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From the Surgeon General’s Report

 “Well-supported scientific evidence shows that 

addiction to alcohol or drugs is a chronic brain 

disease that has potential for recurrence and 

recovery”.



American Society of Addiction 

Medicine definition of Addiction (2019)

 A treatable, chronic medical disease involving 

complex interactions among brain circuits, 

genetics, the environment and an individual’s life 

experiences





Substance Use Disorder

DSM-IV versus DSM-5

FIGURE 1. DSM-IV and DSM-5 Criteria for Substance Use Disorders
a One or more abuse criteria within a 12-month period and no dependence diagnosis;

applicable to all substances except nicotine, for which DSM-IV abuse criteria were not

given.
b Three or more dependence criteria within a 12-month period.
c Two or more substance use disorder criteria within a 12-month period.
d Withdrawal not included for cannabis, inhalant, and hallucinogen disorders in DSM-IV.

Cannabis withdrawal added in DSM-5.

Hasin et al. Page 24
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Risk Factors

 Effects of aging, physiological and psychosocial changes, 

cognitive impairment

 Genetic factors

 Adverse childhood experiences / Elder abuse

 Environmental factors such as stress, isolation, loneliness, and 

poverty play additional roles and can be particularly relevant for 

older adults. (relevant during pandemic)

 In addition, deficiencies in our health care systems, polypharmacy, 

over-prescribing, and a lack of awareness among older adults of 

the risks associated with drug use can contribute.





What Do We Know About 
Substance Use In Older Adults?

The challenge of complex clinical presentations

Co-morbidities, frailty, cognitive impairment, polysubstance use

Increased vulnerability to effects of substance due to unique physiological, 
psychological, social and pharmacological circumstances

SUDs are Common:

21–44% in psychiatric population 14–21% in geriatric medical population



Canadians have several misperceptions 
when it comes to substance use among 
older adults. Some don’t think it’s an issue 
at all. Others believe it’s too late to improve 
the quality of life of someone who uses 
substances in older age.

• A call for Action:
Increased awareness
Education & Training
Guidelines 
Available and accessible age-specific 
SUD treatments & individualized care

http://www.ccsa.ca/Resource%20Library/CCSA-Substance-Use-and-Aging-Report-2018-en.pdf

http://www.ccsa.ca/Resource%20Library/CCSA-Substance-Use-and-Aging-Report-2018-en.pdf
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SUBSTANCE USE DISORDERS AMONG 
OLDER ADULTS ARE UNDER-STUDIED 

AND UNDER-IDENTIFIED!
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Guideline Methods

 Interdisciplinary guideline committee x 4 were formed including a PWLE

 Literature search:
 Existing guidelines, meta-analyses, literature and website search
 Databases: Cochrane Library, EMBASE, MEDLINE, PsycInfo, PubMed

 Selected literature appraised to develop evidence-based, clinically sound 
recommendations

 AGREE II used to identify guidelines that are of sufficient quality to inform 
guideline development

 Recommendations:  Prevention, Screening, Assessment and Treatment



GRADE: an emerging consensus on rating quality 
of evidence and strength of recommendations

Guyatt et al. (2008). BMJ (Clinical research ed.), 336(7650), 924-926.

Developed by a widely representative group of international 
guideline developers

Clear separation between quality of evidence and strength of 
recommendations

Explicit evaluation of the importance of outcomes of alternative 
management strategies

Explicit, comprehensive criteria for downgrading and 
upgrading quality of evidence ratings



NOTE:  Some “consensus” recommendations 



Alcohol Use Disorder 
in Older Adults
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Alcohol Harm in Canada: Examining Hospitalizations Entirely Caused  

by Alcohol and Strategies to Reduce Alcohol Harm

Figure 5  Crude rates for Hospitalizations Entirely Caused by 
Alcohol per 100,000 population age 10+, by age group 
and sex, 2015–2016
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Sources

Hospital Morbidity Database, Discharge Abstract Database, National Ambulatory Care Reporting System and Ontario Mental 

Health Reporting System, 2015–2016, Canadian Institute for Health Information; population estimates, 2015, Statistics Canada.

