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Two complementary reports were produced as part of this work: the current report, and Trends in Substance Use and Related 
Harms Among Australians Aged 50 Years and Older 2001-2021. Results from the latter report were used to inform the focus 
of the current report.  

Executive Summary 
This report was commissioned by the Alcohol and Drug 
Foundation (ADF) and presents information regarding: i) 
preferred sources and content of alcohol and other drug 
(AOD) related information among older adults, and ii) an 
overview of evaluated interventions aimed at reducing 
AOD harms among older adults (defined as ≥50 years).  

Older Adult Preferences 
Source of information 
• Healthcare providers appear to be the preferred 

source of AOD information among older adults. 
• However, reluctance (from both older adults and 

practitioners, excluding pharmacists) to engage in 
conversations around alcohol consumption and its 
harms was noted, and there was some uncertainty 
regarding the appropriate etiquette for such 
discussions. 

• Conversations between authorised prescribers and 
older adults regarding psychotropic medicines are 
likely more common than conversations regarding 
alcohol use, though many adults appear to be 
dissatisfied with the depth and duration of these 
conversations. 

• Many older patients appear to be passive recipients in 
the prescribing of psychotropic medicines. 

Content of information 
• One study found that the favoured rationale for 

deprescribing either preventive or symptomatic relief 
medicines focused on the risk of side effects. 

• Awareness of alcohol-related harms alone is unlikely 
to motivate older adults to change their consumption, 
with alcohol playing a positive social role in many 
older adults’ lives.  
 

• However, this may vary depending on the type of 
‘harm’, with one study finding that most older 
participants who consumed alcohol reported that 
they would adhere to low-risk guidelines if they were 
told that doing so could reduce their risk of dementia. 

• Engagement with the large segment of the older 
population who consider themselves to be 
responsible drinkers, and emphasising their perceived 
experience of drinking ‘wisely’ in a controlled manner, 
could be effective. 

• Materials that convey information to older adults 
about substance use and harms would benefit from 
use of larger text, actors with whom the viewer can 
identify based on life stage and, where relevant, 
subtitles. 

• We identified no studies that addressed preferences 
of older adults regarding conversations about illegal 
drugs and possible associated harms. 

Evaluated Interventions 
• Relatively few evaluations of interventions to reduce 

AOD-related harms among older adults have been 
published in the past 10 years, with interpretation of 
the available evidence complicated by heterogeneity 
across interventions, outcome measures, and follow-
up periods.  

• Further, many interventions involved multiple 
components, with significant reductions often 
observed in control and/or comparator groups, 
making it difficult to determine which components of 
an intervention are effective.  

Alcohol 
• There is some evidence for the efficacy of brief 

interventions (including educational tools/leaflets, 
personalised reports that indicate a participant’s own 

https://www.unsw.edu.au/research/ndarc/resources/substance-use-related-harms-australians-50-years-and-older-2001-2021
https://www.unsw.edu.au/research/ndarc/resources/substance-use-related-harms-australians-50-years-and-older-2001-2021
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level of risk, and diaries), and/or psychological 
treatments. 

• A recent systematic review of studies that included 
(but were not specific to) older adults identified three 
elements of effective interventions: the provision of 
information on several alcohol-related issues, 
personalised feedback about drinking behaviours, 
and being in contact with others and communicating 
with them about (alcohol) problems.  

• There were no identified interventions, specific to 
older adults, that included the third of these elements 
(i.e., contact with others). This is a notable omission 
given the relationship between the use of alcohol in 
older adults and loneliness.  

• One small study found that exercise, in particular 
yoga, had beneficial effects on alcohol consumption 
that were comparable to telephone counselling. 

Benzodiazepines and benzodiazepine receptor 
agonists 
• Patient-empowerment interventions, in particular 

EMPOWER, appear to be effective in driving sedative-
hypnotic cessation among older adults.   

• Two studies found that adding additional 
components to an educational intervention (e.g., a 
follow-up call with pharmacist) yielded no 
improvement in outcomes compared to receiving 
only the educational component, suggesting that 
pharmacist contact may not significantly increase 
discontinuation likelihood beyond the effectiveness of 
educational materials.  

Opioids 
• Evidence regarding opioid-related interventions   

among older adults was particularly limited, noting 
that the review was restricted to studies published 
within the past 10 years, and did not include 
pharmacological interventions such as opioid agonist 
treatment and naloxone. 

• However educational and psychological (primarily the 
Mindfulness-Oriented Recovery Enhancement model) 
interventions showed some evidence of effectiveness. 

• Community pharmacies may be a valuable resource 
for identifying and reducing health harm in patients 
who use pharmaceutical opioids. 

 

Other 
• There is limited information in this age group 

regarding peer-led or co-designed interventions, or 
interventions that aim to reduce harms associated 
with illegal substances (including cannabis).  

• There is also an absence of information regarding 
particular subsets of older people that may have 
higher rates of substance use, including those who 
identify as LGBTIQA+, First Nations Australians, and 
those from migrant and multicultural community 
groups. 

 
See Table 1 for a tabular overview of these key findings, 
as well as recommendations that are based on the current 
report, as well as the ‘Analysis Report’ (i.e., Trends in 
Substance Use and Related Harms Among Australians 
Aged 50 Years and Older 2001-2021). 

https://www.unsw.edu.au/research/ndarc/resources/substance-use-related-harms-australians-50-years-and-older-2001-2021
https://www.unsw.edu.au/research/ndarc/resources/substance-use-related-harms-australians-50-years-and-older-2001-2021
https://www.unsw.edu.au/research/ndarc/resources/substance-use-related-harms-australians-50-years-and-older-2001-2021
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Table 1: High-level summary of findings, and recommendations 
 Aim 1: Preferred sources and content of 

information # 
Aim 2: Evaluated interventions to reduce 
harms among adults aged ≥50 years 

Recommendations and identified gaps## 

 
Alcohol  

Preferred sources:  
o Healthcare providers, yet there was some 

uncertainty regarding appropriateness of 
such conversations. 

o Personal stories/lived experience.   
 
Preferred content:  
o Accessible information (e.g. large font, 

optional translation, subtitles).  
o Age-appropriate characters.  
o Transparent information (e.g., how drinking 

guidelines developed).  
o Multi-faceted information: delivered 

verbally, accompanied by written materials. 
o Awareness of alcohol-related harms alone 

unlikely to motivate changes in 
consumption, esp. among those who 
consider themselves healthy.  

 

o 22 studies identified: variation in the 
types of interventions, including intensity, 
duration and delivery mode.  

o Some evidence for the efficacy of brief 
interventions, and/or psychological 
treatments. 

o One study (small sample size) found yoga 
had effects on alcohol consumption 
comparable to telephone counselling.  

o Review of studies that included (but were 
not specific to) older adults identified 
three elements of effective interventions: 
the provision of information on alcohol-
related issues, personalised feedback 
about drinking behaviours, and 
contact/communication (re: alcohol 
problems) with social network. 

 
 

 

Recommendations 
o Training to ensure key healthcare providers are 

equipped to identify and intervene where 
drinking patterns may constitute risk of harm.  

o Promote social and leisure opportunities that do 
not involve alcohol.  

o Messaging about protecting current level of 
health.  

o Interventions should consider inclusion of 
educational information and personalised 
feedback. 

o Future research should investigate how social 
networks could contribute to a successful 
intervention.  

 
Gaps 
o Interventions in rural/remote areas, and among 

First Nations, LGBTIQ, and migrant and 
multicultural communities. 

o Work-to-retirement interventions. 
o Cognition or dementia based outcomes. 
o Australian studies. 

Benzo Preferred sources:  
o Healthcare providers.  
o Yet, older adults often passive in 

prescribing decisions and dissatisfied with 
the length and depth of consultations.  

 
Preferred content:  
o Accessible information (e.g. large font, 

optional translation, video subtitles).  
o Multi-faceted information: delivered 

verbally, accompanied by written materials. 
o Clear, and comprehensive information. 
o One study found that older adults’ 

preferred rationale for deprescribing 

o 25 studies identified, mostly categorised 
into education-based interventions and 
cognitive behavioural therapy for 
insomnia (CBTi).  

o Patient-empowerment interventions, in 
particular EMPOWER, show some 
effectiveness in improving sedative-
hypnotic cessation among older adults.  

o CBTi shows some effectiveness as a 
multi-dimensional approach to treating 
sleep problems, and reducing sedative-
hypnotic use, among older adults.  

Recommendations 
o Prescribers should adapt communication based 

on patients’ attitudes to medicines and 
preferences regarding involvement in the 
decision-making process. 

o Programs to improve health literacy.  
o Interventions may benefit from focusing on 

patient-empowerment models, such as 
EMPOWER.   

 
Gaps 
o Evidence for ‘younger’ older adults (i.e., data 

predominantly focused on those aged≥ 70 years). 
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medicines focused on the risk of side 
effects.  

o Underrepresentation of some populations (e.g., 
those with psychiatric comorbidity). 

o Interventions on overdose awareness/prevention.  
o Australian data. 

Opioids Preferred sources:  
o Healthcare providers.  
o Yet, often passive in prescribing decisions 

and dissatisfied with the length and depth 
of consultations.  

 
Preferred content:  
o Accessible information (e.g. large font, 

optional translation, video subtitles).  
o Clear, and comprehensive information. 
o Multi-faceted information: delivered 

verbally, accompanied by written materials. 
 

o 12 studies identified: considerable 
variation in the types of interventions 
that were delivered.  

o Educational and psychological (primarily 
the Mindfulness-Oriented Recovery 
Enhancement model) interventions 
showed some evidence of effectiveness. 

o Community pharmacies may be a 
valuable resource for identifying and 
reducing health harm in patients who use 
pharmaceutical opioids.  

 

Recommendations 
o Prescribers should adapt communication based 

on patients’ attitudes to medicines and 
preferences regarding involvement in the 
decision-making process. 

o Programs to improve health literacy.  
o Consider leveraging community pharmacies, and 

offering take-home naloxone.  
 
Gaps 
o Holistic interventions that consider impact of 

disability on quality of life.  
o Evidence for ‘older’ older adults (i.e., data 

predominantly focused on those in their 50’s). 
o Illegal opioids. 
o Interventions on overdose awareness/prevention.  
o Australian data.  

Other 
substances 

 

 

Preferred sources: Unknown 
 
Preferred content: Unknown 
 

o Notable, near-total lack of evidence in 
this area. 

o Preliminary supportive data for combined 
therapies in older adults with HIV (CBT + 
tai chi + text message support). 

 

Gaps 
o Evident lack of research specific to illegal, or 

recently medicalised, substances (e.g., cannabis). 
o Evaluations of peer-delivered interventions.   
o Under-researched populations common across 

substances: migrant and multicultural community 
groups, LGBTQIA+, First Nations. 

o Australian data.  
# Findings were not always specific to these particular substances (e.g., referred to ‘medicines’ more broadly), but are applicable across a range of substances. ## Recommendations 
and gaps are based on the findings from both reports commissioned by the ADF – i.e., the current report, and Trends in Substance Use and Related Harms Among Australians Aged 50 
Years and Older 2001-2021.  Recommendations are also provided, in more detail, in chapter 3 of this report: Recommendations to reduce AOD-related harms among older adults. 

https://www.unsw.edu.au/research/ndarc/resources/substance-use-related-harms-australians-50-years-and-older-2001-2021
https://www.unsw.edu.au/research/ndarc/resources/substance-use-related-harms-australians-50-years-and-older-2001-2021
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Background  
Alcohol consumption is increasing amongst older adults, as are the risks of harm associated with risky alcohol use. Changes 
to alcohol use as people age are occurring alongside an increased likelihood of prescription medication use, often with 
multiple medications (polypharmacy) concurrently used. Interactions between these medications and alcohol can further 
compound alcohol-related harm: indeed, even moderate alcohol use by those using a number of medications increases the 
risk of adverse effects and poor health outcomes. 

As a part of the ageing process, older adults also experience an increase in biological sensitivity to the effects of alcohol. 
This makes older adults who drink alcohol more susceptible to falls, bone fractures, and other injuries. 

The number of older adults using illicit drugs has also grown over time. However, it is worth noting that this may be driven 
by the fact that people who have previously used illicit drugs are continuing to do so as they age, rather than increasing 
levels of new uptake. The most common illicit drug used by older Australians is cannabis, and its recent and lifetime use has 
trended upwards in these age groups 

However, older adults are not a heterogenous group, with harms differentially experienced by some subgroups (e.g., healthy 
versus unhealthy adults). Substance use behaviours have often been established for many years and are difficult to change. 
Effective messages to shift behaviour are likely to vary depending on the characteristic and motivations of various subgroups. 

Aims and Purpose  
One of the ADF’s priority areas of focus is to develop evidence-based practices through research and evaluation driven by 
evidence, evidence gaps and community needs.  

Through the Older Adults In-depth Research Project, the ADF collaborated with NDARC to ensure data quality and enhanced 
understanding of how to enable better outcomes for older adults currently experiencing AOD harms within Australia.  

For the purposes of this project, age groups of focus for ‘Older Adults’ have been revised to include those aged ≥50 years 
(from ≥65) to capture data and trends during this transitional life period, and to identify AOD behaviour trends earlier in the 
lifecycle. 

The aims of this report are two-fold: 

1. Provide a narrative review of who older adults prefer to receive AOD information from, as well as the preferred 
content of such information. 

2. Provide an overview of evaluated interventions to reduce AOD-related harms among older adults.  

Methods  
The focus of this report was guided by findings from the first report created as part of this program of work: Trends in 
Substance Use and Related Harms Among Australians Aged 50 Years and Older 2001-2021. Analysis of drug-related 
hospitalisations, drug-induced deaths, treatment episodes and substance use among Australians aged ≥50 years identified 
alcohol, opioids and benzodiazepines as the substances that contribute to the greatest level of harm among this population. 
Thus, while all substances were within scope of the current report, particular attention was given to these three substance 
classes.  
 
Aim 1: Narrative Review: Searches were conducted in PubMed using a combination of keywords, with handsearching of 
reference lists of identified articles. Because this was a narrative review, there were no specific inclusion/exclusion criteria. 
Studies identified via the Rapid Review process (see below) that were deemed suitable for Aim 1 (e.g., qualitative reviews) 

https://adf.org.au/drug-facts/cannabis/
https://www.unsw.edu.au/research/ndarc/resources/substance-use-related-harms-australians-50-years-and-older-2001-2021
https://www.unsw.edu.au/research/ndarc/resources/substance-use-related-harms-australians-50-years-and-older-2001-2021
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were also included. These results were grouped thematically, into ‘preferred sources of information’ and ‘preferred content 
of information’, the latter which includes layout, quality and language.  

