors have proposed that the elderly may 
increase their intake of alcohol in response to the 
stresses of aging, study data indicated that half of 
the 65-and-over alcoholics were longstanding 
alcoholics. However, while the study suggests that the 
older groups have proportionately fewer alcoholics, the 
growing size of the aging population means that in the 
next few decades there will be greater absolute numbers 
of elderly chronic alcoholics. 

Malikovic, B.; Divac, M.B.; Biagojevic, M.; and Kirkovic, M. 
Osobenosti grupne psihoterapije alkoholicara starijeg 
zivotnog doba. Socijaina PSihijatrija, 1976, 4, 67-76. 
Traces evolutionary and contemporary development of 
group psychotherapy of elderly alcoholics in a 
homogenous age group held in a therapeutic community. 
Basic results reported include (a) hospitalized elderly 
alcoholics display less intense recovery, (b) poorest 
therapeutic success found in primary alcoholics with 
initial dementia, in paranoid persons and in persons 
with character deviations, and (c) best therapeutic 
results shown in adventitious (recently becoming) 
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alcoholics, or those for whom drinking offered an 
escape from some traumatic event. It is concluded that 
group psychotherapy in conjunction with "other" 
modalities has more prognostic value. 

Marion, T.R; and Stefanik-Campisi, C.S. The elderly 
alcoholic: Identification of factors that influence 
the giving and receiving of help. Perspectives in 
Psychiatric Care, 1989, 25(3-4), 32-35. 
Diagnosis is difficult because signs and symptoms mimic 
those normally associated with the aging process. 
Professionals may 1) not make referrals to chemical 
dependency treatment programs, 2) nurture the notion 
that treatment for alcoholism is worse than the S's 
current situation, 3) accept the S's denial of a 
problem and refusal to accept help, and (4) view 
complications of alcoholism in the elderly as 
overwhelming. Approaches to intervention include 
developing a formal intervention strategy, intensifying 
the S's experience of the illness, and forcing 
commitment to a treatment program. Treatment 
strategies are discussed. The time frame over which 
the recovery process is viewed may be shortened for the 
elderly, but this factor should not negatively 
influence willingness to make several treatment 
experiences available. 

Martin, P.R.; Adinoff, B.; Eckardt, M.J.; Stapleton, J.M.; 
Bone, G.A.H.; Rubinow, D.R.; Lane, E.A.; and Linnoila, 
M. Effective pharmacotherapy of alcoholic amnestic 
disorder with fluvoxamine. Archives of General 
Psychiatry, 1989, 46, 617-621. 
Ten patients were studied: 6 with alcohol amnestic 
disorder, or Korsakoff's psychosis, 3 with dementia 
associated with alcoholism, 1 with compensated 
alcoholic liver disease. All had severe memory 
deficits for recent information. The serotonin-uptake 
blocker fluvoxamine maleate (100mg to 200 mg/d) was 
found to improve episodic memory in only the patients 
with alcohol amnestic disorder. 

Mayer, M.J. Alcohol and the elderly. A review. Health and 
Social Work, 1979, 4, 128-143. 
Review article on anticipated growth of elderly alcohol 
abuse and why social workers should focus their future 
research on identification (case-finding) and 
diagnostic issues. Population figures indicating 
higher unemployment and hence early retirement are 
interpreted as being predictive of depression and other 
psychological distress symptomatic of substance abuse. 
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Efforts toward an expansion of projects in methods of 
treatment are advised. 

Maypole, D.E. Alcoholism and the elderly: Review of 
theories, treatment and prevention. Activities, 
Adaptation & Aging, 1989, 13(4), 43-54. 
The author reviews the scope and incidence of alcohol 
abuse by the elderly and points out some issues in 
possible theories, treatment and prevention. 
Recommendations for treatment and prevention are made. 
The common theme of social, psychological, and genetic 
theories of the causes of alcoholism is the presence of 
anxiety in the individual and the use of alcohol to 
alleviate that anxiety. Differentiated treatment (as 
contrasted to custodial) programs, developed 
specifically for the elderly alcoholic, are mostly a 
product of the late 1970s. Little in the way of 
program evaluation/research has been conducted, which, 
the author contends, reflects the paucity of elderly
specific programming. Of particular importance, now, 
is the resolution of the issue of providing inpatient, 
outpatient, partial hospital or residential services 
just for the elderly, or should their care be included 
within the existing service delivery system for the 
elderly? The scales seem to be tipping in the 
direction of special programs for the elderly alcoholic 
for certain purposes. 

McDonald, A.J.; and Abrahams, S.T. Social emergencies in 
the elderly. Emergency Medicine Clinics of North 
America, 1990, 8(2), 443-459. 
Article identifies key social problems among the 
elderly as they present to an emergency department. It 
discusses in detail problems of alcohol and substance 
abuse in the elderly. Although the elderly alcoholic 
does not usually withdraw, it is best to admit the 
patient to the hospital, as he or she will often have 
an underlying medical problem as well by the time of 
presentation. A stable late-onset elder alcoholic, 
however, may be managed as an outpatient if there is 
good emotional or family support. The elderly are at 
risk for withdrawal up to 5 days after drinking 
cessation, and the autonomic and cardiovascular effects 
of withdrawal can make the elderly a poor risk for 
outpatient treatment. Benzodiazepines can cause 
delirium in the elderly, so those with a short half
life should be used and given in one-half to two-thirds 
the usual dose. Disulfiram is not recommended, nor are 
liquid medications which usually have high alcohol 
content. 



Merry, J. Alcoholism in the aged. British Journal of 
Alcohol and Alcoholism, 1980, 15, 56-57. 
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Case histories of nine women between ages 70 and 80 and 
hospitalized for problem drinking are examined. 
Marital and social complications contribute heavily to 
their inebriety. Because 80 percent of this sample is 
still hospitalized, author is skeptical about 
institutional and aftercare preparation for independent 
community living. Supportive measures for bereaved and 
lonely elderly women are scarce and could benefit from 
service extensions that are reachable and usable by 
elderly after discharge. 

Mesochow, J.; Miller, S.; Seixas, F.; and Frances, R.J. The 
impact of cost containment on alcohol and drug 
treatment. Hospital & Community Psychiatry, 1987, 38, 
506-510. 
Discusses the effect of diagnostic-related group (DRG) 
reimbursement systems of cost containment on the 
quality of alcohol and substance abuse treatment 
programs. It is suggested that DRGs are inadequate for 
predicting length of hospital stay and for categorizing 
patients with multiple psychiatric diagnoses or 
substance abuse problems. Difficulties in treating 
long-term illnesses and special populations (e.g. 
elderly, chronic mentally ill) are noted. It is 
suggested that DRGs would shift funds away from 
facilities with specialized long-term care toward units 
admitting patients for stabilization and diagnostic 
work-up only. Modifications for DRG systems are 
suggested based on 1) determining length of hospital 
stay by factors other than diagnosis (e.g., chronicity, 
personality, social supports), 2) severity-of-illness 
indexes, and 3) severity of psychosocial stressors and 
level of adaptive functioning. 

Miller, N.S. Alcohol and drug dependence. In J. Sadavoy, 
L. W. Lazarus & L. F. Jarvik (Eds.), Comprehensive 
review of qeriatric psychiatry. Washington, DC: 
American Psychiatric Press, 1991 (pp. 387-401). 
The attitude that the elderly are unable to benefit 
from treatment of alcoholism and drug dependence is to 
be avoided, although the treatment may need to be 
modified to take into consideration the physical and 
psychological differences associated with aging. Age
related changes in the distribution and metabolism of 
drugs may result in increased sensitivity to, and 
prolonged effects from low levels of drugs including 
alcohol. Tolerance to alcohol and drugs is reduced in 
the elderly, and the withdrawal syndrome may be more 
severe and prolonged. The treatment of acute 
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withdrawal should be modlfied for the elderly. Because 
those who suffer from addiction (dependence) are prone 
to use the complaints of anxiety, depression, and 
chronic pain as justifications for drug-seeking 
behavior, medicating these symptoms is to be 
discouraged and avoided whenever possible. Although no 
specific data are available for the elderly, they may 
do well in traditional forms of long-term treatment for 
alcoholism and drug dependence such as Alcoholics 
Anonymous and Narcotics Anonymous in meetings made up 
of individuals in similar age groups. Family therapy 
is applicable. Supportive and cognitive 
psychotherapies are often useful. The prognosis for 
untreated alcoholism and drug dependence in the elderly 
is poor. To recommend moderation in alcohol or drug 
consumption in the elderly alcoholic is 
contraindicated. 