Hospitalizations entirely caused by alcohol are higher among 
people residing in lower-income neighbourhoods 

Compared with people living in the highest-income neighbourhoods, those living in the 

lowest-income neighbourhoods had higher rates for the indicator Hospitalizations Entirely 

Caused by Alcohol. Specifically, rates of hospitalizations for the lowest-income neighbourhoods 

were 2.5 times higher than for the highest-income neighbourhoods in Canada overall 

(see Appendix B for provincial results). This pattern is consistent with that found in a previous 

study.39 Harm is more common among those in lower-income groups, who typically drink less 

than those in high-income groups: this is known as the alcohol harm paradox (see Box 5).





Evolving risk of dementia, 
strokes, ABIs, increased frailty 

and risk of falls

Decreased
gastric and 

hepatic 
metabolism 
of alcohol

LRDG:

There is no 
international 
standardized 

approach.  

Evidence:
• Plethora of expert 

opinion 
• Paucity of older adult 

population specific 
evidence

• Most extrapolate from 
adult literature and 
clinical experience.  

Alcohol Use Disorder in Older Adults



Low Risk Drinking Guidelines for Older Adults

 For women 65 or older, no more than 1 standard drink per day with no 

more than 5 per week in total; for men 65 or older, no more than 1 – 2 

standard drinks per day, with no more than 7 per week in total.               

Non-drinking days are recommended every week. 

 Depending upon health, frailty, and medication use some adults should 

transition to these lower levels before age 65.     

 As general health declines, and frailty increases, alcohol should be further 

reduced to 1 drink or less per day, on fewer occasions, with consideration 

given to drinking no alcohol.  

GRADE: Evidence: Low; Strength: Strong

Recommendation: PREVENTION



LRDG Comparison:

Maximum Limits - Canada

 General Population

 Men:

 3 drinks/day, 15 per week

 Women

 2 drinks/day, 10 per week

 Older Adults

 Men:

 1-2 drinks/day, 7 per week

 Women

 1 drink/day, 5 per week



Labelling is recommended



 Ensure that screening for AUD in Older Adults is age 

appropriate; employs active listening; is supportive; uses a 

health or medical frame; accounts for memory impairment or 

cognitive decline; is non-threatening, non-judgmental and 

non-stigmatizing; and recognizes that DSM 5 criteria will 

under-identify due to reduced occupational or social 

obligations.  

[GRADE: Evidence: Moderate; Strength: Strong]

SCREENING



 All patients (including older adults) should be screened for alcohol 

use at least annually (as part of his or her regular physical 

examination). Screening should be conducted more frequently if 

consumption levels exceed the low risk drinking guidelines, if 

symptoms of an Alcohol Use Disorder evolve, if caregivers express 

concern, or if the older person is undergoing major life changes or 

transitions. 

 (GRADE: Evidence: Moderate; Strength: Strong)

SCREENING





 As a harm reduction strategy for frail older adults in controlled environments, it 

is recommended that a managed alcohol taper be considered.  This avoids the 

risk of acute withdrawal in residential settings or upon transfer to long term 

care.  

 Individualize the taper by 1 standard drink every 3 days (aggressive tapering), 

weekly (moderate tapering), or every 2 – 3 weeks (mild tapering) with CIWA-Ar

monitoring to keep the withdrawal symptom score < 10.  The approach should 

be individualized, incremental and with an indeterminate time line.  

 (GRADE: Consensus)

TREATMENT



 Naltrexone and acamprosate pharmacotherapy can be used to treat AUD in older 

adults, as indicated, with attention to contraindications and side effects. Naltrexone 

may be used for both alcohol reduction and abstinence, while acamprosate is used 

to support abstinence. In general, start at low doses and titrate slowly, with 

attention to open communication with the patient. Initiation may be done in the 

home, hospital, during withdrawal management, or in long-term care with 

subsequent transition to an appropriate placement. 

 [GRADE: Evidence: High; Strength: Strong]

TREATMENT



 The least intrusive or invasive treatment options, such as behavioural 
interventions, should be explored initially with older adults who 
present with a mild AUD. These initial approaches can function either 
as a pre-treatment strategy or treatment itself.  