Aim 2: Rapid Review: Ten-year searches for relevant reviews of any type (e.g., systematic, scoping, narrative, rapid) were 
conducted using PubMed, CINAHL, PsycINFO, and Embase, followed by a supplementary search in PubMed for any 
evaluations undertaken within the last five years (to identify any recent primary studies that may not have been captured in 
the reviews). Searches used a combination of database-relevant terms (such as MeSH terms), keywords, and filters (see Table 
2 for search terms).  

Searches were undertaken based on the following criteria: 

Inclusion criteria 
o Conducted in adults aged ≥50 in community settings (or where follow-up occurred in the community). 
o Included changes in consumption/harms in outcome reporting. 
o Focused on alcohol, prescription/pharmaceutical drugs (primarily pharmaceutical opioids and benzodiazepines), 

or illicit drugs (particularly cannabis, methamphetamine and cocaine). 
o Interventions such as education strategies targeted at patients/those who use alcohol/drugs, including primary 

and secondary interventions. 
o Education interventions targeted at health professionals (e.g., pharmacists, GPs) accepted. 

Exclusion criteria 
o Studies conducted in older adults residing in non-community settings, such as prisons. 
o Studies focused on use of tobacco, nicotine, caffeine, or non-psychoactive substances. 
o Interventions that were pharmacological in nature, such as opioid antagonist therapy and naloxone, or 

interventions such as real time prescription monitoring systems, needle and syringe programs, residential 
rehabilitation or supervised injecting facilities. 

o Community–wide interventions. 
o Tertiary preventative measures (e.g. treating conditions and preventing reoccurrence). 
o Non-peer-reviewed sources, grey literature, editorials, commentaries, case studies. 
o Papers published more than 10 years ago (note: discretion utilised when assessing inclusion of the primary studies 

included in reviews).  
o Studies with a broad focus on polypharmacy or potentially inappropriate prescribing.  

The review-focused, 10-year search returned 5,264 results, while the supplementary five-year search returned 432 results. 
After removal of duplicate articles, the papers were initially screened based on relevance of their titles and abstracts, with 
full-text reviews done in all cases where eligibility was either ambiguous or likely. The details of papers included for each 
type of substance are included individually in substance-specific sections (alcohol, benzodiazepines and benzodiazepine 
receptor agonists (BZD/BZDRA), and opioids), however a brief overview is provided below. 

Alcohol-related interventions 

Four existing reviews of interventions to reduce alcohol-related harm among older adults were identified, as well as four 
which focused on substance use more broadly. Collectively, these reviews identified 22 unique alcohol-related studies that 
evaluated changes in alcohol consumption, only 7 of which were published from 2014 onwards (and therefore within the 
original scope of the report). Given these small numbers, all studies were retained (Table 3). There was considerable variation 
in the types of interventions that were delivered, as well as the intensity, duration and delivery mode. Briefly, the interventions 
included motivational enhancement and interviewing, various educational tools, brief advice or brief interventions (which 
varied in definition, but included things like personalised reports, diaries, information pamphlets), telephone counselling, 
web-based interventions, and targeted community nursing. The majority of the studies took place in the USA (16/22), with 
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the remaining occurring in Denmark, the United Kingdom, Croatia and Germany. None of the studies were conducted in 
Australia.  

BBZD/BZDRA-related interventions  

We identified 14 reviews assessing interventions to reduce benzodiazepine use and harms among older adults. Due to the 
breadth of these reviews, with some of the included studies dating back to the 1980’s, each of the 14 reviews were manually 
assessed and only studies that met the inclusion/exclusion criteria outlined above were retained. This resulted in a total of 
25 studies, which have been categorised as either education-based interventions (n=10, Table 4), cognitive behavioural 
therapy for insomnia (CBTi, n=14, Table 5), or other (n=1). All 10 of the education-based studies originated in high-income 
countries, including the USA, Canada, Australia (one study), Japan, and Spain. The interventions were varied and 
included materials such as videos, hard copy information provided via mail, brief interventions, or cognitive behavioural 
therapy.   

Studies evaluating CBT for insomnia took place in Sweden, South Korea, Japan, USA, and Canada. None of the studies were 
conducted in Australia. The interventions were delivered across a range of modalities (e.g., digital, in-person, self-
administered). 

Opioid-related interventions  

Four existing reviews of interventions to reduce opioid-related harm among older adults were identified. A supplementary 
search for primary studies published in the past five years identified 8 original studies, 7 of which were retained. Further 
citations were obtained through hand-searching, resulting in a total of 12 relevant studies for inclusion (Table 6). Overall, 
the included studies identified interventions that can be categorised into four broad themes: education-based interventions 
targeted at patients (2 studies), clinician-targeted interventions (4 studies), pharmacist-initiated interventions (2 studies), 
and psychological treatments aimed at those with long-term opioid use in the context of chronic pain (4 studies). All included 
studies focused on use/extra-medical use of pharmaceutical opioids. Almost all (11/12) studies were conducted in the US, 
with the remaining paper conducted in Britain. 
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1 
Preferred sources and content of AOD-related 
information among older adults 
 

 
 
 
 
 
 
This chapter provides a narrative review of older 
adults’ preferences regarding the source and 
content of AOD information.  
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Preferred sources and dissemination locations 
Summary 

• Healthcare providers predominate as the preferred source of AOD-related information among older adults. 
• However, there was some reluctance (from both older adults and practitioners) to engage in conversations about 

alcohol consumption and its potential harms, with qualitative studies demonstrating a recurring theme of unclear 
etiquette regarding the conduct of such discussions.  

• As such, conversations between older adults and health practitioners (excluding pharmacists) regarding alcohol 
consumption appear to be uncommon. This arguably represents missed windows of opportunity, particularly given 
the relatively high frequency with which older people present to primary care settings.  

• There is potential scope to address the workforce development needs of key healthcare providers and to ensure 
that they are adequately skilled to appropriately identify and intervene where an older person’s drinking patterns 
may constitute risk of harm. Community pharmacies may be a potentially valuable resource for identifying older 
adults at risk of alcohol-related harm, given existing routine discussions about potential interactions with medicines.  

• Many older patients appear to play a passive role in the prescribing of psychotropic and other pharmaceutical drugs 
and were often dissatisfied with the length and depth of consultations. It is unclear how much of this is due to a 
lack of confidence, with some studies showing that older patients do not want to be part of the decision-making 
process. 

• To enable shared decision-making in primary care, prescribers would ideally adapt aspects of communication based 
on patients’ attitudes to medicines and preferences regarding involvement in the decision-making process. 

 
Despite the small number of studies on this topic, there appears to be consensus that older adults predominantly receive, 
and prefer to receive, information regarding substance use and related harms from a health provider (1-7). Such information 
was ideally received verbally, although written materials were also considered valuable (8).  This was true in relation to both 
alcohol and medicines, though there were mixed findings in relation to the perceived role of doctors in discussing alcohol 
consumption with older patients. For example, one Canadian study found that, although doctors and other health care 
providers (e.g., nurses, home care providers, pharmacists, and dentists) were identified as the most appropriate professionals 
to disseminate knowledge of low-risk drinking guidelines to older adults, some participants reported that they would feel 
judged if their doctor spoke to them about this, and that such conversations were only appropriate for those known to 
consume higher quantities of alcohol. Along these lines, one participant commented “My doctor? Well, unless he thinks I’m 
an alcoholic, there’s really no need to” [engage in conversation about my alcohol use], while other participants raised the 
importance of using respectful and non-stigmatising language if doctors were to initiate such discussions (9). Interestingly,  
similar concerns have also been highlighted in surveys with health practitioners (10, 11), with one practitioner stating that: 
“sometimes we worry about raising it because we assume patients are going to feel judged” (11). Practitioners also reported 
concerns about patients’ willingness to make changes in old age, particularly given that drinking practices are often well-
established by that time, and that such habits may promote much-needed social connectedness and emotional wellbeing 
in later life. Given these concerns, it is perhaps not surprising that many older patients reported that healthcare providers 
had not enquired about their alcohol use (9), with the exception being pharmacists, who regularly ask older patients about 
their alcohol use due to potential interactions with medicines. Indeed, a number of studies have highlighted the need for 
regular, opportunistic and universal screening of potential substance use in older adults in settings where they live or receive 
services (12, 13), or at relevant public events, such as health fairs. 

Given that psychotropic medications are prescribed by doctors, conversations about potential harms or adverse effects of 
such medicines are more common than is observed for alcohol. Despite this, patient satisfaction with these conversations is 
variable. A systematic review documenting patients’ experiences of seeking and using benzodiazepines and z-drugs (BZD) 
(14) found that many older participants felt dissatisfied with the length and depth of consultations with general practitioners 



Strategies to reduce AOD harms among people aged ≥50 
 

11 

(GPs) and pharmacists, with some suggesting that the availability of a specialist service for BZD withdrawal, or support 
networks similar to Alcoholics Anonymous, would be positive developments for those with BZD use problems. Further, a 
narrative review of challenges and potential solutions relevant to deprescribing among older adults found that one of the 
key patient-level challenges was that they often occupy a passive role in the prescribing of medications, with lack of 
involvement in the decision-making process considered a normal doctor-patient dynamic (15). Some studies have even 
identified that some patients do not want to be part of that decision-making process (16, 17), or that they were content with 
the current doctor-patient dynamic (18). This is illustrated via studies which have found that while most older adults (84-
95%) thought that all their medications were necessary, similar numbers (71-93%) were willing to consider deprescribing if 
their doctor thought it were possible (19). Thus, to enable shared decision-making, it is important that prescribers adapt 
their communication based on their patients’ attitudes to medicines and preferences for involvement in care. There is some 
evidence to suggest that this could be a particularly important consideration for patients being prescribed opioids, with 
some pain patients feeling as though opioid analgesics had been rapidly withdrawn without any appropriate discussions 
(due to increasing scrutiny around opioid prescribing), and subsequently reducing patient quality of life (20-22). Indeed, 
studies have identified that older patients view caring relationships with health professionals, and appropriate 
communication of medication information, as key components of self-care management.  

A small number of studies have reported that older adults obtain (or would like to obtain) information regarding substance 
use and related harms online. For example, Kuerbis, Hail (23) found that the largest proportion of older adults reported that 
they would prefer to receive help for reducing or abstaining from drinking from an internet-based intervention with a 
dedicated website (44%), followed by a preference for in-person counselling sessions (34%). However, it is worth noting that 
participants for this study were recruited online and were ‘computer knowledgeable’ (23), perhaps creating selection bias. 
In a separate study, older patients with rheumatoid arthritis were asked about the suitability of e-health technologies to 
address their medication needs (24). Although many of these patients recognised the advantages of e-health technologies 
(e.g., less time-consuming to use, easily accessible), traditional, in-person visits were still preferred by most patients. 
Relatedly, another study found that older patients thought that e-learning modules were a good way of ‘supplementing’ 
information provided to them verbally, as it allowed them to take in the information at their own pace (25). However, patients 
were concerned that these technologies would contribute to impersonal care by replacing face-to-face interactions with 
health care providers and expressed concerns about the implications of this in terms of privacy and data security. Patients 
also highlighted concerns around conflicting information, given the abundance of health-related websites and online 
information, which previous research has shown can be associated with both medication nonadherence and medication-
related anxiety (24). Interestingly, a study examining knowledge of alcohol as a risk factor for cancer found that older 
participants had lower odds of being well-informed about alcohol-related cancer risk, which the authors speculated may 
have been due to lower levels of engagement with online health information compared to younger participants (26).  

To our knowledge, only one study asked older adults where materials containing information about alcohol risk guidelines 
should be disseminated. Participants in this study most commonly reported that such materials would be best disseminated 
in medical settings such as walk-in clinics, hospitals, waiting rooms of medical centres, pharmacies and care facilities (9). 
However, they also suggested that places where older adults regularly gather (including seniors’ centres, community centres, 
veteran’s organisations, churches, and other cultural and social gathering locations) should occupy a role in disseminating 
the guidelines, with the potential for workshops to be held in these locations. For example, one participant noted: 

“Well, certainly my seniors’ centre that I go to, they often do have talks that people put on—on all kinds of things . 
. . There’s a lot of health-related ones and I could see that this could be the kind of thing that they might put on” 
(9).   

Postings in locations that may be frequented by older adults were also suggested. Such setting included supermarkets, 
bottle shops, petrol stations, libraries, schools, bars, casinos, and public transport locations. Posting information in senior 
housing areas (e.g., in residential elevators) was identified as possible way to disseminate the guidelines to older adults who 
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are isolated or homebound. Some participants also suggested that information about the guidelines could be taken by older 
adults back to their communities and shared during informal conversations. 

Content 
Summary 
• Materials that convey information to older adults about substance use and harms would benefit from the use of larger 

text, actors with whom the viewer can identify based on life stage, and subtitles in conjunction with audio. 
• One study found that older adults’ preferred rationale for deprescribing medicines focused on the risk of side effects. 
• However, there was variability, highlighting the need for clinicians to understand the patient’s (or caregiver’s) priorities 

so that they can tailor their language and individualise deprescribing recommendations accordingly. 
• Broader literature on older adults’ perceptions of alcohol use and harms suggests that positive engagement with the 

large segment of the older population who consider themselves to be controlled and responsible drinkers, as well as 
emphasis on older people’s perceived history of drinking with sufficient moderation, could be effective. 

• Clinicians should also be aware of the social role of alcohol and should try and identify the best means by which alcohol 
consumption could be reduced, whilst still maintaining meaningful social connections that benefit quality of life in older 
adults.  

• New social and leisure opportunities that do not involve alcohol are ideally needed to replace those associated with 
heavy or risky drinking.  

• We identified no studies that examined older adults’ preferences regarding conversations related to the use of cannabis 
or illegal drugs. 