Miller, N.S.; Belkin, B.M.; and Gold, M.S. Alcohol and drug 
dependence among the elderly: Epidemiology, diagnosis, 
and treatment. Comprehensive Psychiatry, 1991, 32(2) 
March/April, pp. 153-165. 
Epidemiological catchment Area data have shown the 
prevalence rate of alcohol dependence for men 65 and 
over to be 14 percent, and for women in this age group, 
1.5 percent. Illicit drug dependence is rare, but 25 
percent of persons 55 and over use psychoactive drugs 
prescribed by a physician, and are at risk for 
developing drug abuse and dependence. Alcohol and drug 
dependence are capable of producing virtually any 
psychiatric syndrome, especially depression, anxiety, 
and cognitive difficulties. Tolerance to drugs and 
alcohol is reduced in the elderly, and withdrawal 
symptoms may be more severe and prolonged. Acute 
withdrawal treatment must be modified for the elderly; 
detoxification may take considerably longer and may 
require reduced doses of drugs used. Cognitive 
improvement and reduction in anxiety, depression, 
chronic pain, and insomnia originating from alcohol and 
drug dependence may resolve more gradually. Associated 
medical risks may require hospitalization for 
detoxification, thus enhancing abstinence and 
compliance; however, in the medically stable and 
motivated, outpatient detoxification is possible and 
may be desirable. The AA model, based on an abstinence 
approach, is an effective form of treatment. Its aim 
is to educate, confront the denial surrounding the 
alcohol and drug dependence, and provide alternative 
attitudes and life-styles. Techniques used are group 
and individual therapies directed at the addiction and 
at other aspects of the personality that is 
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maladaptive. Prognosis for untreated alcoholism and 
drug dependence in the elderly is poor. Alcoholism and 
drug dependence are chronic, progressive, relapsing 
disorders that require continuous treatment for 
permanent remission. 

Miller, W.R.; and Hester, R.K. Treating the problem 
drinker: Modern approaches. In W. R. Miller (Ed.), 
The addictive behaviors: Treatment of alcoholism, drug 
abuse, smoking, and obesity. Oxford: Pergamon, 1980 
( pp • 11-141). 
The majority of treatment procedures for problem 
drinkers warrant a "Scotch verdict" of unproved at the 
present time. Reviews pharmacotherapy, psychotherapy 
and counseling, confrontation of alcoholics about their 
denial of problems, Alcoholics Anonymous, marital and 
family therapy, aversion therapies, electric shock, 
covert sensitization, hypnosis and other treatment 
studies and predictors of outcomes. Data suggests, on 
the average, 26% remain abstinent or improved (without 
abstinence) after one year. Estimate 19% of untreated 
problem drinkers are abstinent or improved after one 
year. Multiple modalities should be offered within 
comprehensive treatment settings. Followup evaluation 
should be thought of as "program development." 

Miller, W.R.; and Hester, R.K. Inpatient alcoholism 
treatment: Who benefits? American Psychologist, 1986, 
41, 794-805. 
Controlled comparisons have shown no overall advantage 
for residential over nonresidential settings, for 
longer over shorter inpatient programs, or for more 
intensive over less intensive interventions in treating 
alcohol abuse. Outcomes more likely to be influenced 
by the content of interventions than by the settings in 
which they are offered. The only clear significant 
overall difference between residential and 
nonresidential alcoholism programs is the cost of 
treatment. 

Miller, W.R.; and Hester, R.K. The effectiveness of 
alcoholism treatment: What research reveals. In 
W. R. Miller and N. Heather (Eds.), Treating addictive 
behaviors: Process of change. New York: Plenum Press, 
1986 (pp.121-174). 

Mishara, B.L.; and Kastenbaum, R. Alcohol and old age. New 
York: Grune and Stratton, 1980. 
Positions presented are twofold. First, alcohol use is 
dangerous at any age and even more deleterious for 
elders. Second, alcohol use does provide medicinal 
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benefits under proper therapeutic conditions and 
supervision. Topics cover a broad range of 
introductory and controversial issues including (a) 
historiographic use of alcohol by elderly, (b) 
physiological effects of ethanol and the congeners of 
alcoholic beverages, (c) criticism of current 
epidemiological data, (d) evaluation of problem 
drinking, and (e) review of studies identifying 
possible beneficial effects of moderate amounts of 
alcohol consumption. 

Morse, R.M. Substance abuse among the elderly. Bulletin of 
the Menninger Clinic, 1988, 52, 259-268. 
Reasons for differences in the clinical picture in the 
elderly and the younger persons include biological 
sensitivity and psychosocial stessors. Treatment and 
prevention methods in specific situations are outlined. 
It is suggested that alcohol abuse and alcohol 
dependence in the elderly may provide a model for 
consideration of substance abuse and that a combination 
of alcohol and drugs may be involved in many instances 
of inappropriate substance use. 

Myers, w. Dynamic therapy of the older patient. New York: 
Aronson, 1984. 
Chapter on therapy of an alcoholic 54-year-old 
attractive widow: demonstrates the ability of the 
older patient to deal with difficult psychodynamic, 
genetic, and transference material with the ease of a 
younger patient. Final chapter assesses analyzability 
of this age group and specific issues: losses of 
aspect of the self; stopping work; the "empty-nest 
syndrome"; mourning/separation dreams, death, and 
countertransference. 
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Nathan, P.E. Outcomes of treatment for alcoholism: Current 
data. Annals of Behavioral Medicine, 1986, 8(2-3), 
40-46. 
Current data regarding alcoholism indicate that 1) poor 
people, minorities, the elderly, the young, and women 
enter treatment less often and for shorter periods of 
time than men; 2) costs of alcoholism in the US are 
substantial; 3) abstinence rates 1 year after treatment 
for good prospects may reach or exceed 50%; 4) treat
tment factors (e.g., theoretical orientation) generally 
predict treatment outcome poorly; 5) patient factors 
predict treatment outcome better; 6) extratreatment 
factors affect outcome; and 7) nonproblem drinking is 
neither a viable treatment goal nor a favorable 
treatment outcome. 

National Council on the Aging. Library. Demand 
Bibliography No. 32. Alcoholism and the aging. 
Washington, D.C.: 1979, unpublished. 

Nelson, D.E.; Sattin, R.W.; Langlois, J.A.; DeVito, C.A.; 
and Stevens, J.A. Alcohol as a risk factor for fall 
injury events among elderly persons living in the 
community. Journal of the American Geriatrics Society, 
1992, 40, 658-661. 
In a case-control study in South Miami Beach, Florida, 
320 persons 65 or older who sought treatment at six 
area hospitals for injuries resulting from falls were 
matched for sex and age with 609 controls randomly 
selected from Medicare files, the main independent 
variable was self-reported current alcohol use. No 
association was found between fall injury events and 
average weekly alcohol use. No adjustment was made for 
denial or the premature death caused by long-term heavy 
alcohol consumption. Further efforts at reducing 
injuries to older persons from falls should concentrate 
on other modifiable risk factors, including adequate 
treatment of underlying medical conditions, reducing 
inappropriate psychotropic medication use, and 
installing safety devices in the home. 

Newman-Ampel, M. Two cases of late life alcoholism. 
Journal of Geriatric Psychiatry, 1990, 23(2), 107-116. 
Case vignettes illustrate how to deal with denial and 
other motivational problems in an elderly man (aged >60 
years) and a 74-year-old woman who suffered from 
alcoholism. Case 1 illustrates how the individual 
therapist was able to break through the S's denial, and 
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Case 2 illustrates how family and friends helped to 
break through denial and provide motivation to change. 
Both interventions were successful because of the 
therapists's ability to utilize the family and social 
network who were willing to participate. The 
therapists's willingness to forego the use of labels 
and sophisticated treatment modalities also played a 
role in successful outcome. Author states that she has 
learned from a four-year experience of leading a long
term psychodynamically oriented therapy group for 
"mature adults" (65-80) that emotional growt.h does not 
cease at age twenty-five or thirty, that it was 
respectable to have limited therapeutic goals, and that 
if someone at seventy was able to stop drinking and 
maintain sobriety it did not matter whether that person 
called him- or herself an alcoholic or was willing to 
work through the twelve steps of AA, or was interested 
in building "intimate' relationships. 
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Older problem drinkers. Alcohol Health and Research World, 
1975, spring, 12-17. 
Describes special needs and a nursing home (Queen 
Nursing Home and Treatment Center in Minneapolis, 
Minn.) geared to those needs. All patients have a 
drinking problem. Detoxification is accomplished 
elsewhere. Staff includes alcoholism counselors as 
well as nurses. Passes issued only after 60 days 
sobriety. Money management skills, occupational 
therapy offered as well as group and individual 
counseling and AA. Treatment lasts 3-6 months, 
sometimes over a year. Counselor involvement in 
aftercare, including alumni groups. Vital aspect is 
the training of interns from universities and colleges 
working toward degrees in chemical dependency. 