 [GRADE: Evidence: High; Strength: Strong]

TREATMENT



Benzodiazepine Receptor Agonist 
Use Disorder 

in Older Adults







BZRAs Challenges

 Physicians have very different views on these medications

 Patients tend to have relatively positive feelings about this group of 
medications

 Existing guidelines  frequently recommend benzodiazepine use only 
for short periods of time (especially in older adults). This often 
contradicts current clinical practice e.g. in care of people with 
longstanding mental disorders.

 Limited literature on benzodiazepine use disorder among older 
adults – more literature on over prescribing, adverse effects etc.



Characteristics of long-term BZRA use

Older age, female, lower income, single

Comorbidities - psychiatric and medical

Use of short acting, high potency BZD e.g. alprazolam, lorazepam, oxazepam

Receiving prescriptions for more than one BZD concurrently

"Volume" of the initial or overall BZD prescriptions- overall prescribed dosage

Previous BZD use

Dose escalation is associated with a greater number of prescribers, concurrent 
SUD

Kurko et al. European Psychiatry (2015); 30:1037-1047, 
Cunningham et al. Health Policy (2010), 97(2-3), 122–129.



 Long-term use of BZRAs (> 4 weeks) in older adults should be avoided 
for most indications because of their minimal efficacy and risk of harm. 
Older adults have increased sensitivity to BZRAs and decreased ability 
to metabolize some longer-acting agents, such as diazepam. All BZRAs 
increase the risk of cognitive impairment, delirium, falls, fractures, 
hospitalizations, and motor vehicle crashes. Alternative management 
strategies for insomnia, anxiety disorders, and the behavioural and 
psychological symptoms of dementia (BPSD) are recommended. 

[GRADE: Evidence: Moderate; Strength: Strong]

PREVENTION



PREVENTION

 Health care providers and organizations should consider 
implementing interventions to decrease inappropriate use of BZRAs in 
their practice settings. These include medication reviews, prescribing 
feedback, audits and alerts, multidisciplinary case conferences, and 
brief educational sessions. Regulators, health authorities, and 
professional organizations should consult with clinical leaders and 
older adults to develop and implement policies that aim to minimize 
inappropriate use of BZRAs.

[GRADE: Evidence: Low; Strength: Strong]



PREVENTION

 Clinicians should be aware that BZRAs are prescribed more 
frequently to women and the potential implicit bias that may 
lead to inappropriate use.

[GRADE: Evidence: Low; Strength: Weak]



ASSESSMENT

 Assessment of older adults suspected of having a BZRA use 
disorder should include indication, dose, duration, features 
indicative of BZRA use disorder, readiness to change, and 
presence of both medical and psychiatric comorbidities, 
including any other past or current substance use or misuse. 

[Consensus]



TREATMENT

 A person-centred, stepped-care approach to enable the gradual withdrawal and 
discontinuation of BZRAs should be used. Clinicians and patients should share in: 

a) planning and applying a gradual dose reduction scheme supported by appropriate 
education of the patient; 

b) identifying and optimizing alternatives to manage the underlying health issue(s) that 
initiated or perpetuated the use of BZRAs; 

c) developing strategies to minimize acute withdrawal and managing rebound 
symptoms as needed; and 

d) establishing a schedule of visits for reviewing progress.

[GRADE: Evidence: Moderate; Strength: Strong]



TREATMENT

Psychological interventions such as CBT should be 

considered during efforts to withdraw BZRAs as they 

can improve the older adult’s experiences and increase 

the likelihood of stopping the BZRA. 

 [GRADE: Evidence: High; Strength: Strong]



TREATMENT

Substituting a pharmacologically different drug 
as a specific intervention to mitigate BZRA 
withdrawal symptoms during gradual dose 
reduction is not routinely recommended

[GRADE: Evidence: Moderate; Strength: Strong]



• quiz (myths)
• education

• risks

• alternatives (non-

pharm for anxiety 

and sleep)
• consumer story
• tapering schedule
• Qs to ask your HCP

EMPOWER brochure 
www.criugm.qc.ca/fichier/pdf/BENZOeng.pdf

http://www.criugm.qc.ca/fichier/pdf/BENZOeng.pdf


Cannabis Use Disorder 
in Older Adults





• More Canadians began to use cannabis in 

the first quarter of 2019. 