 
Layout and presentation of information 
A small number of studies have explicitly asked older adults about their preferred layout and presentation of informational 
or educational materials. These studies mostly related to prescription medicine labels, although there was one study focused 
on alcohol guidelines and another on alcohol-medicine interactions. The most common theme to emerge across all these 
studies was that materials should be available in large font (8, 27-31). Older patients also highlighted the utility of translating 
prescription medicine labels into multiple languages (29-31), although studies that reported this finding were all undertaken 
in Singapore, where such labels are written in English, but not everyone speaks or reads English. It was found that that this 
practice often results in older patients relying on family members or pharmacy staff to help them interpret prescription 
medication labels (30). In this context, the utility of pictograms on prescription medicine labels or pamphlets has also been 
assessed, with mixed results (32, 33). In addition to larger font size, red coloured precautions (instead of black), precautions 
listed in a dot point format (instead of in prose format), tabular-style presentation of frequency of dosage instructions, and 
the use of numerals (instead of text) for dosage information were preferred by some older adults (28). In some studies, older 
adults also preferred to receive prescription medicine labels with a QR code that could lead them to a website containing 
more information about their medications (31). 

In relation to educational materials about the risks created by alcohol-medication interactions, older adults in one study 
reported that, in a short video that they were shown, the actors spoke too quickly and did not enunciate words enough for 
them to be properly audible to older adults with hearing impairment (34), highlighting the importance of including subtitles. 
However, the sample otherwise responded positively to the actors in the video (an older male and a female couple), 
indicating that the portrayal of adults of similar age would encourage older adults to pay attention. In a separate study on 
alcohol guidelines, it was suggested that educational materials be simple and visually appealing, and that local and national 
resources for helping older adults who need professional assistance to reduce alcohol use be included with the low-risk 
drinking guidelines (9).  
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Quality of information 
Studies additionally noted a common theme of participants wanting unambiguous, comprehensive, and high-quality health 
information. In a study of 280 older adults in Singapore, most patients expressed a need for more information than was 
currently provided, in particular about side effects, drug–drug interactions, and long-term consequences of medication use, 
reporting that this would help them to feel more in control and to seek medical advice when appropriate (28). Similarly, a 
systematic review of older patients’ experiences and perceptions of communication about medication management  found 
that such communication  was often ineffective across transitions of care (35). Older patients expressed frustration with the 
lack of appropriate communication about their medications, especially when their medications were changed, or new 
medications were prescribed. Conversely, it was found that communication strategies that contributed to enhanced 
medication management included frequent conversations with health professionals, alongside plain-language written 
information about medications and medication education before discharge from healthcare facilities. 

Studies specific to alcohol were more limited. However, one study examined the acceptability of intervention materials (i.e., 
a poster, a patient brochure, pharmacist brochure, and 60-second public service announcement) containing information 
about alcohol and medication risks. Most participants agreed that the collective presentation of all of the available materials 
(poster, brochures, and public service announcement) was the most effective mode of delivery (34). Further, in a study 
relating to low-risk alcohol guidelines, participants described wanting to know where the guidelines originated from and 
what evidence base there was to support the recommendations (9). As summarised by a female participant: “These days one 
has to question so much. ‘Are these the fake guidelines?’ or, ‘What is the research that backs this up?’” 

Language and content of information 
Medicines 
To our knowledge, there is only one published study that has explicitly examined preferred language regarding medicines, 
and this was in relation to deprescribing (36). In this study, 835 older adults were provided with 7 different rationales that a 
clinician may use to explain why a patient should reduce or stop an unnecessary or potentially harmful medication (i.e., statin 
or a sedative-hypnotic). The phrase most preferred by participants, to explain reducing or stopping either of these medicines, 
was: “Given your age and other health problems, I’m worried that you are at increased risk of side effects from this medicine.” 
In relation to sedative-hypnotics, other preferred phrases included “This medicine is not good for you in the long run; let’s 
work together to slowly reduce the dose and get you off it over time,” and a reference to the medicine causing the patient 
“more harm than good.” The former of these phrases may have been preferred by many respondents because it conveys 
that deprescribing will be a shared decision between the patient and doctor and that the change will be made gradually. 
Less preferred phrases focused on the risk of dependence, use of non-pharmacologic alternatives, and appropriateness of 
use in relation to prescribing guidelines. These findings suggest that, among older adults, the preferred rationale for 
deprescribing both preventive and symptom-relief medicines involved emphasising the risk of side effects. Indeed, in a 
recent systematic review of barriers and enablers of deprescribing benzodiazepine receptor agonists (BZDRAs) among older 
adults, it was found that one of the key barriers was the belief, present in both clinicians and older patients, that chronic 
BZDRA use retains its initial efficacy across time, and comes with few adverse effects (37). It is therefore perhaps not 
surprising that older adults preferred messaging that focused on side effects, though it should be noted that there was 
substantial variability in respondents’ preferences. This highlights the need for clinicians to understand a patient’s (or their 
caregiver’s) priorities so that they can individualize deprescribing recommendations and tailor their language accordingly.  

These findings are broadly consistent with those of Fried, McGraw (38). This study of older patients with multimorbidity 
found that the decision as to whether to take a medication was largely influenced by the type and severity of the adverse 
effects associated with the medication, rather than the degree of benefit obtained from the medicine (although this varied 
depending on the type of condition being treated) (18). For example, patients were less likely to take a medicine to obtain 
symptomatic relief of joint pain if doing so increased their risk of myocardial infarction but were more likely to take a 
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medication to improve breathing in respiratory disease with the same risk of myocardial infarction. When taking into account 
competing outcomes, older adults valued ongoing quality of life more than extending life expectancy, suggesting that, if 
the side effects from a particular medication were too significant, they may consider discontinuing that medication (19). The 
importance of being able to consider different trade-offs and prioritise competing health outcomes (38) highlights the value 
of asking about patient preferences/priorities for treatment, and treatment outcomes/goals. This also supports the 
previously noted theme of older adults wanting clear, comprehensive and transparent information, to enable informed 
decision making regarding their health. 

Similarly, there is evidence to suggest that warnings about side effects is one of the key pieces of information that older 
adults would like included on prescription medicine labels. Specifically, a study of 204 older adults in Melbourne found that 
the main information that they would like on their prescription medicine label was when and how to use the medication, 
followed by the treatment indication and possible side effects (3). Similarly, a study of 280 older adults in Singapore found 
that the three most preferred content attributes were indication, precautions, and the impact of using the medicine 
alongside other medicines or substances (i.e., interaction effects) (28). In this study, precautions referred to things to look 
out for when taking or using a medication (e.g., may cause drowsiness; if affected, do not drive or operate machinery; for 
external use only; swallow whole; do not crush), or appropriate responses to medication problems (e.g., seek medical advice). 
Medication information such as instructions about medication-food interactions, expiry date, and recommendations about 
what to do in the event of a missed dose were ranked as relatively less important. Considering the lack of space on 
prescription medicine labels, it was suggested that the less preferred medication-related content attributes could be 
incorporated in additional patient education materials such as patient information leaflets or patient medication lists.  

Alcohol 
Despite widespread use and acceptance of alcohol, research surrounding how to engage in discussions about alcohol, and 
age-related changes that impact alcohol consumption, is largely absent from the literature. One study, undertaken in 
Canada, conducted workshops with 66 older adults aged between 51 and 86 regarding their preferences for engaging in 
discussions around alcohol and adherence to low-risk drinking guidelines (9). In this study, participants overwhelmingly 
reported the need to use non-stigmatising and respectful language when engaging in such conversations. They also 
highlighted the importance of recognising older adults’ autonomy and discussed the value in thinking of the low-risk 
drinking recommendations as “guidelines” rather than rigid rules, which would allow them to incorporate the guidelines into 
their lives in personally negotiated ways. Participants also wanted the drinking guidelines to describe the consequences of 
drinking above recommended limits without alarmism, using strong and simple (yet catchy and ‘provocative’) messages to 
which older adults can relate.  Relatedly, in a separate study of willingness to adhere to low-risk alcohol guidelines among 
people aged 50 and over (39), it was found that most (74%) participants who consumed alcohol reported that they would 
adhere to low-risk guidelines if they were told that doing so could reduce their risk of contracting dementia, although there 
were certain groups (i.e., men and people with more lifestyle risk factors, including smoking, obesity, and excess alcohol 
consumption) who were less willing to do so.  

Given the extant research explicitly examining preferred messaging of alcohol-related harms among older adults, the 
broader body of literature regarding their experiences and perceptions of alcohol use may provide insight into factors that 
should be taken into account when conversing with, or developing interventions for, this population. Bareham, Kaner (40) 
conducted a qualitative review of 25 studies on this topic and identified four key themes, with arguably the most important 
(in the current context) being the ‘self-image as a responsible drinker’. Bareham, Kaner (40) found that there was a general 
perception among older adults that ‘problematic’ and ‘normal’ drinking behaviours were separate entities. ‘Problematic’ 
drinking was associated with a lack of control and with risk. Alcohol harms were often perceived by older adults as affecting 
these ‘other’ heavier, more ‘problematic’ drinkers, while identifying themselves as ‘normal’ drinkers. Indeed, in a recent study 
of older Australians’ perceptions of alcohol-related harms and low-risk alcohol guidelines, it was found that most risky 
drinkers self-identified as ‘social drinkers’, while approximately one-third incorrectly self-identified as occasional or light 
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drinkers (41). Bareham, Kaner (40) also found that many older adults framed their consumption as controlled and 
responsible, with behaviours maintained through self-imposed limits or rules (e.g., not drinking alone, or after a certain time) 
and viewed as acceptable as long as day-to-day responsibilities remained fulfilled. However, it was also acknowledged that 
many personal responsibilities that would generally be deemed incompatible with drinking (such as working and fulfilling 
parental duties) no longer shape people’s use of time in later life, which in turn enabled increased alcohol consumption (e.g., 
“Now that I am retired, I have even more freedom. When you’re working, you can’t have a glass of wine with lunch. But now 
I can”). In contrast, some older adults took on new responsibilities during retirement (such as volunteer work, or caring for 
a sick partner), which restricted drinking. 

The second important finding is that justifications of drinking emphasised positive experiences with alcohol (40). Alcohol 
was valued for its ability to create feelings of pleasure and relaxation, which were perceived as an important part of enjoying 
one’s later stage of life. Alcohol was also believed by participants to have positive effects for health and wellbeing in older 
age, with many older adults viewing alcohol as protective to health, particularly when taken in moderation and for certain 
types of alcohol (i.e., red wine, whiskey). Interestingly, this led some to believe that not drinking could be negative for health, 
suggesting that there remains some misinformation around the harms associated with alcohol consumption. Another study 
found that media reports about reputed cardiovascular benefits of alcohol consumption may have resulted in increased 
alcohol consumption in older adults, including participants with existing cardiovascular disease “drinking more alcohol than 
they otherwise thought they should” (42). Indeed, while older adults are often aware of the negative effects of alcohol, this 
is mostly in relation to the short-term consequences associated with intoxication, such as hangovers, accidents, and 
blackouts. Longer-term damage is perceived to be associated with heavier intake, with some authors noting that these 
negative consequences were usually discussed by older adults after prompting, rather than spontaneously described (40).  

However, it appears that knowledge of harms, in and of itself, is not enough to instigate behaviour change. Chapman, 
Harrison (41) found that, although knowledge of safe drinking levels has increased among most groups of older Australian 
adults in recent years, risky alcohol consumption patterns in this age group have also increased over the past decade. 
Similarly, Canham, Humphries (9) found that some participants admitted that knowledge of low-risk alcohol guidelines 
would not affect their own behaviours. This sentiment particularly applied to ‘old’ older adults – e.g., “If somebody is, I don’t 
know, mid to late to even [in their] 90s, then who are we to tell them to change their lifetime habit, enjoyment, whatever?” 
and “Some people, they don’t care [about recommended drinking limits], they know the side effects and everything. They 
just want to finish their life.” Further, Bareham, Kaner (40) found that older adults who were currently in good health were 
less likely to consider the risks of their own drinking, with some older adults justifying their heavier drinking habits through 
the lack of noticeable effects on their health. 

In contrast, having either personally experienced the negative health impacts of alcohol, or being exposed to them through 
others’ experiences, was the most common reason for reported reductions in alcohol use among older adults (40). A similar 
finding was reported by Canham, Humphries (9), who found that some participants reported that personal stories might 
encourage them to rethink their own use:   

“The personal stories that everybody talked about here is really the strongest way to get any message out. If I came 
here and [anonymous participant] was speaking to me and telling me she used to have a glass of wine a day and 
then she developed a health issue . . . that resonates with me . . . There’s a million ways to get the message out, but 
I think the message has to be tailored to be personal.” 

This suggests that countervailing factors other than knowledge of risks and harms alone may contribute to the drinking 
patterns and behaviours of older age groups, and that any public education campaigns seeking to increase older people’s 
knowledge of alcohol guidelines should be complemented with additional systemic strategies. 
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2 
Interventions to reduce AOD-related harms among 
older adults 
 

 
 
 
 
 
 
This chapter provides an overview of evaluated 
interventions to reduce AOD-related harms among 
older adults. This information was obtained via a 
rapid review of peer-reviewed literature published 
during the past decade (2013-2023), with a focus on 
substances that are associated with the greatest level 
of harm among older adults in Australia (i.e., alcohol, 
benzodiazepines, and opioids).   
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Alcohol 
Summary 

• There is a relatively small body of literature regarding interventions to reduce alcohol use and harms among older 
adults.  

• Interpretation/synthesis of the available evidence is hindered by considerable heterogeneity across interventions, 
outcome measures, and follow-up periods. Further, many interventions involved multiple components, with 
significant reductions in drinking often observed in control and/or comparator groups. Combined, these factors 
make it difficult to determine which components of an intervention are effective. 

• Nevertheless, there seems to be some evidence for the efficacy of brief interventions (including educational 
tools/leaflets, personalised reports that indicate a participant’s own level of risk, and diaries), and/or psychological 
treatments. 

• Indeed, a recent systematic review of studies that included (but were not specific to) older adults suggest that there 
are three elements of effective interventions: the provision of information on several alcohol-related issues, 
personalised feedback about drinking behaviours, and being in contact with others and communicating with them 
about (alcohol) problems.  

• Notably, interventions looking at the role of contact with others in the reduction of alcohol use were 
underrepresented. This is concerning given the complex relationship between alcohol use and factors such as social 
exclusion and loneliness, which may be driven by life changes more likely to affect this population (e.g., retirement 
and bereavement). Future research could investigate how family and social networks that are present in the lives of 
older people could contribute to a successful intervention. 

• Few studies examined the impact of alcohol prevention or reduction strategies on cognition or dementia in older 
people - a key gap in the literature given the prevalence of these problems in older people - although there is an 
Australian study currently underway that includes cognition and alcohol consumption as primary outcomes (84).  

• One recent study suggested that yoga has positive effects on alcohol consumption among older adults that are 
comparable to telephone counselling, although considerably more research is needed to support these claims. 