Olsen-Noll, C.G.; and Bosworth, M.F. Alcohol abuse in the 
elderly. American Family Physician, 1989, 39(4), 
pp.173-179. 
Information about alcoholic behavior cannot always be 
accurately extrapolated to older drinkers. 
Consequences of alcohol abuse and responses to 
treatment may be quite different in young and elderly 
alcoholics. Treatment must focus on such day-to-day 
problems as loneliness, loss of independence and 
declining health. Gentle persistence is required in 
guiding the patient to an awareness of the problem. 

Opstelten, G.E. Island of sobriety for the frail elderly. 
Paper presented at the San Francisco Conference on 
Aging and Alcoholism, San Francisco, August 1981. 
Program alternatives for elderly inebriates are offered 
in this position paper that incorporates didactic and 
experimental data collected by North of Market Senior 
Alcohol Program. Comprehensive training is for 
alcohol-related problems, illness of alcoholism, and 
problems related to legal drug use or abuse. Specific 
program components include 1) modified medical 
detoxification 2) residential treatment program, 
3) extended residential room and board, and 
4) community follow-up. 

Osgood, N. J. Identifying and treating the geriatric 
alcoholic. Geriatric Medicine Today, 1988, 7(8), 
pp. 53-58. 
Diagnosing alcoholism in an elderly individual is 
difficult because many of the psychological, physical, 
and behavioral symptoms of the disease mimic those of 
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other degenerative disorders. The physician should, 
therefore, be aware of the various mental, physical, 
and social warning signs of alcoholism, such as 
depression. Suggestions for treating the elderly 
alcoholic include treating the concomitant depressions 
as the primary problem. 
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Pascarelli, E.F. Drug dependence: An age-old problem 
compounded by old age. Geriatrics, 1974, December, 
109-115. 
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As the elderly population increases, multiple drug use 
creates multiple problems and the pattern of abuse is 
harder to break. Alcoholism, singly or in conjunction 
with other drug problems, is greater in the elderly 
than previously thought. 

Patterson, R.D.; Abrahams, R.; and Baker, F. Preventing 
self-destructive behavior. Geriatrics, 1974, December, 
115-121. 
Discusses behaviors that effect survival among the 
elderly. Levels of stress can be controlled by 
preparation and planning adequately for life crises and 
other predictable events. 

Peluso, E.; and Peluso, L.S. Alcohol and the elderly. 
Professional Counselor, 1989, September/October, 
pp. 44-47. 
Whether the mode is inpatient or outpatient, elderly 
patients need: increased attention to detoxification 
(often lengthier); greater support, with slower 
confrontation of denial; involvement of family; 
attention to issues of self-worth. 

Pemberton, D.A. A comparison of the outcome of treatment in 
female and male alcoholics. British Journal of 
Psychiatry, 1967, 113, 367-373. 
Tabulated results are drawn from social, psychological, 
and psychiatric measures of 50 male and 50 female 
elderly alcoholics recently discharged from the 
hospital. Statistically significant findings include 
(a) fewer females remained abstinent, (b) "neurotics" 
were reasonably curable, and (c) intellectual 
impairment resulting from alcohol conformed to a poor 
prognosis. Relatively few score variables are 
different on psychological tests (e.g., MMPI, 16 PF, 
etc.). 

Peterson, D.M.; Whittington, F.J.; and Payne, B.P. (Eds.) 
Drugs and the elderly: Social and pharmacological 
issues. Springfield, IL: Charles C. Thomas, 1979. 
Major epidemiologic and pharmacologic issues 
surrounding elderly drug abuse and sociocultural 
conditions inherently involved are articulated in 
different chapters of this book. The clinical and 
community response to pronounced problems of elderly 
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drug abuse expands upon earlier documented research and 
explores political as well as social constraints to 
effective management. Development of this theme 
continues in those chapters which present entrapments 
in the diagnostic system affecting both private and 
public sectors. Educational alternatives toward 
greater social alertness and attitudinal change are 
among several recommendations provided. 

Plutchik, R.; McCarthy, M.; Hall, B.H.; and Silverberg, S. 
Evaluation of a comprehensive psychiatric and health 
care program for elderly welfare tenants in a single
room occupancy hotel. Journal of the American 
Geriatrics Society, 1973, 21, 452-459. 
This hotel project is offered as a model for the 
development of a comprehensive treatment and 
rehabilitation program for elderly welfare tenants and 
psychiatric patients living in urban hotels. A full
time alcoholism counselor provides support and 
counseling to the people who have drinking problems. 

Poliquin, N.; and Straker, M. A clincial psychogeriatric 
unit: Organization and function. Journal of the 
American Geriatrics Society, 1977, 25, 132-137. 
Clinical task of evaluation in a VA psychogeriatric 
unit is described with regard to function and 
organization. Treatment modalities used for the 
"average" adult patient may not be appropriate for the 
geriatric patient. Alcoholism either as primary or 
associated diagnosis found in 25.6% of patients. 

Program profiles. Alcohol Health and Research World, 1984, 
8(3), 40-47. 
Six programs presented as representative of those 
serving elderly problem drinkers and alcoholics. These 
are not intended to portray "model" programs, but 
rather to provide a sampling of varied program 
approaches in different settings. (The bulk of this 
issue is devoted to alcohol and the elderly.) 

Pruzinsky, E.W. Alcohol and the elderly: An overview of 
problems in the elderly and implications for social 
work practice. Journal of Gerontological Social Work, 
1987, 11, 81-93. 
Recommendations are made regarding identification, 
treatment, and coordination of services for this 
population. There are more rapid and lengthier 
intoxications, the masking and mimicking of other 
medical symptoms, and side effects of drug-alcohol 
interactions in the elderly. 
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Rathbone-McCuan, E. Health and social intervention issues 
with the older alcoholic and alcohol abuser. In W. G. 
Wood & M. F. Elias (Eds.), Alcoholism and aging: 
Advances in research. Boca Raton: CRC Press, 1982 (pp. 
29-39). 
There is value in having one organization designated as 
the primary source of inpatient treatment. Team 
staffing should include alcoholism and geriatric 
expertise. Other community agencies, e.g., group 
residences, recreational facilities, nursing homes, and 
health and psychiatric clinics would be involved after 
discharge. New innovative services seem appropriate as 
almost any program made available will fill a void in 
the spectrum of services available to the elderly 
alcoholic. 

Rathbone-McCuan, E. Promoting help-seeking behavior among 
elders with chemical dependence. Generations, 1988, 
12(4), 37-40. 
Addresses the issues of help seeking, outreach, and 
linknge building between older people and resources 
that can reduce their risk of becoming dependent on 
drugs or alcohol. Individual and environmental factors 
that influence an individual's management of a drug 
dependency are discussed, as are motivational issues in 
help seeking, variables in the acceptance of 
assistance, and the perspectives on outreach services 
of the family network, health care providers, and peer 
counselors. 

Rathbone-McCuan, E.; and Bland, J. A treatment typology for 
the elderly alcohol abuser. Journal of the American 
Geriatrics Society, 1975, 23, 553-557. 
Unrecognized aspects of elderly alcohol abuse are 
attributed to the clinician's frequent failure to 
understand alcoholism and to physical, mental, and 
social problems that complicate diagnosis. Presented 
is a diagnostic and treatment typology that facilitates 
the implementation of social support systems and 
affordable resources for prospective clients. Long
range benefits include an integrated and comprehensive 
treatment service. 

Rathbone-McCuan, E.; and Hashimi, J. Elder alcohol abuse 
and isolation. In Isolated elders: Health and social 
intervention. Rockville, MD: Aspen Systems, 1982 
(pp. 211-236). 



254 

Treatment barriers preventing the resolution of 
depression and emotional isolation are interpreted as 
links to alcoholism. Elderly victims of this social 
stagnation go unnoticed. This chapter introduces 
alternative ways to treat aging alcoholics through 
intervention strategies in which eligibility for third
party payment is necessary. Full reimbursement of 
services would serve a motivational function in the 
casefinding process. 

Rathbone-McCuan, E.; and Hedlund, J. Older families and 
issues of alcohol misuse: A neglected problem in 
psychotherapy. In G. A. Hughston, V.A. Christopherson, 
and M. J. Bonjean (Eds.), Aging and Family Therapy: 
Practitioner Perspectives on Golden Pond. New York: 
The Haworth Press, 1989 (pp. 173-l04). 
When the alcohol abuser is the eldest family member, 
that individual should enjoy the same access to 
potential recovery available to a younger family 
member. Older people may drag their alcoholism along 
with each passing year until they reach old age or they 
may encounter its power only after they have journeyed 
throughout their adult life without experiencing its 
full risk. Their family, whether it be spouses, 
siblings, children of grandchildren, will find 
themselves caught in the rhythms of the "drunken 
dance." Case histories and interventions are offered 
within context of family systems approaches. 