• Some of these new cannabis consumers 

were first-time users, while others were 

former cannabis users who tried cannabis 

again post-legalization.

• Results suggest that first-time users in the 

post-legalization period are older. 

• Half of new users were aged 45 or older, 

while in the same period in 2018, this age 

group represented about one-third of new 

users.









Prevention

 The current evidence base on the medical use of cannabis is

relatively limited, and cannabis and most derivative products

have not been approved as therapeutic agents by Health

Canada, with the exception of two pharmaceutical grade

cannabinoid products. Clinicians should keep informed about

new evidence regarding possible indications and

contraindications for cannabis and cannabinoid use.

[GRADE: Evidence: High; Strength: Strong]



 Clinicians should be aware of the following:

The potential adverse effects of cannabis use in older adults, such as changes in 

depth perception risking balance instability and falls, changes in appetite, 

cognitive impairment, cardiac arrhythmia, anxiety, panic, psychosis, and 

depression.

[GRADE: Evidence: Moderate; Strength: Strong]

PREVENTION



Prevention

 Clinicians should counsel patients to be aware that older 

adults can be more susceptible than younger adults to 

some dose-related adverse events associated with 

cannabis use.

 [GRADE: Evidence: High; Strength: Strong]



 Clinicians should educate patients on the risk of 

impairment, especially when initially starting cannabis 

or titrating to a new dose. It is recommended that the 

starting dose should be as low as possible and gradually 

increased over time if needed.

 [GRADE: Evidence: High; Strength: Strong]

Prevention



All patients regardless of age should be screened for: 

a) the use of non-medical and medically authorized cannabis and cannabinoids, 

and illicit synthetic cannabinoids as well as tobacco, alcohol, and other drugs. 

[GRADE: Evidence: Low; Strength: Strong]  

b) the amount and type of cannabis or cannabinoid used, and its frequency, by 

those who acknowledge any use.  Those who acknowledge any recent use (any in 

the past month) should then go on to targeted screening using the Cannabis Use 

Disorder Identification Test (CUDIT). 

[GRADE: Evidence: Low; Strength: Strong]  

Screening



TREATMENT

 It is recommended that a variety of psychosocial approaches be 

considered for harm reduction or relapse prevention including: 

Cognitive Behavioral Therapy (CBT), Motivational Interviewing (MI), 

Mindfulness Based Relapse Prevention (MBRP), Motivational 

Enhancement Therapy (MET), and Contingency Management (CM). 

 [GRADE: Evidence: Moderate; Strength: Strong] 



Peer support programs should be considered for 
individuals with CUD. 

[GRADE: Evidence: Moderate; Strength: Strong] 

Treatment



TREATMENT

There are currently no established pharmacological 
treatments that have been demonstrated to be safe 
and effective for either Cannabis Withdrawal 
symptoms or Cannabis Use Disorder. 

[CONSENSUS]



E-learning Modules for Cannabis and Older Adults

Launch anticipated January 2022

 E-learning for physicians, other healthcare 
providers and healthcare students

 Project funded by Health Canada

 Modules developed by clinical experts

 MainPRO and MOC Accredited

Topics covered include;

 History of cannabis and legalization

 Neuropharmacology of cannabis

 Drug interactions

 How to talk to patients about 
cannabis

 Prescribing/authorizing cannabis

 Safety and risks of cannabis

 Cannabis use disorder/harm 
reduction



Opioid Use Disorder 
in Older Adults





Opioid Use Disorder in Older Adults

• Research on OUDs in OAs have primarily taken  place in the U.S.A. where more 
studies have focused on problematic Rx Opioid use or Methadone Rx

• For people 65+ years old with OUD: No previous guidelines, systematic reviews or 
RCTs 

Two Cohorts in this Population

Long Term opioid user

on MAT

Prescription opioid exposure 

later in life, develops OUD



PREVENTION

 In order to avoid the risk of developing an OUD, older 
adults with acute pain in whom opioids are being 
considered should receive the lowest effective dose of 
the least potent immediate release opioid for a duration 
of ≤ 3 days and rarely > 7 days.