 

Background 
There is evidence across high-income countries that alcohol use and related harms are increasing among older adults, 
although there is considerable cross-country variation, which is not surprising given well-documented differences in drinking 
cultures across countries. Birth cohort studies have shown that older cohorts have much higher drinking participation than 
younger cohorts (e.g., 43), while analyses of 179,881 adults aged ≥50 years observed repeatedly between 1998 and 2016 
found that the proportion of older adults who drink alcohol increased in 13 of 21 countries (44). In the Australian context, 
alcohol is widely consumed by older Australians and maintains substantial social and cultural relevance.  

Alcohol consumption can have a range of negative health effects and has been linked to conditions prevalent in older age 
groups, such as hypertension (45), liver conditions (46, 47), and some forms of cancer (48-50). Consumption may also affect 
immunity (51) and gastrointestinal function (52), and has been linked in some assessments to older adults’ risk of falls (53, 
54). The connection between alcohol consumption and the relative risk of dementia (or the timing of its onset) has also been 
widely discussed, with emerging evidence that high risk alcohol use is associated with dementia, although the impact of 
moderate or low alcohol consumption remains unclear. Due to how widespread alcohol consumption is and the fact that 
people tend to underestimate their level of drinking, these effects can be substantial at the population level. Indeed, our 
previous analysis found that alcohol-related hospitalisations and alcohol-induced deaths among Australians aged ≥50 years 
have increased over the past two decades. Thus, there is a need to determine which interventions may be effective in 
reducing such harms. 
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Alcohol-related interventions  

Four existing reviews of interventions to reduce alcohol-related harm among older adults (55-58) were identified, as well as 
four which focused on substance use more broadly (59-62). Collectively, these reviews identified 22 unique alcohol-related 
studies that evaluated changes in alcohol consumption, only 7 of which were published from 2014 onwards (and therefore 
within the original scope of the report). Given these small numbers, all studies were retained (Table 3).  

As can be seen in Table 3, there was considerable variation in the types of interventions that were delivered, as well as the 
intensity, duration and delivery mode. Briefly, the interventions included motivational enhancement and interviewing, 
various educational tools, brief advice or brief interventions (which varied in definition, but included things like personalised 
reports, diaries, information pamphlets), telephone counselling, web-based interventions, and targeted community nursing. 
Many of the interventions included multiple components, making it difficult to synthesise the evidence, or to group them 
thematically. Further, many of on the control groups also received some kind of intervention, including alcohol-related 
leaflets, general health booklets, brief advice and feedback, self-help booklets, or received ‘usual’ care or treatment (though 
it was sometimes unclear what this entailed). In some studies, different interventions were being compared (e.g., 63, 64), 
while in others, there was no control or comparator group. It was acknowledged across reviews that these complexities 
made it difficult to determine which elements of these interventions were effective. Further, many of the studies were 
determined to be at unclear or high risk of bias. Some studies additionally had relatively low proportions of women. 

With these limitations in mind, overall, findings were mixed. The majority (18/22) of the evaluated interventions 
demonstrated improvement in at least one outcome, and at least one follow-up point. However, in several of these studies 
there was no significant difference between the interventions (63, 64, 70), or between the intervention and the control group 
(70-74), which often involved some level of brief intervention or ‘treatment as usual’. Further, some studies documented an 
initial effect of treatment that was no longer significant at longer term follow-up, while others had no control or comparator 
group at all (65-69). This leaves seven studies in which the evaluated intervention demonstrated a sustained statistically 
significant change overall and compared to the comparator intervention/control group (75-81), although two of these 
studies had relatively short follow-up periods (3-6 months). These factors, combined with differences in outcome measures 
and follow-up periods, create difficulty in making any nuanced claims about what kinds of interventions are effective, except 
to say that there appears to be broad evidence that older adults respond to brief interventions (including educational 
tools/leaflets, personalised reports that indicate a participant’s own unique level of risk, and diaries), and/or psychological 
treatments.  

In their review of interventions to prevent/reduce excessive alcohol consumption in older people, Kelly Olanrewaju (56) 
tentatively concluded that more intensive interventions could be most effective, though caution was recommended due to 
the small number of studies (three) used to support this claim. Indeed, there are numerous other studies in which a more 
intensive intervention did not result in an improved outcome. For example, Coulton, Bland (71) found that participants in 
their stepped care intervention, in which individuals were referred to a more intensive intervention if they were still drinking 
at hazardous levels four weeks after the initial study intervention, did no better than a control group who only received brief 
advice, feedback, and a self-help booklet. Similarly, Andersen, Behrendt (63) found that adding up to eight additional 
motivational interviewing sessions did not result in any improved outcome when compared to the effect of participants 
having had only four sessions. Further, Purser and Lemieux (58), who included only brief interventions in their review, 
concluded that brief interventions in older people may be effective overall, noting that improvements in some of the 
minimal-intervention control groups suggests that even simple interventions (such as leaflets or alcohol assessments with 
advice to reduce drinking) might also have some positive effect. However, as previously noted, Purser and Lemieux (58) 
ultimately concluded that there is not yet consistent information about the effective components of these brief interventions.  

There are, however, some studies that have attempted to identify the effective elements or components of particular 
interventions. Ettner, Xu (75) found that the Senior Health and Alcohol Risk Education (SHARE) program resulted in a 
significant decrease in at-risk drinking among older adults at 12-month follow-up, however the specific mechanism/s that 
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resulted in this reduction were unclear. Duru, Xu (80), therefore, conducted further analysis to investigate the extent to which 
participation in different intervention components was associated with the observed behavioural changes. They found that 
discussing alcohol risk with a doctor, making a drinking agreement, and/or self-reporting the use of a drinking diary were 
associated with lower odds of at-risk drinking at follow-up. Interestingly, a subsequent study examined whether these 
reduced rates of at-risk drinking demonstrated by the SHARE intervention translated into improved health and health-
related quality of life (HRQL) (82), finding statistically significant improvements in health and HRQL but concluding that 
these were not necessarily clinically significant. The effects were found to be most prominent for patients who received 
discussions with doctors, suggesting counselling from a health provider may be a critical component of primary care-based 
interventions targeting at-risk alcohol use in older people. 

Further, Boumans, van de Mheen (83) conducted a systematic review with the aim of identifying how (which elements of 
interventions), in which context, and why (which mechanisms) interventions prevent or reduce (problematic) alcohol 
consumption among older adults. This review identified 61 studies, but the vast majority of these (n=58) were studies that 
included (though were not specific to) older adults. With this caveat in mind, the authors concluded that there were three 
main effective elements to these interventions. The first element was the provision of information on several alcohol-related 
issues, including the health disadvantages of drinking behaviour; coping strategies and control measures for many alcohol-
related issues; and changing participants’ lifestyles regarding personal relationships, nutrition and exercise. The second 
element involved providing participants with personalised feedback about their drinking behaviour, and the third element 
involved being in contact with others and communicating with them about (alcohol) problems. Interestingly, the authors 
noted that the third of these elements (i.e., contact with others) was not included in any of the studies specific to older 
adults, which is a noteworthy omission given the relationship between the use of alcohol in older adults (in particular men) 
and loneliness. 

Notably, none of the interventions detailed in Table 3, and only four (out of 61) of the studies identified by Boumans, van 
de Mheen (83) were conducted in Australia, none of which were specific to (though included) older adults. Given 
considerable cross-country differences in alcohol cultures and health systems, this means that some of these findings might 
not necessarily be transferrable to the Australian context. There is one Australian study currently underway, which will 
develop and evaluate a 12-month internet-delivered controlled trial for an intervention called Rethink My Drink (adapted 
from the UK intervention Down Your Drink, and adapted specifically for older adults between 60-75 with hazardous or 
harmful drinking) (84). Participants will be randomly allocated to receive access to Rethink My Drink (intervention) or Alcohol: 
The Facts (a comparator), an online patient information booklet currently made available by New South Wales Health. The 
primary outcomes will be average weekly alcohol consumption and cognitive function.  

Given this absence of Australian interventions, it is worth noting a recent study by Grigg, Manning (85), who tested a brief 
alcohol intervention (Health4Her) that aimed to improve knowledge of alcohol as a breast cancer risk factor (primary 
outcome) and to improve alcohol literacy and reduce alcohol consumption among women attending a breast screening 
service (secondary outcome). The ages of participants ranged from 40-87 years but had a mean of 60 years. The intervention 
comprised an animation that included a four-minute brief alcohol intervention and three minutes of lifestyle health 
promotion (physical activity, maintaining a healthy weight). Participants were given a take-home pamphlet summarising the 
alcohol information in the animation, and one on nutrition strategies for maintaining a healthy weight. The information 
included personalised feedback and comparison with gender- and age- specific drinking norms, negative messages about 
the risks and harms of alcohol use (particularly the link between alcohol use and breast cancer), positive messages about 
the health benefits of reducing alcohol use (particularly for reducing breast cancer risk), and alcohol harm reduction 
strategies. In contrast, the control group viewed only the three-minute animation about health promotion that focused on 
physical activity and maintaining a healthy weight for reducing breast cancer risk. They also received the pamphlet on 
nutrition for maintaining a healthy weight. They found that the combined intervention (animation that included both a brief 
intervention and more general health promotion) improved awareness of the increased breast cancer risk associated with 
alcohol use and alcohol literacy more broadly, compared to the control group. However, this did not translate to a change 
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in alcohol consumption. The authors hypothesized that this may have been due to the recruitment of women regardless of 
drinking level, in contrast to many other brief intervention trials which typically include only people who consume alcohol 
at hazardous levels. That is, the inclusion of non- drinkers and women drinking at lower levels may have limited the capacity 
of the intervention to change alcohol consumption. 

Further, there is one recent study (86) that examined the effect of exercise on alcohol consumption, and, while not specific 
to older adults, it had an average age of 53.7, and stratified its results by age. The study randomised 140 physically inactive 
adults aged 18–75 diagnosed with alcohol use disorder to either aerobic exercise (n =49), yoga (n =46), or treatment as 
usual (i.e., telephone counselling; n =45) for 12 weeks. While alcohol consumption declined in all three groups, no significant 
differences in primary or secondary drinking outcomes were found at follow-up. Per-protocol analyses showed that the 
mean number of drinks per week reduced more in both the treatment as usual and yoga groups compared to aerobic 
exercise. There were no group differences when stratified by age (18-54; 55-75). Overall, these findings indicate that exercise, 
in particular yoga, has beneficial effects on alcohol consumption that can be comparable to telephone counselling (usual 
care). Given the small group sizes, findings should be interpreted with caution.  

Pharmaceutical substances 
There is a considerable body of literature on the effectiveness of interventions to reduce polypharmacy and ‘potentially 
inappropriate prescribing’ among older adults (19, e.g., 87, 88-92), both of which may involve substances of interest such as 
benzodiazepines and opioids. However, it was outside the scope of this review to include these often broad-based studies, 
as it was often not clear which medicines were being included (i.e., psychoactive versus non-psychoactive medicines), with 
the focus being the overall number of medications taken.  Reviews about ‘deprescribing’ were excluded for similar reasons, 
except if they related to a particular (relevant) substance.  

Given that benzodiazepine receptor agonists and opioids are the main (psychotropic) pharmaceutical drugs involved in 
drug-related harm among older adults in Australia (93), and that benzodiazepines are the most commonly prescribed 
potentially inappropriate medication in older populations globally (94), we have only included literature that focused on 
these substances. As noted in the inclusion and exclusion criteria, data presented does not include studies that focused on 
health system-wide reforms to prescribing, real-time prescription monitoring, inpatient treatment, and substitution with 
other pharmaceutical/alternative drugs. Given the limited studies published within the target timeframe of 2013-2023 and 
specifically focusing on people aged ≥50 years, age-appropriateness of participant groups was determined based on a mean 
age of study participants of ≥50 (this predominantly occurred in relation to insomnia-focused CBT trials and opioid studies). 
Studies in which every participant was 50 years of age or older have been marked as such. 

Benzodiazepines and benzodiazepine receptor agonists (BZD/BZDRA) 

Summary 
o Patient-empowerment interventions, in particular EMPOWER, appear to be effective in improving sedative-hypnotic 

cessation among older adults. 
o Interestingly, two studies found that adding additional components to the educational intervention (e.g., follow-up 

call with pharmacist) yielded no improvement in outcomes compared to those who received the educational 
component only. This suggests that pharmacist contact may not significantly increase discontinuation likelihood 
beyond the effectiveness of educational materials. 

o CBTi shows some effectiveness as a multi-dimensional approach to treating sleep problems, and reducing sedative-
hypnotic use, among older adults.  

o However, there may be a need for further research in populations who do not have diagnosable sleeping problems, 
and in community-dwelling older people with diagnosed psychiatric comorbidity and/or a history of military service, 
in whom approaches appeared less effective. 
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Background 
Benzodiazepines and medications targeting related receptors (benzodiazepine receptor agonists or, more commonly, the 
subset referred to as ‘z-drugs’ [zopiclone, zolpidem, and zaleplon]) may be medically indicated for conditions that commonly 
affect older populations, such as anxiety and sleep disturbances. Despite this, use of these medications in older adults often 
falls outside of prescribing guidelines (which advises their use to be limited to no more than one month of continuous use), 
with a recently published systematic review and meta-analysis finding that benzodiazepines are the most commonly 
prescribed potentially inappropriate medication in older populations globally (94).  

Benzodiazepine prescribing practices, as well as those of related benzodiazepine receptor agonist medications (such as 
zopiclone and zolpidem) constitute an ongoing public health concern in older adult and geriatric populations (95), 
particularly due to the consistently documented (96) association with increased fall risk in older adults. These medications 
may have other health hazards in this population, such as cognitive impairment, memory loss, prolonged somnolence, 
impaired standing and balance, walking problems, delirium, car accidents, and fractures – effects that occur in addition to 
the well documented risk of extra-medical use and withdrawal syndrome (97). Several studies have also suggested a 
potential link between BZD use and dementia. As such, the American Geriatric Society Beers criteria provides strong 
recommendations against the use of BZDs and BZDRAs in the elderly (98). 

BBZD/BZDRA-related interventions  

We identified 14 reviews assessing interventions to reduce benzodiazepine use and harms among older adults. Due to the 
breadth of these reviews, each was manually assessed and only studies that met the inclusion/exclusion criteria previously 
outlined (see Methods) were retained for this review. This resulted in a total of 25 studies (99-123), which have been 
categorised as either education-based interventions or cognitive behavioural therapy (CBT; used with or without advice 
about medication tapering) for insomnia.  