Rathbone-McCuan, E.; and Roberds, L.A. Treatment of the 
older female alcoholic. Focus on Women: Journal of 
Addictions and Health, 1980, 1, 104-129. 
Program evaluation issues are raised in two sections 
devoted to older female alcoholics. First, planning 
and treatment provisions are outlined. Secondly, data 
from a pilot study in a Midwest treatment centcontrast 
younger, middle-aged, and older women with respect to 
multiple drug abuse, areas of treatment relative to 
aging, and availability of inpatient hospital programs 
offering relief for the emotional aspects of abuse 
behavior. 

Rathbone-McCuan, E.; and Triegaardt, J. The older alcoholic 
and the family. Alcohol Health and Research World, 
1979, 3, 7-12. 
Describes a survey undertaken by a school of social 
work of alcoholics in inpatient treatment programs. 
Results challenge the belief that family involvement in 
treatment is unnecessary, since 34 case (of 63) reveal 
some pattern of family involvement. Families realize 
their previous behavior is inadvertently supportive of 



255 

drinking and would limit the older person's entry into 
treatment. Encouragement is given to expand existing 
family networks in alcohol education. 

Rees, D.W.; and Stone, K. Patient use of treatment options 
at an ATU and ratings of their relative usefulness. 
Alcohol & Alcoholism, 1989, 24, 63-68. 
Although staff and patients differed substantially in 
their views and rankings of treatment options, both 
groups showed little support for the involvement of 
relatives in treatment, despite other evidence (e.g. 
McCrady et al., 1986) that it leads to more favorable 
outcomes. 

Rehmar, M. I. Sensitizing practitioners, families, and 
elderly persons. Pride Institute Journal of Long Term 
Home Health Care, 1988, 7(2), 22-29. 
Reports that a recent survey of alcoholism in acute 
care general hospital patients indicated that 21% of 
all inpatients were unrecognized or undiagnosed 
alcoholics. Alcohol abuse and alcohol intolerance in 
the elderly are perhaps better concealed than in 
younger age groups. It is suggested that social 
workers, physicians, family members, and the elderly 
often join willingly in a conspiracy of silence and 
denial, trying to protect the elderly from the 
enormous shame that results from alcoholism. Topics of 
discussion include the following: diagnosis, patient 
history, and barriers to treatment. 

Riddell, G. C. Interventions and treatment of elderly 
alcoholics. Pride Institute Journal of Long Term Home 
Health Care, 1988, 7(2), 30-37. 
Discusses literature on the treatment of alcoholism in 
the elderly in terms of traditional intervention, 
delivery of services, and in-home intervention. Other 
topics of discussion include treatment issues, such as 
the development of a treatment plan and client 
acceptance of the plan; methods and procedures of 
intervention; special treatment needs of elderly 
alcoholics; and characteristics of older and younger 
alcoholics. It is concluded that medical, social work, 
and nursing school education and public awareness 
programs can help practitioners to be less fearful and 
more 'confident in their interventions when working with 
elderly alcoholics. 

Rix, K.J. Elderly alcoholics in the Edinburgh psychiatric 
services. Journal of the Royal Society of Medicine, 
1982, 75, 177-180. 
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Elderly alcoholics in the Edinburgh psychiatric 
services are interviewed during a five-month period and 
matched against 30 young alcoholics. Groups show 
similarity except in terms of chronic organic brain 
disease and in generational attitudes. Excluding 
organic-syndromed elderly, the older alcoholics should 
be treated in age-mixed groups in general psychiatry 
specialized alcoholism services. Departure from 
traditional age segregational systems is encouraged. 

Robbins, C.; and Clayton, R.R. Gender-related difference in 
psychoactive drug use among older adults. The Journal 
of Drug Issues, 1989, 19, 207-219. 
Hispanic women are especially likely to report past 
year use of prescription analgesics. Women age 45 to 
64 report greater prescription psychoactive use than do 
those age 65 or older. In the 65 and older age group, 
men are more likely than women to report past year 
medical use of sedatives, tranquilizers, and 
stimulants. 

Robertson, A. Treatment issues of the older adult. The 
Counselor, 1989, 7(2), pp. 8-9. 
Elder clients have different issues, need specialized 
care, and respond differently to treatment. Ten 
reasons are given. The denial of late-onset patients 
is usually easier to work through. High AMA discharge 
rates for elderly are particularly frustrating. (Seven 
feature articles in this issue dedicated to chemical 
dependency and the older adult.) 

Robertson, Nan. The intimate enemy: Will that friendly 
drink betray You? Modern Maturity, Feb-Mar 1992, 
35(1), pp. 26-30. 
Once into treatment, the late-onset drinker usually 
responds well. Some experts say that many older people 
are offended by and cannot identify with the profanity, 
the talk about abuse of illegal street drugs that often 
accompanies alcoholism in the young, the horror stories 
told in gory detail. The confrontational approach is 
absolutely wrong for older people some say. Dan 
Anderson of Hazelden says, "It depends on how dominant 
the young people are in the group ... It is the duty of 
older people to defend the traditional culture and the 
duty of the young to tear it down. On the other hand, 
a lot of folks just don't want to be in a group where 
everybody else is also 70 years old." Others also 
believe that after the initial shock, older patients 
are stimulated by daily contact with young alcoholics. 
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Robinson, B.E.; and Schonfeld, L. Alcoholism in older 
adults: recognizing and treating a hidden problem. The 
Older Patient, 1990, 4(1), pp. 21-24. 
There is some argument concerning appropriate treatment 
for the older alcoholic, i.e. "mainstreaming" vs. 
homogeneous age groups. Treatment plans that focus on 
strengthening self-esteem, rebuilding the social 
support network, and overcoming negative emotional 
states have been found to be effective for older 
individuals. Group treatment favored. 

Rosenblum, G. Sobering story. New Choices for the Best 
Years, 1989, 29(5), pp. 62-69. 
Discusses the problem of alcohol and drug addiction 
among older people and ways of treating the problem. 
There are few treatment programs for older adults, and 
identification of older abusers is difficult if they 
are no longer in the workforce. Twelve warning signs 
of chemical dependency in the elderly are listed, as 
are the characteristics of early-onset and late-onset 
drinkers. The long-term treatment program designed 
specifically for older adults at Sage Crossing Spring 
Park, Minn., is described. 

Rosenthal, M.J. Geriatrics: An updated bibliography. 
Journal of the American Geriatrics Society, 1987, 35, 
560-586. 
Presents a geriatrics bibliography, with emphasis on 
references that date from 1982 to 1986. The categories 
include theories of aging, physiologic decline 
accompanying aging, atypical and nonspecific 
characteristics of illness among geriatric patients, 
the elderly and society, and care options. Some 
specific topics relate to dementia (including Alzheimer 
type); psychiatric topics (e.g., alcoholism, 
bereavement/death, depression, psychopharmacology, 
sexuality, sleep) are also covered. 

Rosin, A.J.; and Glatt, M.M. Alcohol excess in the elderly. 
Quarterly Journal of Studies on Alcohol, 1971, 32, 
53-59. 
Details are presented on precipitating causes, 
demographic characteristics, beverage preferences, and 
excessive drinking habits of 103 elderly patients in 
England. Half of the geriatric patients are over 80, 
with their prominent personality factors being 
dementia, bereavement, and loneliness. Study concludes 
that environmental circumstances contribute more than 
personality factors to elderly alcoholism, although 
they easily can distort diagnostic impressions or 
contaminate physiologic correlates of alcoholism. 
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Rotert, D.A. Occupational therapy in alcoholism. state of 
Art Review Occupation Medicine, 1989, 4, 327-37. 
Gorski describes "abstinence plus a full return to 
biopsychosocial functioning as the indicator of 
successful recovery, and "relapse .•• as the process 
of becoming dysfunctional in recovery." The alcoholic 
patient must be instructed and guided to organize his 
time and build up habits of work and leisure which are 
free of alcohol. Sobriety can restore something the 
alcoholic has lost. The alcoholic can be a 
contributing member of society; have feelings of self 
respect; participate in relationships with family, 
friends, and coworkers; and return to work, social, and 
leisure environments. Zackon identified lifestyle 
rehabilitation as the second track of recovery. He 
also listed the key tasks of secondary recovery as 
deaddiction, learning new pleasures, social 
integration, and creating new goals. It is in these 
key tasks that occupational therapy can provide 
significant input and feedback to the alcoholic. 