[GRADE:  Evidence: Moderate; Strength: Strong]



PREVENTION

 In older adults with polypharmacy or comorbidities that 
increase the risk of opioid overdose (e.g., 
benzodiazepine use, renal failure, sleep apnea), the 
lowest effective opioid dose should be used and 
tapering the opioid and/or other medications should be 
considered. 

[GRADE: Evidence: Moderate; Strength: Strong]



PREVENTION

Dispense naloxone kits to anyone using opioids 
regularly for any reason (CNCP, OUD, etc.), and 
train household members and support staff on 
use. 

[GRADE  Evidence: Low; Strength: Weak]



SCREENING

Older adults should be screened for an OUD 
using validated tools, if appropriate (e.g., CAGE-
AID, ASSIST, PDUQp, ORT, POMI, COMM).  
Medication reviews and urine drug screens 
should be utilized if the patient is taking opioids 
for CNCP or an OUD

[GRADE Evidence: Low; Strength: Strong]



TREATMENT

Buprenorphine-naloxone should be considered 
first line for opioid withdrawal management in 
older adults. Methadone is an alternative that 
may be used, however consider the added risk 
of adverse events.

[GRADE Evidence: Moderate; Strength: Weak]



Treatment

 Buprenorphine maintenance should be considered a 

first-line treatment for an OUD in older adults

[GRADE Quality: Moderate; Strength: Strong]



 Advise patients that the use of alcohol, benzodiazepines, and other 
sedative-hypnotics is hazardous when combined with opioid agonist 
treatment. If the older adult is living in the community and is already 
physiologically dependent on one of these substances, then slow 
tapering of the substance(s) (to elimination if possible) rather than 
abrupt cessation is recommended. If the patient is in hospital, 
residential treatment, or a long-term care setting and medically 
managed by an experienced provider, detoxification can progress more 
rapidly, concurrent with the initiation or stabilization on medications 
for OUD. 

[GRADE Quality: Moderate Strength: Strong]

TREATMENT



TREATMENT 

 If experienced, clinicians may manage older adults with a mild-to moderate 
OUD; however, for patients with more severe or complex disorders, it is 
recommended that personnel or teams with advanced substance use disorder 
management skills be accessible to support clinicians and to enhance their 
capacity to care for patients in all settings. The threshold for an admission to 
hospital or drug and alcohol treatment facility under the care of an Addiction 
Medicine Specialist is lower than for younger adults, and closer follow-up is 
needed on discharge to ensure appropriate community-based support. 

[GRADE Quality: Moderate; Strength: Strong]



Concluding Points

 Older adults in Canada and other countries are experiencing 
substance-related problems in increasing numbers. However, 
these problems are often unrecognized and untreated. As a result 
substance use disorders among older adults have been termed 
an “invisible epidemic”.

 Polypharmacy is prevalent in older adults and therefore the risk of 
misusing prescription and over-the-counter medication rises with 
aging.

 Numerous barriers to the detection of substance use disorders 
among older adults exist

 Many clinicians fail to routinely explore the possibility of alcohol 
and substance misuse among their older patients.

 Screening processes should be senior-friendly and take into 
account the sensitivities of older adults, including concerns about 
stigma. The process should also consider sensory, cognitive, 
cultural and environmental issues.



Concluding Points (cont)

 A comprehensive assessment is essential including 

a full history of substance / medication use; co-

morbid medical and psychiatric illness; social and 

family history, functional assessment and cognitive 

evaluation.  

 There is an urgent need for better training of health 

professionals and students, which will hopefully 

lead to improvements in the prevention, detection 

and care of older people with substance misuse 

and substance use disorders.

 Great need for more age-specific SUD services 

across the country



GOING BEYOND THE GUIDELINES

Key KT Products and Tools – www.ccsmh.ca

Press release January 2020

Webinars: BrainXchange

Community Brochures & Info Sheets

Guidelines available for online
download

Online summary with links to useful tools / resources 





How will you implement these guidelines in your setting or 
organization?



Questions ?

Comments

Concerns

Ideas

Feedback

Thank You !



If you’re interested in joining, please go to: www.ccsmh.ca

Dr. David Conn: Co-Chair, CCSMH

Dr. Kiran Rabheru: Co-Chair, CCSMH

Ms. Claire Checkland: Executive Director, CCSMH

Join CCSMH!

79

http://www.ccsmh.ca