Education-based interventions 
The body of literature examining education-based interventions for reducing BZD use among older adults is detailed, with 
studies that have been included in a number of reviews originating as early as the mid-1980s. Overall, the vast majority of 
studies in this area were undertaken in the 1990s and early 2000s, and have been excluded from this review for this reason, 
or due to either inpatient setting (commonly residential aged care facilities) or use of alternative drug classes as part of the 
cessation/dose reduction program. Notably, of two Cochrane reviews focused on BZD use, one centred on psychosocial 
interventions (124) and included only 2/31 papers published within the target timeframe for this review (both from 2013, 
with the review including studies from as early as 1986). Similarly, the second review, which was restricted to 
pharmacotherapeutic approaches (125) was withdrawn by its authors for containing data that was considered excessively 
out of date. Given the often-extensive timescale used in BZD dose reduction/cessation reviews, it appears that research in 
this space has stagnated substantially in recent years.  

Nevertheless, 10 papers evaluating the impact of patient-targeted educational approaches on sedative hypnotic 
reduction/cessation and published within the last 10 years were identified (Table 4). Sample sizes ranged from 42-609, 
participants were predominantly in their 70s, and women were well-represented. All included studies originated in high-
income countries, including the USA (three studies), Canada (four studies), Australia (one study), Japan (one study), and 
Spain (one study). Evaluated outcomes varied. Many focused on rates of BZD dose reduction or cessation, while others 
focused on intention to pursue sedative hypnotic cessation or reduction in response to the intervention. The interventions 
themselves also varied and included materials such as videos, hard copy information provided via mail, brief interventions, 
or cognitive behavioural therapy.  
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Four of the included papers evaluated EMPOWER (Eliminating Medications through Patient Ownership of End Results), a 
patient education intervention distributed using a direct-to-consumer model. It includes a booklet containing information 
about the health hazards of chronic BZD use, a self-assessment quiz on harms, an inspirational story of cessation from a 
‘peer champion’, advice for the patient to consult their doctor about tapering the medication, and a suggested tapering 
regime. This intervention was first evaluated by Tannenbaum, Martin (110), who found a robust intervention effect across 
age, indication, dose, and duration of benzodiazepine use (see Table 4 for details). In the three subsequent papers examining 
the same intervention, one (which was a secondary analysis of data from the original Tannenbaum paper) found that, 
compared to participants with normal cognition, those with mild cognitive impairment exhibited the same ability to acquire 
new knowledge and change their beliefs following the intervention, while Wilson, Lee (121) found that, among inpatients 
with a sedative prescription, a significantly greater percentage had been successfully deprescribed 30 days post-discharge 
compared to ‘the historical baseline rate’, although numbers were small and there was no control group. In contrast, an 
Australian study conducted at Royal North Shore Hospital, Sydney, found no significant difference between the intervention 
and control groups in the withdrawal of benzodiazepines at 1 month post discharge, nor in patient attitudes towards 
benzodiazepine deprescribing (99), although this may have in part been due  to the small sample size and short follow-up 
period of the study. Further, the authors hypothesised that many of the participants were charted for benzodiazepine use 
on an ‘as-needed basis’ and so may have been less likely to be dependent on them than participants in other studies.  

In addition, one study based its educational materials on those developed for the EMPOWER trial but modified content to 
discuss Z-drugs only, and tailored information to be consistent with existing educational resources and practices related to 
sleep and tapering of Z-drug use (112). An additional arm/intervention featuring telephone follow-up with a pharmacist 
added on to the education intervention was included. Consistent with the original 2014 EMPOWER trial, both intervention 
groups were more likely to have discontinued Z-drugs compared to the control group, however there were no differences 
between the two intervention groups, suggesting that pharmacist contact may not significantly increase participants’ 
likelihood of discontinuing sedative hypnotics to any greater extent than can be achieved with educational materials alone. 
A similar finding was reported by Vicens et al. (111), who found that the more intensive intervention of the trial (i.e., 
educational intervention plus written follow up) performed no better than the purely educational intervention arm.   

Of the remaining four studies, two did not measure cessation per se, but rather intention to reduce medication use, and risk 
perception (100, 103), finding significant improvements in the intervention group in both cases. Interestingly, Amagai et al. 
(103) conducted further analysis to examine factors associated with intention to reduce medication use and found that 
‘memorable content about side effects’ was one of four significant explanatory variables. This is broadly consistent with the 
earlier finding that the preferred rationale among older adults for deprescribing sedative-hypnotics focused on the risk of 
side effects (“given your age and other health problems, I’m worried that you are at increased risk of side effects from this 
medicine” (36)).  

Overall, only two of the identified studies (99, 113) found no significant change in the intervention group, suggesting that 
older adults respond well to a broad range of educational interventions focused on benzodiazepine cessation.  

Cognitive Behavioural Therapy (CBT) for insomnia  
Due to the indications for z-drugs as predominantly sleep medications trials regarding their discontinuation generally 
centred on interventions designed to improve sleep quality and/or quantity. Pharmacological substitution with alternative 
hypnotic or anxiolytic medications as a means of BZD or BZDRA cessation was outside of the scope of this review.  

Several national medical representative bodies and societies, such as the American Academy of Sleep Medicine (126), the 
Royal Australian College of General Practitioners, the British Association for Psychopharmacology (127), and the European 
Sleep Research Society (128), have noted the role of insomnia-focused CBT (CBTi) in sedative/hypnotic tapering and 
cessation and there is a considerable body of literature about its utility for this purpose (129-131). A 2021 narrative review 
(132) included 95 studies conducted from 1974-2020 regarding the effect of insomnia-focused CBT on sedative hypnotic 
(SH) use. Interventions included in the review were CBT administered in any form, including in-person, mixed modes and 
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digital. However, studies using SH reduction or cessation as the primary or secondary outcome were uncommon, and many 
were more than 10 years old. After manual screening, followed by removal of irrelevant papers based on age group, setting, 
and publication date, 14 papers were deemed relevant to this review and are detailed in Table 5.   

Studies evaluating CBTi typically had smaller sample sizes and younger participants than those centred on educational 
interventions for BZD/BZDRA reduction. There were no Australian studies, with the 14 identified studies occurring in Sweden, 
South Korea, Japan, USA, and Canada. In the majority (13/14) of included studies, the proportion of women studied exceeded 
that of men. Definitions of “cessation” and use reduction also varied across studies. 

Findings regarding CBTi were more mixed than those observed for educational interventions. This may have been due to 
varying intensities of the intervention (for example, some involved 5 CBTi sessions, while others had 10 sessions), whether 
or not the intervention included instruction/materials regarding medication tapering, specific characteristics and use 
patterns of medication taken by participants (e.g. half-life of drug, frequency of use, dose used, etc.), the participants’ 
baseline level of dependence on the medication, and the interaction of the intervention with the type of withdrawal effects 
that those involved may have been differentially experiencing. Studies measuring sleep medication outcomes of CBTi were 
included on the basis of average participant age of ≥50, but in many cases had substantial age ranges, potentially reducing 
the usefulness of findings when it comes to older population-specificity. 

Nevertheless, the findings of CBTi studies measuring sedative hypnotic reduction or cessation suggest that such approaches 
can be effective at reducing sedative hypnotic use in older adults, across a range of delivery modalities (e.g., digital, in-
person, self-administered). However, there may be a need for further research in populations who do not have diagnosable 
sleeping problems, and in community-dwelling older people with diagnosed psychiatric comorbidity and/or a history of 
military service, in which approaches appeared less effective.  In addition, it would be beneficial to collect data in a well-
powered study including solely older participants and solely sedative hypnotic users, due to the substantial variation in 
participant ages and medication use in the included studies. 

Although not within the scope of the current report, it is worth noting that MacLeod, Musich (133) conducted a tailored 
literature review of non-pharmacological interventions for sleep problems among older adults. In addition to noting the 
promising evidence base for CBTi, based on their assessment of 98 articles MacLeod, Musich (133) also argue that 
mindfulness and interventions that integrate stress management have shown promise in improving sleep quality and health 
outcomes within this population. They therefore conclude that further development of multidimensional sleep interventions 
integrating stress management with seniors is warranted.  

Non-educational patient-targeted interventions 
Fernandes and colleagues (123) undertook a single arm, non-randomised trial with 66 participants who had average age of 
67.4 years and a median of 10 years using BZD. The trial was designed to determine the feasibility, effectiveness, and safety 
of a primary care setting-based BZD discontinuation protocol. The percentage of patients with successful discontinuation 
was the primary endpoint of the study, and reduction of daily dosage by at least 80% (as well as mean daily dosage 
reduction) were secondary endpoints. Participants were first switched to an equivalent dose of diazepam. Reasons for this 
were not stated but may have been to allow for comparability across participants throughout the course of the taper or, as 
previously described by the Royal Australian College of General Practitioners, may be related to the long half-life of diazepam 
and the utility of that for those withdrawing from BZDs. Cessation was then achieved in 59.4% of sample, with a reduction 
of 80% or more of the original dose occurring in 62.5% of the sample. Men in the study had a higher probability of success 
(relative risk = 0.51, P = 0.001), and this gender association remained significant after adjustment. The effectiveness of the 
intervention across time was durable, with 85% of those who had reduced their use maintaining that reduction 12 months 
later. 
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Opioids 

Summary  
• Evidence regarding opioid-related interventions among older adults is limited, noting that the review was restricted to 

studies published within the past 10 years, and did not include pharmacological interventions such as opioid agonist 
therapy and naloxone. 

• Further, interpretation/synthesis of the available evidence is complicated by considerable heterogeneity across 
interventions, settings, outcome measures and follow-up periods. 

• With these caveats in mind, educational and psychological (primarily Mindfulness-Oriented Recovery Enhancement and 
pharmacist-conducted motivational interviewing) interventions showed some evidence of effectiveness. The majority of 
psychosocial interventions successfully produced reductions in opioid use while also reducing pain and improving 
participants’ mental health. 

• Community pharmacies may be a valuable resource for identifying and reducing health harm in patients who use 
pharmaceutical opioids. 

• Preoperative opioid education targeted at patients can have long-term benefits in the prevention of later opioid 
dependence that can otherwise result from surgical and post-surgical use of opioids, but more data is required in this 
area.  

• While the average age of included studies was strictly within the ‘older adult’ definition applied to this review, included 
studies were generally not older adult specific. 

• Effective strategies to limit illegal opioid use in this population were absent from the identified body of literature. 
 

Background 
Outside of palliative care, in older adult populations, the use of opioid analgesics is commonly tied to chronic cancer and 
non-cancer pain or acute surgical pain. In the context of chronic pain of non-cancerous origin, for which opioids may be 
used but are not recommended, the risks of opioid use may rise across time if the pain is poorly controlled. For example, 
one review highlighting the risk associated with opioid pharmacotherapies for chronic pain suggested that the rate of 
problematic use can range from <1% to as much as 81% (134). Further, use of opioids in surgical contexts can result in 
prolonged periods of opioid use (e.g., 135), which in turn can increase the risk of dependence. In fact, it has been 
hypothesised that the surgical utilisation of opioid analgesics constitutes an independent risk factor for later opioid misuse 
(136). This, combined with the aggressive marketing of pharmaceutical opioids in countries such as the United States, has 
created a ‘new’ population of people who use, and experience harms from, opioids.  

While opioid dependence and overdose are the central detrimental effects of opioid use from a public health standpoint, 
other adverse effects of use include constipation, drowsiness, nausea, and respiratory depression. Opioid prescribing reforms 
have been introduced in Australia, particularly in the last six years, with the aim of reducing rates of dependence and other 
adverse effects associated with the use of opioids and have included steps such as reducing access to codeine, changing 
pack sizes and eligible indications, implementing packaging warnings, and introducing reformulated products which are less 
easily crushed and injected. However, there is also a need to understand which interventions may be effective in reducing 
opioid use and related harms among older adults.   

Opioid-related interventions  

Four existing reviews (137-140) of interventions to reduce opioid-related harm among older adults were identified, with 103 
studies in systematic reviews and additional papers in a non-systematic review. The majority of studies contained within the 
identified reviews were not usable for this review due to average participant age (i.e., <50 years), inpatient setting, use of 
opioid agonist therapy as part of the intervention, or age of the study (i.e., published >10 years ago). A supplementary 
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search for primary studies published in the past five years identified 8 original studies, 7 of which were retained. Further 
citations were obtained through hand-searching, resulting in a total of 12 relevant studies for inclusion (Table 6).  

Many of the more recent papers located by the search focused on the growing body of literature documenting the successful 
undertaking of opioid-free or opioid-reduced surgeries. These have predominantly not been included due to the age of the 
cohort, the fact that opioid use/limitation was discretely centred on the surgical procedure itself, or because evidence was 
considered too indirectly relevant to the aims of this review (for instance, outcomes strongly focused on short-term pain). 
One surgical paper that included longitudinal follow-up specifically related to opioid dependence was included (141), as 
well as an additional surgical paper that evaluated post-surgical chronic opioid use rates (142). Such papers were included 
due to documented effects of surgical and post-surgical opioid use on new persistent opioid use/dependence.  

Overall, the included studies (n=12) identified interventions that can be categorized into four broad themes: education-
based interventions targeted at patients (2 studies), clinician-targeted interventions (4 studies), pharmacist-initiated 
interventions (2 studies), and psychological treatments aimed at those with long-term opioid use in the context of chronic 
pain (4 studies). All included studies focused on use/extra medical use of pharmaceutical (i.e. non-illicit) opioids, and studies 
relating to co-prescription of BZDs and opioids have also been included in this section. Almost all (11/12) studies were 
conducted in the US, with the remaining paper conducted in Britain. Patient participants were also, on average, younger 
than those in BZD/BZDRA intervention cohorts profiled in this review. Included trials were generally recent (only 1/12 was 
published prior to 2018) and randomised control trials represented the bulk of the studies (8/12).  

Given the small number of studies, and the diverse array of interventions, settings and outcome measures, it is difficult to 
draw any strong conclusions about the effectiveness of these interventions. However, both of the patient-targeted education 
interventions demonstrated significant reductions in opioid use/harms, as did three of the four psychological interventions, 
all of which included mindfulness and two which used the same model: Mindfulness-Oriented Recovery Enhancement 
(MORE). This intervention includes mindfulness training to promote self-awareness, self-regulation, and self-transcendence; 
reappraisal training to engender meaning and psychological growth in the face of adversity; and training in savouring 
pleasant events and emotions to enhance natural reward processing and positive affectivity. The two associated studies 
found that those in the intervention group reported significantly greater opioid use reductions than those in the comparator 
group (i.e., support group), suggesting that opioid harms among (some) older adults may be addressed by increasing 
positive psychological factors like positive emotions and meaning in life.  