Ruben, D.H. Drug abuse and the elderly: An annotated 
bibliography. Metuchen, NJ: The Scarecrow Press, 1984. 
SECTIONS: 1. Alcohol use and abuse. 2. Illegal and 
legal drugs: Use and abuse. 3. Medication: Use, 
Abuse, and Compliance. 4. Epidemiology: Psychosocial 
and economic factors. 5. Epidemiology: Public policy 
facets. 6. Epidemiology: Mental health and 
geriatrics. 7. Drugs and alcohol: Education and 
prevention. 8. Institutionalization and drug abuse. 

Ruben, D.H. The elderly alcoholic: Some current dimensions. 
Advances Alcohol Substance Abuse, 1986, 5, 59-70. 
Elderly alcoholics represent an increasing number of 
older Americans caught in the trappings of 
epidemiologic and treatment problems. This paper 
reviews some current dimensions along both problems in 
light of the unresolved statistics of addiction. 
Reductions in the federal budget and public services 
lend contrast to the proportion of cases associated 
with socioeconomic distress, and mental illness. In 
the second part on treatment considerations, advances 
in behavioral pharmacology and behavioral psychotherapy 
are briefly discussed. The holistic models of 
behavioral medicine and field-integrative therapy are 
indicated as possible directives for a multicausal 
assessment and community intervention. 

Ruben, D.H. The aging and drug effects: A planning manual 
for medication and alcohol abuse treatment of the 
elderly. Jefferson, NC: McFarland, 1990. 
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The book covers four major areas. The first section 
offers an overview of aging, physiological disorders, 
and general reactions of organic disease to drug and 
alcohol consumption. Section two focuses on the 
pharmacology of elderly drug abuse. Section three 
introduces the basic steps necessary to plan and 
evaluate an effective casefinding and referral system. 
Section four describes models of intervention, 
including individual treatment approaches to eliminate 
addiction and medication mismanagement. Models of 
treatment largely depend on the agency's philosophy 
toward elderly drug abusers or toward senior citizens 
as a group. 

Rush, B.; and Ekdahl, A. Recent trends in the development 
of alcohol and drug treatment services in Ontario. 
Journal of Studies on Alcohol, 1990, 51(6), 514-522. 
Trends are contrasted to the objectives of a province
wide Addiction Research Foundation (ARF) community 
development program designed to establish or expand 
addiction services since 1979. Data obtained by 
surveys in 1980, 1983, 1986. Increase in 
nonresidential treatment alternatives and an increase 
in the proportion of treated cases from special 
populations such as youth or the elderly are still 
required. This is due in part to the decision to put 
the highest priority on the development of 
assessment/referral services that are accessible to all 
population subgroups. 

Ruyle, J. Group therapy with older alcoholics: How it can 
happen and work. Alcoholism Treatment Quarterly, 1988, 
4(4), 81-95. 
Discusses group therapy for elderly alcoholics, 
including issues of treatment accessibility, group 
functions and goals, and the role of the group leader. 
Clients' physical disabilities and lack of 
transportation may constitute a barrier to group 
attendance. Neighborhood senior centers, as opposed to 
alcoholism treatment centers, provide the group with 
socialization opportunities and a chance for life 
review, stressing abstinence as a goal. The group 
leader provides structure and leadership, as elderly 
persons may exhibit dependency. It is suggested that 
there is less need for vigorous confrontation with 
older alcoholic clients 
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Scanlan, B.C. The elderly alcoholic. Part 2. Management 
considerations. Drug Therapy, 1988, 18(3), 63-67. 
Because elderly alcoholics do not fit the stereotype of 
the problem drinker, they often go undiagnosed. 
Recommends use of the CAGE questionnaire rather than 
historically preferred quantity-frequency questions to 
make diagnoses of alcoholism. 

Scherr, P.A.; LaCroix, A.Z.; Wallace, R.B.; Berkman, L.; 
Curb, J.D.; Cornoni-Huntley, J.; Evans, D.A.; and 
Hennekens, C.H. Light to moderate alcohol consumption 
and mortality in the elderly. Journal of the American 
Geriatrics Society, 1992, 40, 651-657. 
Heavy alcohol consumption is the second leading 
avoidable cause of mortality in the US and other 
developed countries, after cigarettes. In contrast, a 
large body of evidence has accumulated that those who 
regularly consume small to moderate amounts of alcohol 
have lowered mortality from coronary heart disease, the 
chief cause of death in the United States. Data from 
study of over 5,700 population-based cohorts of men and 
women, aged 65 or older, in three populations, suggest 
that the relationship of low to moderate alcohol 
consumption with reduced total and cardiovascular 
mortality, which are well documented in middle age, 
also occur in older populations. The complexity of 
alcohol's metabolic, physiologic, and psychological 
effects may preclude its use as a prescribable means to 
lower risk of cardiovascular disease. 

Schiff, S.M. Treatment approaches for older alcoholics. 
Generations, 1988, 12(4), 41-45. 
Discusses the advantages and disadvantages of various 
alcohol treatment approaches for elderly clients, 
including aversive conditioning, Alcoholics Anonymous, 
inpatient treatment, psychotropic drugs, behavioral 
psychotherapy, and psychosocial treatments (e.g. family 
therapy). Two clinical vignettes illustrating the 
benefits and concerns of family involvement in the 
treatment of older alcoholics are presented. Group 
involvement in the treatment of older alcoholics are 
presented. Group treatment is recommended as the most 
successful approach to chemically dependent older 
individuals. Components of group treatment--self-image 
rebuilding, communication problem amelioration, 
catharsis, and reality testing--are described. 
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Schnitzler, C.M.; Menashe, L.; Sutton, C.G.; and Sweet, 
M.B.E. Serum biochemical and haematological markers of 
alcohol abuse in patients with femoral neck and 
intertrochanteric fractures. Alcohol Alcoholism, 1988, 
23, 127-132. 
Excessive alcohol intake causes bone loss. Alcohol 
abuse is a commonly associated disorder in femoral neck 
fractures in men, but little attention is given to such 
an association in women. Alcohol abuse was assessed in 
14 men and 93 women with non-violent fractures of the 
hip. When all test pair markers were used, prevalence 
of alcohol abuse rose to 14.3% in men and 20.4% in 
women. These figures are higher than those reported 
for the general population of elderly people. 

Schonfeld, L; and Dupree, L.W. Older problem drinkers--long 
term and late-life onset abusers: What triggers their 
drinking? Aging, 1990, 361, pp. 5-8. 
Reviews research on etiology of early- and late-onset 
alcoholism. Research shows many similarities between 
early- and late-onset older drinkers. Researchers 
differ on whether age-specific treatment programs 
should be developed for older adults. Age-specific 
treatment has advantages in that it promotes group 
cohesion and can focus on coping with problems common 
to later life, particularly adjustment to losses. The 
disadvantages for specific programs for the elderly 
alcohol abusers are largely in terms of cost. 
University of South Florida (Tampa) Mental Health 
Institute program and publications are described. 

Schonfeld, L.; and Dupree, L.W. Antecedents of drinking for 
early- and late-onset elderly alcohol abusers. Journal 
of Studies on Alcohol, 1991, 52(6), pp. 587-592. 
Twenty-three early-onset alcohol abusers were matched 
with 23 late-onset. Depression, loneliness and lack of 
social support were the most frequently reported 
antecedents to preadmission drinking behavior for both 
groups. Early-onset were more likely to have changed 
residence, were intoxicated more often and experienced 
more severe levels of depression and anxiety. Late
onset had greater life satisfaction and motivation for 
treatment, but were rated by collateral as having more 
severe alcohol problems. Early-onset were more likely 
to drop out of treatment. Perhaps in contrast to 
Zimberg's opinion (that both groups showed equal 
responsiveness to treatment), the early-onset were less 
likely to expect success in treatment and less likely 
to complete treatment. A nonconfrontive approach to 
treatment, a supportive environment and social support 
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networks have all been found to be factors in 
improvement following treatment (Dupree et al., 1984). 

Schuckit, M.A. Phenomenology and treatment of alcoholism in 
the elderly. In W. E. Fann (Ed.), Phenomenology and 
treatment of alcoholism. Jamaica, NY: Spectrum 
Publishers, 1980. 
Rehabilitative process by which elderly undergo 
recovery from alcoholism is interpreted within an 
historical, epidemiologic and individual process. 
Chapter's focus on phenomenology explores the personal 
transition from resistance to acceptance by the client 
during clinical course of treatment. Suggestions for 
directive versus nondirective group psychotherapies 
appear in context. 

Schuckit, M.A. A clinical review of alcohol, alcoholism, 
and the elderly patient. Journal of Clinical 
Psychiatry, 1982, 43, 396-399. 
Alcohol intake can precipitate problems, especially 
confusion, in nonalcoholic older individuals suffering 
from medical disorders. Alcoholism is seen in 15% or 
more of older patients presenting to psychiatrists with 
psychopathology ranging from depression to acute 
psychotic states. The older alcoholic rarely fits the 
stereotype of alcoholism, tends to report stable early 
life adjustment, presents with restricted areas of 
alcohol-related pathology, and is likely to drink only 
5-6 days a week, with an intake of 4-5 drinks per 
occasion. Effective treatment of alcoholism in the 
elderly includes education, pressure from significant 
others, and assistance to help the individual readjust 
to a life without alcohol. This treatment resembles 
techniques used with the younger alcoholic, with 
modifications to take cognizance of the special medical 
and social needs of older patients. 