The two pharmacist-led opioid interventions reported reductions in opioid dependence (143, 144) and use (143), although 
the latter of these studies included no statistical analyses and the former was largely focused on examining the ‘feasibility 
and acceptability’ of the intervention, with the authors noting that the intervention should be evaluated within a “fully 
powered clinical trial framework”. Though these studies do not provide strong evidence of the effectiveness of these 
interventions, they tentatively suggest that community pharmacies may be a potentially valuable resource for identifying 
and intervening with patients who use opioid medications.  

A number of studies conducted with pain patients in community settings documented participants’ long-term use of 
pharmaceutical opioids for chronic pain (most frequently of the back, and in some cases associated with more than a decade 
of opioid use). Despite this, the effect of opioid dosage reductions on validated measures of pain and/or its interference 
with life in studies was variable (that is, pain did not necessarily increase as opioids were tapered in studies). In all but one 
(145) of the included psychological treatment trials, intervention groups experienced both improved pain related-measures 
and reductions in opioid use that were superior to control groups. In some cases, reduction in opioid use was explicitly 
described as being mediated by the positive affective impacts that the intervention produced, which bolsters the view that 
psychosocial interventions may have a valuable place in addressing opioid use in older pain populations. In contrast to CBT-
supportive findings reported in this review in the context of sedative hypnotic use, the one CBT study for opioid use that 
was eligible for inclusion in this review (145), which was not specific to older adults but had a mean participant age of 60.3, 
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did not reduce opioid use to any greater extent than in a control group – though, interestingly, a reduction in participants’ 
benzodiazepine use was documented. 

Indeed, in the initial review of interventions to reduce opioid use for pain management among older adults, Langford et al. 
(139) concluded that, due to the lack of studies, they were unable to make any clinical recommendations with a high level 
of evidence. Only two recommendations (the successful management of both orthopedic and non-orthopedic surgery pain 
with non-opioids) had enough research available to result in a moderate strength of evidence, though the small numbers 
of studies limited precision of the findings.  

 

Other substances 
Summary 

o There is very limited information in this age group in terms of interventions that aim to reduce harms associated 
with illegal substances (including cannabis). Additionally, there is an absence of information regarding peer-led or 
co-designed interventions, and a lack of evidence regarding particular subsets of older people, including people 
who identify as LGBTIQA+, First Nations Australians, and those from migrant and multicultural communities. Future 
studies would benefit from considering these gaps in data. 

 
Virtually no studies that had explicitly evaluated interventions to reduce use of cannabis or illegal substances among older 
adults were identified in this review. The absence of specific interventions to reduce cannabis harms among older adults was 
particularly surprising, although one broad-based 2022 review that focused on lower-risk cannabis use (146) suggested that 
some health risks disproportionately common to older age groups may be attenuated by the use of low-potency cannabis, 
titration of doses, and other intake precautions. A number of studies evaluating cannabis-related interventions have been 
published in the last five years, but average participant ages were generally in the 20s or 30s, and some studies used drug 
substitution as the treatment method. Of note, the Florida Brief Intervention and Treatment for Elders (BRITE) included older 
adults who had used alcohol, medicines, and/or illegal drugs, but use of illegal drugs was very low, and the relevant outcome 
measure appeared to be use, rather than any measure of ‘harm’. In any case, the intervention was found to have no impact 
on illegal substance use, likely because of small numbers (69), with the overall quality of the study rated as poor (62).  

Further, there was one intervention that had aimed to address chronic pain, substance use (including alcohol and illicit/illegal 
drugs) and decreased physical functioning among 55 older people living with HIV (147). Participants were randomized to a 
an 8-week behavioural intervention combining cognitive-behavioural therapy and tai chi reinforced with text messaging 
(CBT/TC/TXT) (n=18), routine Support Group (SG) (n=19) and Assessment Only (AO) (n=18) and followed up over 12 weeks. 
The substance use outcomes included number of days in the past 30 days of a) using a preferred substance; b) using any 
substance; c) using any drugs; and d) heavy drinking (defined as ≥ 5 drinks for men and ≥ 4 drinks for women). Efficacy 
indicators showed within-group improvements from baseline to week 12 in the CBT/TC/TXT group, including all four 
substance use outcomes, pain relief in the past 24 hours, and in two physical performance measures. Observed between-
group changes included greater reductions in days of heavy drinking in the past 30 days for both CBT/TC/TXT (19%) and SG 
(13%) compared to the AO group. 

Although not an evaluated intervention, Washburn, Hagedorn (148) note that virtual reality (VR) is an emerging evidence-
based approach that has been successfully used in a number of small studies to address substance craving, substance use 
disorders, and chronic pain in young and middle-aged adults, and contend that it should also be considered for older adults. 
They provide an overview of considerations for researchers wishing to develop and test VR-based intervention approaches 
for older adults impacted by substance dependence, including hardware considerations (e.g., wireless headsets and 
controllers to avoid older adults tripping or losing balance), contraindications (e.g., dementia), simulation sickness, balance 
issues and limited mobility, impaired vision or hearing, and limited manual dexterity. In light of these considerations, the 
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authors highlight the importance of including older adults to develop and help pilot test new virtual environments. Indeed, 
interventions co-designed with older adults, or which were peer-led, seem to be largely absent from the literature, and this 
an area that would benefit from further research.  

Van Orden and Lutz (149) highlight some peer programs in the area of substance use recovery, although none appear to 
have been evaluated in this population. For example, the Certified Older Adult Peer Specialists (COAPS) program utilises 
mental health certified peer specialists (CPSs) to address aging-related challenges in mental health and substance use 
‘recovery’. Peer specialists not only undergo the required 2-week CPS training but also complete a 3-day COAPS-specific 
training. These specialists are adults aged 50 and older who are in recovery from mental illness and/or substance use 
disorders and are trained in issues related to mental health and aging (e.g., depression and anxiety, substance use, trauma, 
suicide), and “implementation” (e.g., motivational interviewing, positive psychology, legal issues, advocacy, and working in 
behavioural health systems). COAPS began in Pennsylvania (USA) and has expanded to New Jersey and Massachusetts. 
There are no published studies to date on outcomes of this program, although program evaluations and feedback by the 
peer specialists indicate that they, as well as the patient population, receive benefit from involvement in the program.  
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3 
Recommendations to reduce AOD-related harms 
among older adults 
 

 
 
 
 
 
 
This chapter provides a series of recommendations to 
reduce AOD-related harms among older adults. These 
recommendations are based on the results of both 
this report and the closely related Analysis Report 
(Trends in Substance Use and Related Harms).   

 
 

 

 

 

 

https://www.unsw.edu.au/research/ndarc/resources/substance-use-related-harms-australians-50-years-and-older-2001-2021


Strategies to reduce AOD harms among people aged ≥50 
 

29 

This review, combined with analysis of trends in AOD-related use and harms (i.e., hospitalisations, deaths and treatment 
episodes), has identified several priority populations, as well as considerations for AOD-related interventions. These are 
outlined below: 

Information sources 

• Health practitioners are trusted sources of information for older adults, yet conversations regarding alcohol and 
illegal drug use and associated harms appear to be uncommon. While there are likely structural barriers to this (e.g., 
limited practitioner time), these represent potential missed opportunities, particularly since older adults are 
increasingly likely to present to health practitioners as they age. There is substantial scope to address the workforce 
development needs of key healthcare providers and to ensure that they are adequately skilled to appropriately 
identify and intervene where an older person’s drinking patterns may constitute risk of harm. 

• Upon dispensing, pharmacists routinely discuss the interaction effects of medicines - thus community pharmacies 
may be a valuable resource for identifying and reducing AOD-related harm in older adults. 

• Although we identified no evaluated peer-led programs, qualitative research suggests that older adults may value 
peers’ personal stories of recovery. Thus, there may be utility in leveraging the expertise of older adults who have 
previously experienced, or are currently experiencing, AOD-related harms. This could be done via existing social 
networks such as men’s sheds, women’s circles, seniors’ centres, community centres, veterans’ organisations, 
churches, and other cultural and social gathering locations. 

Content 

• AOD-related information should be provided in a range of ways, with older adults expressing a desire for simple, 
easy to understand information, alongside more detailed, comprehensive information that is transparent about the 
evidence on which it is based. Written information should be available in large text, and videos accompanied by 
subtitles.   

• There is evidence that many older adults are passive recipients in the prescribing of psychotropic medications and 
may be dissatisfied with the length and depth of consultations. Programs that improve the health literacy of older 
adults may be beneficial, fostering greater confidence to engage with health providers/participate in shared decision 
making, access information, and navigate health services.  

• When engaging in discussions with older adults about deprescribing, there may be utility in focusing on the risk of 
side effects, with older adults indicating they would be most motivated by this rationale to reduce/cease medication 
use.  

• In contrast, knowledge of alcohol-related harms alone is unlikely to motivate older adults to change their 
consumption, with alcohol playing a positive social role in many older adults’ lives. Attempts to reduce alcohol 
consumption should recognise the importance of maintaining meaningful social connections that improve quality 
of life in older adults.  

• Nevertheless, education campaigns that aim to shift beliefs and produce better decision making may be useful. For 
example, this could focus on perceived health benefits of drinking, with some older adults believing that alcohol 
provides greater preventative benefit than is objectively the case. To improve the palatability of such messaging, it 
may be preferable to frame such discussions in terms of protecting existing health.   

Interventions 

• Alcohol-related interventions should consider providing multi-faceted information (e.g., the health disadvantages of 
drinking behaviour; coping strategies and control measures; lifestyle changes regarding personal relationships, 
nutrition and exercise), and personalised feedback about drinking behaviours.  

• There is also evidence that contact with others and communicating with them about (alcohol) problems can be 
effective in reducing alcohol harms/risky alcohol consumption, though there are no identified interventions specific 
to older adults that have included this component. Future research could investigate how family and social networks 
that are present in the lives of older people could contribute to a successful alcohol intervention. 

https://www.unsw.edu.au/research/ndarc/resources/substance-use-related-harms-australians-50-years-and-older-2001-2021
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• New social and leisure opportunities that do not involve alcohol are needed. This could include activities such as 
volunteering, exercise, and group social activities. 

• Interventions aimed at sedative-hypnotic cessation in older adults may benefit from focusing on patient-
empowerment models, such as EMPOWER.  

Although not identified via the current report, findings from our analyses of trends in AOD-related use and harms (i.e., 
hospitalisations, deaths and treatment episodes) identified a range of issues that should also be considered when 
developing interventions. Specifically:  

• Opioids and benzodiazepines continue to be the most common drugs involved in overdose deaths among older 
Australians, with most overdoses occurring at home. While we identified interventions aimed at reducing opioid and 
benzodiazepine harms among older adults, none of these were specifically focused on overdose 
awareness/prevention. Educational interventions focused on how to recognise and respond to overdose may be 
warranted, and would ideally target older adults, as well as their partners, family members, and home carers.  

• Importantly, many overdoses were intentional, with self-harm and limitation of activities due to disability the most 
common contributing psychosocial factors. This highlights the complex nature of AOD-related harm, and AOD 
interventions may benefit from taking a more holistic view of older adults, including mental health and disability. 

• Further, most AOD-induced deaths involve more than one drug class, with opioids and benzodiazepines the most 
common combination in 2020-21. Risks regarding concomitant use of these medicines should be clearly articulated 
to older adults when prescribed, and GPs and pharmacists should consider discussing take-home naloxone when 
opioids are prescribed. 

• The highest rates of alcohol-related harm occur in remote and very remote areas, indicating that resources should 
be allocated to these areas to fund implementation and evaluation of alcohol-related interventions. 

Gaps and future directions 

• There is evidence of increasing methamphetamine, cocaine, and cannabis-related harms among older Australians, 
yet there appears to be little to no research that has explicitly evaluated interventions focused on reducing harms 
from these substances among this population. This is particularly surprising in relation to cannabis, given that it is 
both a commonly used recreational substance and one that is now readily prescribed in Australia for a range of 
acute and chronic health conditions. Further research is needed to fill this knowledge gap. 

• Given that the highest rates of AOD-related harms among older adults occur among those aged 50-59 years, there 
may be utility in trialing/evaluating workplace interventions, including those that facilitate the transition from 
employment to retirement. No such interventions were identified in the current review.  

• Few of the identified studies in the current report were Australian. Given cultural differences in alcohol consumption, 
and policy differences in how medicines are prescribed/marketed, findings documented from the US and elsewhere 
may not necessarily be generalizable to older adults in Australia.  

• Future studies may benefit from focusing on sub-populations of older adults who may have higher rates of AOD use 
and related harms, including older people who identify as LGBTIA+, First Nations Australians, or those who are from 
migrant and multicultural community groups.  

• One recent study suggested that yoga has positive effects on alcohol consumption among older adults that are 
comparable to telephone counselling, however considerably more research is needed to support these claims. 
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Table 2. Search terms 
Database Drug Intervention  Age 
 
Medline  

exp drug misuse 
exp non-prescription drugs  
prescription drugs  
amphetamines  
benzodiazepines  
Hypnotics and sedatives 
narcotics 
designer drugs 
medical marijuana  
exp illicit drugs   
medication adherence  
inappropriate prescribing  
polypharmacy  
exp Substance-Related Disorders  
exp Drinking Behavior 
deprescriptions  

telemedicine 
exp preventive health services 
treatment outcome exp  
psychotherapy  
internet-based intervention 
exp Communications media 
 

middle aged  
aging 
exp aged  
 

CINAHL – subject 
headings 

Drug, non-prescription 
Prescription drug misuse 
Antianxiety agents, benzodiazepine 
Designer drugs 
Street drugs 
Medication compliance  
Medication errors  
Polypharmacy  
exp Substance Use Disorders  
Drinking Behavior 

Health education 
Health literacy 
Telemedicine 
Health promotion 
Treatment outcomes 
Psychotherapy 
Internet-based intervention  
Communications media 
Social media  

Middle age 
Aging 
Aged, 80 and over 
Aged  
 

PsycINFO Drug abuse/ 
Prescription drug misuse/ 
Nonprescription drugs/ 
Methamphetamine/ 

Health education 
Health literacy 
Health promotion 

Aging 
Middle adulthood 
Older adulthood  
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Benzodiazepines/ 
Hypnotic drugs/ 
Sedatives/ 
Designer drugs/ 
Polypharmacy/ 
Drinking behavior  

Preventive health services 
Telemedicine 
Treatment outcomes 
Psychotherapy 
Communications media 
Social media  

Embase 

 

 

Exp drug dependence/  
substance abuse/  
exp drug abuse/ 
benzodiazepine/  
methamphetamine/  
cocaine/ 
exp polypharmacy/ 
potentially inappropriate medication / 
deprescription/   
non-prescription drug/ 
illicit drug/  
exp drug overdose 
alcohol abstinence/ 
drinking behavior 

health literacy/ 
health education/ 
health promotion/ 
patient education/ 
psychoeducation/ 
self care education/ 
harm reduction/ 
exp mass communication/  
evaluation study/   
practice guideline/ 
treatment outcome/ 
psychotherapy/  
web based intervention/ 
prevention/  
telehealth/ 
evidence based medicine 

pensioner/  
exp aged/ 
middle aged/  
aging/ 

Keywords (consistent 
across all databases - 
title, abstract) 

amphetamine*  
opioid* 
cannabis 
benzo*  
alcohol* (title only) 
marijuana 
“substance abuse” 
“substance misuse”  
“substance use” 
“substance dependence” 
“drug abuse”  

“health promotion” 
education* 
“harm minimi*” 
“harm reduction” 
prevent*  
intervention* 
evaluat* 
 
 

 

"older person*" 
"older people*" 
"older adult*"  
"older *patient*" 
geriatric*  
pension* 
retire* 
elder* 
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“drug misuse” 
“drug use”  
“drug dependence” 
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Table 3. Interventions to reduce alcohol consumption/harms among older adults 
Author, 
country and 
age range 

Demographic 
characteristics 
of sample 

Intervention group/s Comparator group Outcome 
measure & 
follow-up 
period 

Findings 

Gordon et al., 
2003a,b,c, (70)  
 
USA  
 
≥65 

Comparison of 
elderly and 
non-elderly  
 
Average age 
not given; 69% 
white, 13% 
female 

Motivational Enhancement (n=18) 
– Included feedback, goal setting 
and consequences. First  
session lasted ~ 60 min, with two 
booster sessions of ~10–15 mins 
 
Brief Advice (n=12) – 1 x 10–
15 min session 

Control group (usual care; n=12) - 
Alcohol discussions between 
patients and physicians were not 
discouraged  

 

Quantity and 
frequency of 
alcohol 
consumption 
 
Baseline, 1, 3, 6, 
9 and 12 months 

All three groups 
showed decreases in 
alcohol consumption 
measures over time, but 
no significant difference 
between groups. 

Hansen et al., 
2011a,b,c,e,f,g,  

(73)  
 

Denmark 
 
RCT 
 
*Not 
exclusively 
those 50+ 
 
Ages of 
participants 
48-65 (median 
age 59) 

49% women 
 
Non-treatment-
seeking heavy 
drinkers 

Brief motivational interviewing 
(n=391) – conversation based on 
principles of motivational 
interviewing (~10 mins), designed 
to motivate behaviour change 
through open ended questions. 
Were also given an information 
sheet with information about local 
alcohol treatment and a brief 
telephone booster 4 weeks later 

Control group (n=381) received 
same leaflets about alcohol and 
local treatment. A ‘pure’ control 
group was not included 

Drinks per week 
 
Baseline, 6 and 
12 months 

No significant 
intervention effect on 
drinks per week, 
although both groups 
decreased 
consumption. 
  

Kuerbis et al., 
2015a,b,c, (78)  
 
USA 

At-risk drinkers 
(CARET; 
comprehensive, 
5-factor risk 

Intervention Group (n=44) – 
received personalised mailed 
feedback outlining risks specific to 
their alcohol use. Also received the 

Control group (n=42) – did not 
receive anything 

Alcohol risk 
score 
(Comorbidity 
Alcohol Risk 

CARET risk score 
reduced in both 
groups, but 
intervention group 



Strategies to reduce AOD harms among people aged ≥50 
 

43 

 
Pilot RCT 
 
≥50 

definition, 
drawing in 
frequency, 
quantity, 
combining with 
medications, 
and more); 
mean age 64.7; 
34% female, 
88% non-
Hispanic white 

NIH Rethinking Drinking: Alcohol 
and Your Health booklet 

 

Evaluation Tool; 
CARET) 
 
Baseline, 
3 months 

demonstrated 
statistically significant 
reduction compared to 
those in control group 
 
Intervention group had 
significant reductions in 
binge drinking, alcohol 
use with a medical or 
psychiatric condition 
and alcohol with 
symptoms of a medical 
or psychiatric condition 

Fleming et al., 
1999a,b,c,e,g (77)  

USA 

Multi-site, 
single-blind 
RCT; 
community-
based primary 
care settings 

≥65 

Patients aged 
65 or older who 
were problem 
drinkers (per 
CAGE); 34% 
female 

Intervention (n=87) – received 
booklet on general health and 
were scheduled to see their 
doctors. Used BI protocol 
including a workbook containing 
feedback on individual’s 
behaviours and other educational 
resources. Had 2 × 10-15 min 
appointments, one month apart, 
consisting of intervention and then 
reinforcement session 

Control group (usual care; n=71) – 
only received a general health 
booklet 

 

Drinks per week, 
levels of binge 
drinking and 
excessive alcohol 
use. 
 
Baseline, 3, 6 
and 12 months. 
 

Intervention group 
maintained lower levels 
of drinking throughout 
and reduced their 
weekly alcohol use. 
They also self-reported 
reduced amounts of 
binge drinking and 
excessive levels of 
drinking. These findings 
statistically significant 

Ettner et al., 
2014a,b,c,d,f (75)  

USA 

Cluster RCT; 
31 primary 

At-risk drinkers 
(per CARET); 
mean age 
70.95; 97.27% 
white; 34.32% 
female 

Intervention group (n=546) – 
Project SHARE (Senior Health and 
Alcohol Risk Education), which 
included personalised reports, 
education material, telephone 
counselling and physician advice 

Control group (usual care, n=640) 
– TAU. Alcohol-related discussions 
between patients and physicians 
were not discouraged 

 

Alcohol risk 
score (CARET), 
drinks per week 
 
Baseline, 3, 6, 
12 months 

Statistically significant 
greater declines in at-
risk drinking (56% vs. 
67%; p ≤ .01) and 
alcohol consumption (-
2.19 drinks per week; p 
≤ .01), in intervention 
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care providers 
and their 60+ 
patients; 
community-
based practice 
with 7 clinics  

≥60 

group as compared to 
control (although 
declines noted in both 
groups) 

Moore et al., 
2011a,b,c,d,f,g 

(81) 

USA 

RCT; 3 primary 
care sites 

≥55 

At –risk drinkers 
(per CARET). 
Mean age 68.4. 
29% female. 
87% non-
Hispanic white 

Intervention group (n=310) = 
multi-faceted intervention: 
personalised report, booklet on 
alcohol and ageing, a diary to log 
levels of drinking, advice and 
telephone counselling 

 

Control group (n=321) = only 
received booklet on healthy 
behaviours 

 

Primary 
outcome: at-risk 
drinking 
(CARET). 
Secondary: 
number of 
drinks consumed 
in past 7 days, 
heavy drinking 
(4+ drinks) in 
past 7 days, 
alcohol risk 
score 
 
Baseline, 3, 
12 months 

At 12 months, 
intervention group did 
not have lower levels of 
at-risk drinking, but did 
have lower levels in 
number of drinks in 
past 7 days 

Fink et al., 
2005a,b,c,e,g (76) 

USA 

 
Prospective 

Mean age 76.6; 
53% female. 
88% non-
Hispanic white 

Experimental group 1 – doctor and 
patients received reports on the 
patients’ alcohol use, risks and 
problems. They also received 
personalised educational tools 

Experimental group 2 – Only 
patients received the 
aforementioned reports (doctors 

Control group (usual care) – not 
informed of their individual risks, 
nor did they receive any 
educational tools 

Random allocation 

 

Hazardous and 
harmful drinking 
(CARPS) 
 
Baseline and 
12 months 
 

Both experimental 
groups had lower risk 
drinking compared to 
control 

Patient-only report 
issuing led to reduced 
harmful drinking and 
less hazardous drinking. 
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comparison 
study 

≥65 

did not). They also received the 
personalised educational tools 

Issuing reports to both 
patients and doctors 
only decreased total 
consumption.  

Coulton et al., 
2017c (71) 

UK 

Multi-centre, 
pragmatic RCT 
in primary care 

≥55 

Avg. age 63; 
20% female 

Stepped-care intervention (n=266) 
(referred to next step if still 
drinking at hazardous levels 4 
weeks post previous intervention) 

Step 1: a 20-min session of MI 
behavioural change counselling 

Step 2: 3 x 40-min sessions on a 
weekly basis. MET 

Step 3: referral to specialist alcohol 
treatment service 

Control group, minimal 
intervention (n=263) - Brief advice 
(5 mins) and feedback, self-help 
booklet 

 

Alcohol 
consumption 
(AUDIT-C) 
 
Baseline, 6 and 
12 months 

Both groups reduced 
alcohol consumption at 
12 months but 
difference between 
groups was small and 
not significant 

 

Lee et al., 
2009c,e,g (79) 

USA 

Site-specific 
secondary 
data analysis 
of primary 
care substance 
use data  

≥65 

At-risk drinkers 
n=34; 41.2% 
female. Mean 
age: 72.9. 50% 
non-Hispanic 
white 

n=14 

Integrated care: motivational 
interviewing over three sessions 

n=20 

Control group: enhanced referral 
to 8-week, non-residential peer-
oriented program for adults over 
age 55, based on 12-step model of 
abstinence 

 

 

Access to 
treatment:  
defined as 
attendance at an 
appointment 
with amental 
health/substance 
abuse provider – 
number and 
type of services. 
 
No. of drinks in 
past 7 days and 
number binge 
drinking 

Those in integrated 
care condition showed 
a significant decrease in 
number of drinks in 
past week and number 
of binge drinking 
episodes in past 3 
months. No significant 
changes in these 
outcomes among at-
risk drinkers in 
enhanced referral 
condition 

https://www.tandfonline.com/doi/full/10.1080/1533256X.2021.1935146
https://www.tandfonline.com/doi/full/10.1080/1533256X.2021.1935146
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episodes past 3 
months 
 
Baseline and six 
months 

Oslin et al., 
2003c,e (150) 

USA 

RCT 

 

Veteran 
population with 
depression and 
/or risky 
drinking. Mean 
age 61.6. 4.1% 
female, 49.5% 
white 

Telephone disease management 
(n=46) – telephone calls 1, 3, 6, 9, 
12, 18, and 24 weeks after initial 
clinical assessment; 45 mins each 

 

 

Control – treatment as usual 
(n=51). Referred to outpatient 
behavioural health clinic within 
same building, formulated a 
treatment plan to be performed in 
primary care, or seek consultation 
from behavioural health 

 

Response to 
treatment 
defined as 
dichotomous 
outcome based 
on remission of 
depression 
(HDRS score 
≤10)/at least a 
50% reduction in 
depressive 
symptoms 
and/or reduction 
in drinking 
below study-
entry criteria 
(more than 21 
standard drinks 
per week [14 for 
women or those 
older than age 
65] or binge 
drinking >3 
binges in 3 
months). 

Baseline, 4 
months 

Overall response rates 
favoured those 
assigned to TDM 
compared with those 
assigned to usual care 
(39.1% responded vs. 
17.6%, p = 0.022). 
Response rates within 
the separate diagnostic 
groups also favoured 
TDM, but this was only 
significant for 
depressive disorders 
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Oslin et al., 
2006b,c,e (64)  

USA 

Multi-site RCT; 
primary care 
setting 

≥65 

At-risk drinkers; 
8% female; 70% 
white. Mean 
age 72 

Group 1: Integrated care (n=280): 
three 20-30 min brief alcohol 
intervention counselling sessions 
 

Group 2: Enhanced specialty 
referral (n=280): referral from 
primary care and provides mental 
health or substance abuse services 
in a specialty mental health or 
substance abuse clinic 

N/A (comparison of treatment 
models) 

Number and 
frequency of 
drinks in past 7 
days, number of 
binge episode in 
past 3 months  
 
Baseline, 3 and 6 
months 

Significant reductions in 
both quantity and 
frequency of drinking 
and binge drinking over 
six months. No 
difference between 
treatment models  

Cucciare et al., 
2013b,g (72) 

USA 

Web-delivered 
RCT 

*Not 
exclusively 
those 50+ 

Veterans in 
primary care 
screening 
positive for 
alcohol misuse 
(per AUDIT-C); 
average age 
59.25; 22% 
female, 69.05% 
white 

Intervention (n=78): Brief web-
delivered intervention using 
normative feedback, plus TAU 

 

 

Comparator (n=89): TAU 

 

Quantity, 
frequency, 
alcohol-related 
problems 
 
Baseline, 3 and 6 
months 

Veterans in both study 
conditions showed a 
significant reduction in 
alcohol consumption 
quantity and frequency, 
and alcohol-related 
problems at 6-month 
follow-up, but no 
significant differences 
between groups for any 
alcohol outcome at any 
timepoints 

Schonfeld et 
al., 2010b,d,e,g 

(69) 

USA 

3-year pilot 
program; only 
alcohol data 
from this 

Older adults 
flagged for 
substance 
misuse; 69.46% 
female, 76.18% 
white; average 
age 74.86 

Intervention (n=102): Brief 
intervention: advice, education 
and motivational interviewing; 
future goals, health habits 

 

 

No control group (i.e., before/after 
study) 

Mean SMAST-G 
(Short Michigan 
Alcoholism 
Screening Test, 
Geriatric 
Version) score.  
 
Baseline, 1, and 
3 months 
 

Significant change from 
baseline to discharge, 
but no significant 
change from discharge 
to 30-day follow-up 
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publication 
used 
Watson et al., 
2013b,d,e (74) 

Multi-centre 
pragmatic, 
two-armed 
RCT; primary 
care setting, 
opportunistic 
approach 

≥55 

 

Older 
hazardous 
alcohol users 
(per AUDIT); 
Mean age 
62.83; 19.7% 
female 

Intervention (n=266): Stepped 
care: behavioural change 
counselling (~20 mins), with 
referral to step 2 (motivational 
enhancement therapy) and step 3 
(local specialist alcohol services) if 
indicated  

 

Comparator:(n=263) Brief minimal 
advice intervention (5 mins), 
including feedback of screening 
results 

 

Average drinks 
per day 
 
Secondary: 
AUDIT-C score, 
alcohol-related 
problems 
(Drinking 
Problems Index), 
SF-12 score.  
 