Schuckit, M.A. Assessment and treatment strategies with the 
late life alcoholic. Journal of Geriatric Psychiatry, 
1990, 23(2), 83-89. 
Much of what we know about the usual course of 
alcoholism in any age group applies to older 
individuals. With minor commonsense modifications, the 
same general approach is used in older alcoholics. 
Among the most relevant changes are the need to be 
exposed to group therapy that includes other older 
individuals so that relevant issues of retirement, 
relationships with adult children, hobbies, and living 
with chronic medical problems, can be addressed. Extra 
efforts are often needed to try and help the older 
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patient or client socialize more through family 
arrangements, neighborhood outreach agencies, volunteer 
work, and so on. With relatively minor modifications 
of the usual rehabilitation approach, therapeutic 
efforts appear to work as well with older men and women 
as they do with younger alcoholics. 

Schuckit, M.A.; Atkinson, J.H.; Miller, P.L.; and Berman, J. 
Three-year follow-up of elderly alcoholics. Journal of 
Clinical Psychiatry, 1980, 41, 412-416. 
Mental health evaluation consists of 280 consecutive 
seniors after three years from discharge. Course of 
alcoholism is either active or in remission for 11%, 
whereas 20% of those surviving remain abstinent. 
Affective disorders and dementia are prominent 
psychiatric symptoms arising during follow-up 
interviews. Diagnosed symptoms also characterize a 
percentage of the sample with higher mortality rates 
over three years. 

Schuckit, M.A.; and Pastor, F.A. The elderly as a unique 
population. Alcoholism: Clinical and Experimental 
Research, 1978, 2, 31-38. 
Describes three major definitional approaches to 
alcoholism: the addiction approach; the socio
normative approach (which includes "quantity-frequency" 
definition); and the social problems approach. All 
display distinct weaknesses when applied to elderly 
populations. 

Schuckit, M.A.; Morrissey, E.R.; and O'Leary, M.R. Alcohol 
problems in elderly men and women. Addictive Diseases, 
1978, 3, 405-416. 
Traces developmental stages in alcoholic dependency of 
elderly. Male and female patients from two different 
treatment centers undergo interviews about the events 
precipitating their drinking. Women over 55 have two 
to three years of alcoholism before hospitalization, 
and middle-aged patients frequently lose their jobs, 
have car accidents, or are divorced and separated 
before hospitalization. Older men drink up to 15 years 
before hospitalization and show less prevalence of 
psychiatric illness. 

Scott, R.B. Alcohol effects in the elderly. Comprehensive 
Therapy, 1989, 15(6), 8-12. 
Alcohol causes unique kinds of brain damage, a fact 
that may aggravate the clinical symptoms of dementia 
such as Alzheimer's disease, but there is no convincing 
proof of premature aging because of alcohol abuse. 
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Segal, B.M. The effect of the age factor on alcoholism. In 
F. Seixas (Ed.), Currents of alcoholism: Vol 2. 
New York: Grune and Stratton, 1977 (pp. 377-393). 
Examines the effect of the age factor on the 
development and progress of alcoholism by focusing on 
two aspects: . the effect of the age at which systematic 
alcohol use (social drinking) begins on the speed with 
which alcoholism symptoms develop; and some features of 
alcoholism in youth and old age. The later the abuse 
of alcohol begins, the faster alcoholism develops. The 
clinical features of alcoholism in youth and old age 
were also shown to be not as dependent on the effect of 
age per se as they were on predisposition, in young 
alcoholics, in the form of emotional and organic 
disorders; and in aged patients, in the form of 
atherosclerosis. 

Shanahan, P.M. Alcoholism and aging: A challenge. In .M. 
J. Goby (Ed.), Alcoholism: Treatment and Recovery. 
St. Louis: The Catholic Health Association of the 
United States, 1984. pp. 83-96. 
Chapter describes some information about aging and 
alcoholism that needs to be made available to older 
persons, their significant others, and the health care 
workers who care for them, and suggests some approaches 
to applying this information. Older persons do not 
need "special" alcoholism treatment centers; existing 
centers, however, need to consider aging changes that 
may affect treatment outcomes. Reimbursement 
mechanisms must also be explored; third party payment 
plans may not be available to retirees, and Medicare is 
not sufficient to pay for most alcoholism treatment. 
Family members, often themselves elderly, will also 
need treatment and may have even fewer resources than 
the designated patient. Aftercare and lifelong 
participation in AA and AI-Anon might be'problematic 
because of location and scheduling. Consideration 
should be given to daytime groups in seniors' centers, 
retirement housing complexes, and other sites that 
don't require transportation. 

Shipman, A. Communities aren't helpless: Outreach to older 
alcoholics works. Aging, 1990, 361, pp. 18-21. 
Describes an outreach program for older alcohol 
abusers, the Geriatric Substance Abuse Program, in 
Sommerville and Cambridge, Massachusetts with the 
following goals: 1) to train service providers to 
identify alcoholism in the elderly; 2) to do outreach 
to the homebound elder; 3) to assess alcoholics and 
develop intervention strategies, with the goal of 
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getting them into treatment; 4) to offer consultation 
to alcoholism treatment agencies and the network of 
elder service providers on better ways to meet the 
needs of the older alcoholic. Two case studies are 
presented. The author is a contributor to a book 
called Getting Sober, Getting Well: A Treatment Guide 
for Caregivers Who Work with Women which has an entire 
chapter devoted to "Treating Older Alcoholic Women". 
Copies of the book, which includes 27 detailed sessions 
on treatment of women with an alcohol problem, are 
available for $59.95 from C.A.S.P.A.R. Women's 
Alcoholism Program, 6 Camelia Ave., Cambridge, Mass. 
02139 (617) 661-1316. 

Smart, R.G.; Adlaf, E.M.; and Knoke, D. Use of the CAGE 
scale in a population survey of drinking. Journal of 
Studies on Alcohol, 1991, 52(6), 593-596. 
Article examines the use of the CAGE scale, a 4-item 
self-report screening test designed to identify problem 
drinkers, among 703 drinkers aged 18 and over 
interviewed in a general population survey. The 
results showed that 10.9% of drinkers reported two or 
more items affirmatively, the suggested cut-off 
indicative of problem drinking. This rate is similar 
to the percentage of drinkers who consume four or more 
standard drinks daily, derived from aggregate per 
capita consumption estimates. Factor analysis of the 
items showed a unidemensional scale with good 
psychometric properties. Other cut-offs are also 
compared with other alcoholism estimates. In general, 
the results indicated some utility of the CAGE in 
general population surveys. 

Snyder, V. Aging, alcoholism, and reactions to loss. 
Social Work, 1977, 22, 232-233. 
Discusses the rejection of elderly and elderly 
alcoholics who channel emotional grief over loss in 
socially unacceptable ways. Imposed perceptions on old 
age are persistent obstacles to understanding the 
bereavement process. Social expectations of behavior 
tend to be "age-related" rather than focus on how the 
removal of meaningful situations invoke atypical 
reactions. Reformulated perspectives on viewing the 
elderly reaction in reference to situations are given. 

Sober days, golden years: Alcoholism and the older person. 
Minneapolis, MN: Johnson Institute, 1981. 
Explanatory manual focusses on medical, social and 
treatment issues pertinent to the etiology and 
rehabilitation of elderly alcoholism. This manual 



provides a list of agencies and organizations in 
Minnesota appr.opriate for refer.ral. 
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Speer, D.C. Comorbid mental and substance disorders among 
the elderly: Conceptual issues and propositions. 
Behavior, Health, and Aging, 1990. 1(3), 163-170. 
Although dual diagnosis among young and middle-age 
adults is receiving increasing attention, dual 
disorders among older adults has been neglected. A 
recent computer search of several library data bases 
produced no references on the elderly. The literature 
on dual diagnosis among younger adults is selectively 
reviewed, as are developmental and diagnostiC issues 
among older adults. It is concluded that attempting to 
extrapolate from what is known about younger dually 
diagnosed patients to older adults is generally not 
useful. A data base that takes into consideration the 
developmental and diagnostic issues pertinent to the 
elderly must be developed. Also, "dual diagnosis" is a 
general term for diverse configurations of disorders 
that will undoubtedly require diverse treatment 
strategies. 

Squires, S. Alcoholism and the elderly. Democrat & 
Chronicle, 1982, September 12. 
Cited statistics in this newspaper article explain the 
rapid influx of national concern over elderly 
alcoholism. An unprecedented 70 percent of elderly 
alcoholics contract a disease after age 60. Prominent 
factors in the alcoholic's evolution consist of 
loneliness, stress, health problems, bereavement, self
doubts about death, and society's prevailing 
unsympathetic attitude toward the aged. Treatment 
statistics on the outcome success with the elderly are 
contrasted to disadvantages in public costs absorbed by 
medicare services. 

Stall, R. Research issues concerning alcohol consumption 
among aging populations. Druq and Alcohol Dependence, 
1987, 19, 195-213. 
Research concerning alcohol consumption by the elderly 
has primarily focused on the extent of problem drinking 
among seniors. Although an important research agenda, 
an exclusive concern with problem drinking rates can 
work to obscure interesting health policy and 
theoretical questions which might be addressed through 
the study of drinking practices of older age strata. 
Primary among these is the study of how alcohol use 
patterns change across the life course, with the goal 
of showing how such lifelong drinking patterns 
influence consumption in old age. The literature 
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concerning alcohol use and aging is reviewed to 
highlight reasons for change and stability in alcohol 
consumption during latter half of li~e. From this 
literature seven hypotheses, amenable to empirical 
testing, are identified for ongoing research. 

Staples, R.A. Alcohol-related problems of older persons. 
(General report: 140) EDRS Price--MF01/PC02 Plus 
Postage. Maryland: U.S., 1989. 
Three terms describe major consequences of "too much" 
alcohol in older drinkers: Intoxication, alcohol
related disease, and dependency. The biological aging 
process includes many changes that can influence a 
person's responses to alcohol; tolerance and nutrition 
are affected for example. Social relations affecting 
alcohol consumption may also change with the aging 
process. Social settings can alter the pattern of 
alcohol intake. Alcohol treatment is at least as 
effective for older individuals as jt is for any other 
cohort. Elderly persons may require the full range of 
services needed by other alcoholics: detoxification 
facilities; residential and outpatient care; alcohol 
education; and individual and group therapies. The 
older problem drinker in treatment may be more likely 
than younger drinkers to complete a course of therapy. 

Stern, D.S.; and Kastenbaum, R. Alcohol use and abuse in 
old age. Geriatric Mental Health, 1984, pp. 153-168. 
The various methods currently available for treatment 
of the older problem drinker and effectiveness of these 
methods is reviewed, including a description of several 
innovative treatment approaches that show promise. 

Stinson, F.S.; Dufour, M.C.; and Bertolucci, D. 
Epidemiologic bulletin No. 20: Alcohol-related 
morbidity in the aging population. Alcohol Health & 
Research World, 1989, 13(1), 80-87. 
Within 7 years, 35 million Americans will be aged 65 
years and older. Recent longitudinal studies provide 
evidence that consumption does not change substantially 
with age, suggest that results from cross-sectional 
studies reflect a cohort effect, not a natural 
consequence of aging. Up to 41 percent of one 
treatment population were late onset. Assessment 
problems are discussed; many scales may be 
inappropriate for the elderly. Chronic alcohol-related 
diagnoses are listed, "hidden" morbidity is discussed. 

Sumberg, D. Social work with elderly alcoholics: Some 
practical considerations. Journal of Gerontological 
Social Work, 1985, 8(3/4), 169-180. 
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Issues of treatment include: the difference between 
social drinking and alcoholism; feelings of 
hopelessness; alcoholics' denial of their alcoholism; 
and fear of loss. A treatment approach is defined that 
has as stages: identifying alcoholics, encouraging 
client recognition of alcoholism, dealing with denial, 
meeting concrete needs, monitoring recovery, providing 
support services, and dealing with loss of alcohol. 



[T] 

Tepfer, K.S.; and Levine, B.A. Covert sensitization with 
internal aversive cues in the treatment of chronic 
alcoholism. Psychological Reports, 1977, 41, 92-94. 
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A 58-year-old male who had been drinking alcohol 
heavily for 32 years was treated. Covert sensitization 
material was obtained from his responses to the Fear 
Survey Schedule, which included many fears of somatic 
dysfunction, physical pain and suffering. During 7 
weeks of treatment, subject's self-reported drinking 
behavior was eliminated and remained so at 26-, 52-, 
and 78-week follow-ups. Apparently covert 
sensitization with pre-existing somatic concerns can be 
effectively employed in treatment of alcoholism. 

Thienhaus, O.J.; and Hartford, J.R. Alcoholism in the 
elderly. Psychiatric Medicine, 1984, 2, 27-41. 
Discusses the dynamic interdependence between the 
development of alcoholism and the effects of aging. 
Sleep physiology, sexuality, and sensory function seem 
to be particularly vulnerable when the impact of 
chronic alcoholism is added to the effects of normal 
aging, and alcoholism may also aggravate cognitive 
deterioration. In susceptible individuals, the 
psychosocial stresses of aging may erode self-esteem 
and precipitate depressive disorders. The high 
incidence of alcoholism among the elderly in 
institutionalized care settings is noted, and 
therapeutic considerations are discussed in relation to 
the treatment of concomitant illnesses and psychiatric 
disorders, the use of group therapy, and the need to 
overcome the problem of denial. 

Thobaben, M. Dealing with the elderly alcoholic patient. 
Home Hea1thcare Nurse, 1989, 7(1), 12-13. 
The reluctance about confronting alcoholic patients 
centers around the combination of nurses', patients', 
and society's attitudes and beliefs about alcoholism; 
nurses' own personal or family problems associated with 
alcohol abuse; and nurses' lack of education about the 
disease of alcoholism. 

Thomas-Knight, R. Treating alcoholism among the aged: The 
effectiveness of a special treatment program for older 
problem drinkers. No. 7823210. Ann Arbor: U. M. I. 
Dissertation Information Service, 1978. 
Support provided for the overall hypothesis that taking 
into account the age variable in program planning, 
implementation and treatment, produces more self-
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actualized, satisfied, purposive persons. A dual focus 
of age and alcoholism would be more effective than a 
single focus on alcoholism for older alcoholics. 

Tobias, C.R.; Lippmann, S.; Pary, R.; Oropilla, T.; and 
Embry, C.K. Alcoholism in the elderly: How to spot 
and treat a problem the patient wants to hide. 
Postgraduate Medicine, 1989, 86(4), 67-79. 
Especially in the elderly, obtaining a list of all 
prescribed and over-the-counter medications used is an 
important starting point. Nonessential drugs should be 
discontinued and use of any others closely monitored. 
If a withdrawal syndrome results from discontinuation 
of alcohol, thiamine, multivitamins, and sedatives 
should be prescribed as clinically indicated. 
Treatment of any underlying psychiatric disorder is 
important. Psychosocial intervention is essential in 
dealing with recovering elderly alcoholics to overcome 
loneliness and to enhance sobriety. A formal 
rehabilitative effort is mandatory. Long-term 
rehabilitation focuses on group support and may include 
use of disulfiram. 



[V] 

Van De Vyvere, B.; Hughes, M.; and Fish, D.G. Elderly 
chronic alcoholic: A practical approach. Canadian 
Welfare, 1976, 52, 9-13. 
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This study by a social services department focuses on 
living accommodations of 64 elderly chronic alcoholic 
men. Factors which facilitate or inhibit individual 
adjustment in the community are associated with setting 
conditions, among which include middle-class family 
care home, downtown family care home, downtown hotels, 
and downtown boarding homes. Four facilitative 
variables are that 1) residents accept elderly as 
alcoholic, 2) residents tolerate the alcohol 
consumption, 3) residents find mechanisms to control 
the drinking, and 4) residents apply sanctions when 
rules are broken. Boarding homes provide more of these 
variables than do personal care homes in which 
conventional rehabilitation strategies are used. 

Vandeputte, C. "Why bother to treat older adults?" The 
answer is compelling. Professional Counselor, 1989, 
September/october, pp. 34-38. 
Addresses specialized treatment needs: opportunity to 
practice identifying and expressing emotions in safe 
situations; extended time for detoxification and 
treatment itself to provide individualized assistance 
in the development of new coping skills; important 
aspect of team-managed holistic approach to aftercare 
planning; special issue groups (e.g., grief, chronic 
illness); family involvement. 

Voorhees, L.; Stern, B.; and Hilferty, J. Intervention 
techniques for the aging alcoholic. Presented at the 
1981 San Francisco Conference on Aging and Alcoholism. 
San Francisco, August 1981. 
Dynamics of the family systems approach to treatment 
intervention are helpful in describing the stages of 
family growth during adjustment of an alcoholic member. 
Stages consist of denial, control of problem, 
disorganization, and disassociation. Family stability 
issues and the "survival roles" parents and siblings 
will assume in each stage are provided with techniques 
and described within the therapeutic framework. 
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Westermeyer, J. Substance Use disorders: Predictions for 
the 1990s. American Journal Drug Alcohol Abuse, 1992, 
18 ( 1 ), pp . 1-11. 
Caregivers must be prepared to treat more youth, 
elderly, women, minority, and "dual disorder" patients. 
Increasingly the professionals and programs must be 
prepared to assess and treat other patients besides 
"four M" patients: Le., !!!iddle class, !!!iddle aged, 
married, and !!!ale. An expanding population of people 
over age 65 may result in a larger number of elderly 
patients. Treatment programs will be changing. 
Greater use of intensive outpatient programs and less 
inpatient care are likely. Although offering the 

,potential for less morbidity and better treatment 
outcomes, treatment of earlier cases requires greater 
emphasis on psychological and interpersonal issues and 
less reliance on abstinence alone as a key to recovery. 
The need for substance abuse services will not drop 
appreciably in the 1990s; the need for services to new 
subgroups of patients will expand. "Bundled" (1. e. , 
one fee per visit or per treatment day) in lieu of 
"procedure" billing will increase, especially in 
outpatient settings. 

Whitcup, S.M.; Miller, F. Unrecognized drug dependence in 
psychiatrically hospitalized elderly patients. Journal 
American Geriatric Society, 1987, 35, 297-301. 
The psychiatric inpatient records of 90 patients 
greater than or equal to 65 years of age were reviewed 
retrospectively to determine the prevalence of chemical 
dependence and if lack of recognition and treatment of 
chemical dependence resulted in serious complications. 
Nineteen of the 90 patients were characterized as drug 
dependent and ten of these patients were neither 
recognized nor detoxified. Seven of the ten 
nondetoxified patients, but only one of the nine 
detoxified patients, experienced serious medical 
complications typically requiring transfer to a medical 
floor or medical intensive care unit. Unrecognized 
chemically dependent patients were significantly more 
likely to be female benzodiazepine abusers, while 
recognized chemically dependent patients were 
significantly more likely to be male alcohol abusers. 

Whittington, F.J. (Ed.) Alcohol and drugs: Abuse and 
misuse. Generations, 1988, 12(4), entire issue. 
Among the 18 articles that comprise this issue, these 
topics are examined: The affects of alcohol and drugs 
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in older people; causes of medication misuse and error; 
detection of self-medication with nonprescription 
drugs; treatment approaches for older alcoholics; 
medication misuse in nursing homes; drinking in 
retirement communities; and treatment programs designed 
for chemical dependency. 

Widner, S.; and Zeichner, A. Alcohol abuse in the elderly: 
Review of epidemiology research and treatment. 
Clinical Gerontologist, 1991, 11(1), 3-18. 
Older patients comprise approximately 2-25% of the 
alcoholism treatment programs' clientele. A hotly 
debated issue in this area of intervention is whether 
elderly alcoholics receive better treatment in programs 
that cater to age-specific groups than in settings 
where several age groups are treated. The prognosis of 
treating elderly alcoholics appears to be good. 
Factors found to djminish treatment adherence and 
successful outcome include antisocial personality 
characteristics, dementia, skid row status, a socially 
isolated lifestyle, and the existence of family 
drinking partners. Arguments for both age-specific and 
mainstream treatment approaches are cited. Studies are 
needed to determine the efficacy of established 
treatment approaches for the elderly. 

Wiens, A.N.; Menustick, C.E.; Miller, S.l.; and Schmitz, 
R.E. Medical-behavioral treatment of the older 
alcoholic patient. American Journal Drug Alcohol 
Abuse, 1982, 9, 461-475. 
The purpose of the present research was to assess the 
treatment effectiveness of a multimodality alcoholism 
treatment program with older alcoholic patients. 
Treatment success was defined as 1 year of sobriety 
following inpatient treatment in a multicomponent 
program oriented around aversion conditioning to 
alcohol. A total of 87 patients were treated in the 
Raleigh Hills Hospital-Portland over a 2-year period. 
Descriptive psychological test data, demographic 
characteristics, and symptom history data were obtained 
for these patients and related to treatment outcome. 
This population of elderly alcoholic patients treated 
as successfully as younger patients. Their abstinence 
percentage combined for the two treatment years was 
65.4% continuous sobriety over a 12-month follow-up 
period. 
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Wimmers, M.F.H.G. Psychotherapy and counseling with the 
elderly: Some experiences and discussion topics. In M. 
Bergener (Ed.), Geropsychiatric Diagnostics and 
Treatment. New York: Springer Publishing, 1983 (pp. 
196-205). 
Two impressive clusters emerge: Loneliness and 
relationship problems. Failing marital relationships 
is the most frequent complaint, followed by depression. 
A somewhat unusual example of a Rogerian therapeutic 
approach to an even more unusual problem of an elderly 
female client is described, with the conclusion that 
psychotherapy with the elderly is sensible and very 
worthwhile. 

Wood, W.G. Theoretical and methodological issues associated 
with aging research. In W. G, Wood & M. F. Elias 
(Eds.), Alcoholism and aging: Advances in research. 
Boca Raton: CRC Press, 1982 (pp. 177-187). 
Distinction between normal and pathological aging is 
relevant to the hypothesis that alcoholism accelerates 
the aging process. Perhaps alcohol has no effect on 
the aging process. It might even be hypothesized that 
if you control for most of the sources of variability, 
differences will be minimal between young and old 
subjects. 



[Z] 

Zimberg, S. The elderly alcoholic. The Gerontologist, 
1974, 14, 221-224. 
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A critical review is presented of literature on alcohol 
and elderly stressing treatment orientation. 
Prevalence of elderly alcohlics is highest in widowers, 
but affective disorders and sensory-motor 
incapacitation can lower an older person's resistance 
to intoxicants. Weighed against the deleterious 
effects of alcohol are studies showing its therapeutic 
benefits, especially in nursing homes. 

Zimberg, S. Two types of problem drinkers: Both can be 
managed. Geriatrics, 1974, 29, 135-136. 
Admissions to a Harlem hospital are categorically 
analyzed into two types of elderly drinkers: Those 
continuing a lifelong habit, and those reacting to 
stress. Patients between ages 50 to 69 in whose 
traceable history there appears cyclical drinking 
episodes fall into the first category. Elderly persons 
unable to recover from traumatic emotional loss, death, 
or isolation aptly belong to the second category. 

Zimberg, S. Diagnosis and treatment of the elderly 
alcoholic. Alcoholism: Clinical and Experimental 
Research, 1978, 2, 27-29. 
Based largely on data accumulated over the last 12 
years, it is held that alcoholism among elderly is an 
ignored problem. Article discusses community-based 
studies in Manhattan and in the Baltimore metropolitan 
area shown to compute significant prevalence rates in 
the samples surveyed. Specific criteria for diagnosing 
alcoholism in elderly alcoholics are also presented, 
supplemented by the caveat against stereotypical 
symptoms. It is unlikely that significant numbers of 
elderly will be willing to go to alcoholism programs to 
deal with their problem drinking. 

Zimberg, S. Diagnosis and management of the elderly 
alcoholic. In R. M. Atkinson (Ed.), Alcohol and drug 
abuse in old age. Washington, DC: American Psychiatric 
Press, 1984 (pp. 25-33). 
Most elderly alcoholics rated as mild alcohol abuse 
severity compared to younger who often are rated 
moderate, severe, and extreme. Both early and late
onset elderly alcoholics respond equally well to 
appropriate therapeutic interventions. Elderly 
alcoholics spurn identification with young alcoholics, 
are reluctant to utilize specialized alcohol treatment 
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programs. The latter may be effective and necessary in 
some circumstances, e.g., early onset alcoholics . 
unresponsive to past treatment efforts and for patients 
whose drinking is not associated with recent major life 
stress. 

Zimberg, S. Psychosocial treatment of elderly alcoholics. 
In S. Zimberg, J. Wallace & S. Blume (Eds.), Practical 
approaches to alcoholism psychotherapy (2d ed.). 
New York: Plenum Press, 1985 (pp. 347-362). 
The psychosocial treatment techniques of alcoholism 
among the elderly are described. They include the use 
of supportive and problem solving-oriented group 
therapy, antidepressant medication, group 
socialization, and recreational activities. Elderly 
alcoholics are best treated with elderly people who 
have other problems in programs established for the 
elderly rather than in separate alcoholism programs, 
with some exceptions. The use of professional and 
paraprofessional staff in treatment teams can be the 
most effective approach to treatment. Establishing 
therapeutic communities in nursing homes can improve 
patient behavior and reduce behavioral and management 
problems including alcoholism. The use of alcoholic 
beverages as moodchanging drugs in institutions should 
be discouraged. 
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