Baseline, 6, and 
12 months  
 

Both groups decreased 
alcohol consumption, 
but no significant 
differences in average 
drinks/day between 
groups at 6 or 12 
months 

 

Stepped care does not 
confer an advantage 
over minimal 
intervention in terms of 
reduction in alcohol 
consumption at 12 
months post 
intervention when 
compared with a 5-
minute brief (minimal) 
intervention 

Harari et al., 
2008b (151) 

UK 

RCT; general 
practice 
setting 

>65 

Mean age 
74.45; 54.45% 
female 

Intervention (n=940): Multi-
domain health promotion study 
targeting a wide range of 
behaviours (including alcohol use) 
using a mailed health risk 
appraisal followed by computer-
generated, individualised written 
feedback to participants and GPs 

 

Comparator (n=1,066): No 
intervention 

Health Risk 
Appraisal for 
Older Persons 
(HRA-O) 
 
Baseline and 12 
months 
 

Intervention did not 
result in statistically 
significantly greater 
likelihood of 
participants reporting 
‘no or moderate’ 
alcohol use at 1-year 
follow up 
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Vrdoljak et al., 
2014b,d,f (152) 

Croatia 

RCT; general 
practice 
setting 

≥65+ 

Mean age 72.3; 
61.4% women 

Intervention (n=371): Lifestyle 
intervention, delivered by GPs, 
targeting a range of health 
behaviours: physical activity, 
smoking, alcohol; Included 
educational leaflets for their 
detected cardiovascular risk 
factors; follow-up appointment 

Comparator (n=367): GP usual care Quantity of 
alcohol per day 
 
Baseline, and 18 
months. 

No significant 
difference between 
groups for alcohol 
consumption at the end 
of intervention 

Lin et al., 
2010d,f,g (66) 

USA  

Secondary 
analysis of RCT 
data collected 
in primary care 
settings 

≥55 

Older adults 
with at-risk 
drinking; 
Average age 
68.7. 48.4% 
women. 88% 
non-Hispanic 
white 

Intervention (n=310): Received 
booklet about alcohol and aging, a 
personalized feedback report 
about risks associated with alcohol 
use, advice from physicians to 
reduce risks, and up to three 
telephone calls from a health 
educator 

 

No control group ‘Risky drinking’ 
(scale unclear) 
 
Baseline, 3 and 
12 months 
 

Telephone-based 
intervention delivered 
by a health educator 
was moderately 
efficacious in reducing 
at-risk drinking at 3 
months after enrolment 
among older adults 
receiving a multi-
faceted intervention in 
primary care settings; 
however, effect was not 
sustained at 12 months 

Andersen et 
al., 2019d (63)  

Denmark, USA, 
Germany 

Single-blind, 
multi-centre, 

DSM-5 AUD 
older patients 

Intervention 1: Motivational 
Enhancement Therapy (MET; 
(n=351): four sessions (60-90 
mins) consisting of motivational 
interviewing; functional analysis; 
involvement of significant other in 
last session (if possible) and 
development of a personal change 
plan 

No control group 

 

Treatment 
success: defined 
as a BAC ≤0.05% 
at all times in 
past 30 days, 
including total 
abstinence 
 
Secondary 
outcomes 

Adding CRA-S to MET 
did not increase 
probability of treatment 
success, although 
drinking days and 
binge drinking days 
decreased in both 
treatment groups. 
Increasing age was 
associated with 

https://link.springer.com/article/10.1007/s11469-022-00974-z#ref-CR6
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multi-national 
RCT 

≥60 

 

MET + Community Reinforcement 
Approach for Seniors CRA-S 
(n=342): up to eight additional 
sessions (1 hour weekly) covering 
coping with craving; mood 
management training, building a 
sober network, and 
social/recreational counselling  

 

included 
measurements 
of change in 
drinks per week, 
change in 
number of binge 
drinking days 
and quality of 
life 
 
Baseline, and 26 
weeks 

increased probability of 
treatment success, 

Odds of success did not 
differ across groups. 
Sensitivity analyses 
involving alternative 
approaches to missing 
values did not alter 
results 

Duru et al., 
2015d (80) 

USA 

Observational 
data analysis 
from larger 
multi-
component 
cluster RCT 

≥60 

At-risk drinkers 
(per CARET); 
34.95% female; 
Average age 
unclear. Only 
age distribution 
by 5-year block 
given. Greater 
than 95% white 

Intervention (SHARE; same 
intervention used by Ettner) 
(n=546): personalized reports; 
educational materials; drinking 
diaries; in-person physician advice; 
telephone counselling by health 
educators (HE)  

 

Usual care (n=640) 

 

At risk drinking 
(CARET score).  
 
Baseline, 6, 12 
months 

At 6 months, there was 
no association of at-risk 
drinking with having 
had a physician–patient 
discussion. Compared 
to having had no HE 
call, odds of at-risk 
drinking at 6 months 
were lower if an 
agreement was made 
or patients reported 
keeping a diary, or if an 
agreement was made 
and patients reported 
keeping a diary. At 12 
months, a physician–
patient discussion or an 
agreement and 
reported use of a diary 
were associated with 
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lower odds of at-risk 
drinking 

Fink et al., 
2016 (76) 

USA 

Feasibility 
study 

≥55 

 

69.8% female; 
89.6% white. 
Average age: 70 

Intervention (n=49): Web-based 
education program (nine sections) 
that aims to teach older adults 
how to balance benefits and risks 
of drinking (A Toast to Health in 
Later Life! Wise Drinking as We 
Age) 

 

 

Control (n=47): none (participants 
offered access to site after 
completion of trial) 

Quantity and 
frequency of 
drinking; 
drinking above 
recommended 
levels; harmful/ 
hazardous 
drinking 
(Alcohol-Related 
Problems 
Survey); and 
whether 
participants 
report changing 
their drinking 
amount in past 4 
weeks.  
 
Baseline, 4 
weeks 

At 4-week follow-up 
there was no difference 
in quantity and 
frequency of alcohol 
consumption, 
adherence to 
recommended weekly 
alcohol limits, or 
change in drinking risk, 
although intervention 
group perceived that 
they were drinking less 
at the 4 week follow-up 

 

Outlaw et al., 
2012e,g (67) 

USA 

Community 
behavioural 
health centre 

≥55 

33% female, 
54% white; 
Mean age 58.5 

Intervention (n=199): 18 session 
program based on cognitive-
behavioural and self-management 
treatment approaches 

 

 

No control group (pre/post) 

 

Alcohol use, 
binge drinking, 
prescription 
medicine use 

Significant time effects 
were noted in 
participants’ decreased 
use of alcohol and 
binge drinking, reduced 
stress, fewer emotional 
problems, a decrease in 
having to reduce 
important activities, and 
increased prescription 
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of medication for 
psychological problems 

Rao 2014e (53) 

UK 

≥65+ 

Adults 65+ with 
alcohol misuse 

Intervention: Targeted community 
nursing service (n=50) 

 

No control group 

 

Alcohol 
consumption 

19 patients (38%) had 
achieved abstinence 
from alcohol or 
controlled drinking at 
6-month follow up 38% 

Note: a Identified in review by Armstrong-Moore, Haighton (55), b Identified in review by Kelly, Olanrewaju (56), c Identified in review by Kelly, Olanrewaju (56), Purser and Lemieux (58), d Identified in 
review by Megherbi-Moulay, Igier (57), e Identified in review by Hafford-Letchfield, McQuarrie (60), f Identified in review by Bhatia, Nadkarni (59), g identified in review by Mowbray and Quinn (62). 
Several studies identified in these reviews omitted because they did not explicitly measure changes in consumption include (82, 153-156). Further, review of ‘Effective Treatment for Older Adult Baby 
Boomers with Alcohol-Use Disorders’ (157) did not yield any studies specific to people aged ≥50 years. Although pharmacological treatments were outside the scope of this review, it is worth noting 
that Kermel-Schiffman, Afuta (158) conducted a scoping review of ‘recovery’ from alcohol use disorder among older adults. Many of the included studies did not meet the inclusion criteria of the 
current report (i.e., were either qualitative or focused on pharmacological interventions), however six studies, examined ‘holistic programs’ that included group therapy, family-oriented therapy, and 
relapse prevention. These programs also offered counselling with a physician, pharmacological treatment, and individual meetings, upon request. Most of these interventions reported positives 
outcomes, suggesting that ‘holistic interventions’ may be effective for older adults with alcohol use disorder.  
Abbreviations: CARET= Comorbidity Alcohol Risk Evaluation Tool, HDRS = Hamilton Depression Rating Scale, TAU = treatment as usual, BAC= blood alcohol concentration, CARPS= Computerised 
Alcohol Related Problems Survey, AUDIT-C= Alcohol Use Disorders Identification Test for Consumption, SHARE = senior health and alcohol risk education ; CRA-S = community reinforcement approach 
for seniors; MET = motivational enhancement therapy; AUD = alcohol use disorder; TDM = telephone disease management; DSM-5 = Diagnostic and Statistical Manual [of Mental Disorders], fifth 
edition  
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Table 4. Interventions to reduce BZD/BZDRA consumption/harms among older adults: Education-based interventions 

Citation  Demographics  Intervention  Control group  Relevant 
outcomes 

Findings  

Tannenbaum 
2014 (110) 
  
Two-armed 
cluster RCT; 6-
month follow-
up  
 
All participants 
50+ 
  
Canada  

n=303; long-term BZD 
users (3+ consecutive 
months); average age 
74.8, 69% women  

n=148 
Direct-to-consumer, 8-page 
mailed educational booklet 
focused on patient 
empowerment with BZD risks 
self-assessment component, 
‘peer champion’ story, advice 
about alternative options, 21-
week sample gradual 
tapering program  

n=155 
UC  

Complete 
cessation of BZD 
within 6 months 
of randomisation 

At 6 months, 27% of the intervention group had 
discontinued benzodiazepine use compared with 
5% of the control group (risk difference, 23% 
[95% CI, 14%-32%]; intra cluster correlation, 
0.008; number needed to treat, 4).  
Dose reduction occurred in an additional 11% 
(95% CI, 6%-16%).  
 
In multivariate sub analyses, age greater than 80 
years, sex, duration of use, indication for use, 
dose, previous attempt to taper, and 
concomitant polypharmacy (10 + medications 
per day) did not have a significant interaction 
effect with benzodiazepine therapy 
discontinuation. 

Gnjidic 2019 
(99) 
 
Feasibility RCT 
  
 All participants 
50+ 
 
Australia  

n=42; average age 
71.5, 54.8% women. 
90.5% white 

n=20 Patient empowerment 
booklet (EMPOWER booklet 
as used in Tannenbaum 
2014 study)  

n=22 
UC  

Withdrawal of 
BZD at 1 month 

No significant difference between intervention 
and control groups in withdrawal of BZD at 1 
month (p>0.05). 
 
Baseline: 65.0% of participants (53.0% 
intervention, 86.0% control) unconcerned about 
potential BZD side effects. Among 22 participants 
(11 intervention and 11 control) discharged on 
BZD, 13 (59.1%) had ceased BZD at 1-month 
follow up [46.2% (n = 6) intervention; 53.8% (n = 
7) control]. In intervention group, 33.3% (n = 5) 
of participants had initiated discussion with 
doctor/pharmacist about stopping BZD 
compared with 35.7% (n = 5) in control group  
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Martin 2018 
(101)  
 
All participants 
50+ 
Canada  

n= 489; average age 
75, 66% women. At 
baseline, 262 were SH 
users  

n=248 
Pharmacists encouraged to 
send patients educational 
deprescribing brochure, sent 
patients' physicians 
evidence-based 
deprescribing 
recommendation  

n=241 
UC (pharmacist)   

Discontinuation 
of prescriptions 
for inappropriate 
medication at 6 
months 
(determined 
using pharmacy 
medication 
renewal profiles) 

In intervention group, 79% of SH users discussed 
deprescribing with physician/pharmacist after 
receiving intervention. Seventy-seven SH users 
(53%) initiated tapering; 58 (75%) subsequently 
discontinued their prescription.  
 
Compared with usual care, intervention resulted 
in greater discontinuation of prescriptions for 
inappropriate medication after 6 months, 
including for SHs 

Vicens 
2014 (111) 
  
3-armed cRCT; 
6-, 12-, and 36-
month* follow 
up  
  
Spain  
  
Age data only 
given as median 
and IQR  
 
*36-month 
follow-up data 
contained in a 
separate 2016 
publication 
(159)  

(patient portion of 
study)  
n=532. Median age: 
64; 72% women  

Group 1: structured 
educational intervention with 
in-person follow-up 
consultation; during 
consultation, GP provided 
info about long-term risks of 
BZD/BZDRA use, reassurance 
about reducing, leaflet about 
sleep quality for those with 
insomnia, GDR at follow-up 
appointments  
  
Group 2: education as above, 
but written follow-up  
  

Group 3: UC  BZD 
discontinuation at 
12 months, 
assessed in 
personal 
interview (defined 
as self-declared 
non-consumption 
or consumption 
of <4 doses in 
previous month. 
Consumption was 
reviewed and 
confirmed by 
prescription 
claims in clinical 
records (primary) 
BZD 
discontinuation at 
6 months 
(secondary) 

Both interventions led to significant reductions in 
long-term BZD use in patients without severe 
comorbidity, compared to the control group, 
however, however there was no significant 
difference between the intervention groups 
 
At 12 months, 76 of 168 (45%) patients in group 
2 and 86 of 191 (45%) in group 1 had 
discontinued BZD versus 26 of 173 (15%) in 
control group. After adjusting by cluster, relative 
risks for BZD discontinuation were 3.01 in group 
2 and 3.00 in group 1  

Navy 2018 (113) 
  

n=346; mean age 73; 
alprazolam users  

n=153; Participants received 
letter from clinical pharmacist 

UC (n=173) Composite rate of 
1) no alprazolam 

Composite rate equivalent between intervention 
(34.0%) and control (35.3%) groups (P = 0.822). 
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Two-armed 
RCT; 6-month 
follow-up  
 
All participants 
50+ (age 65 was 
minimum) 

about risks of long-term 
alprazolam use and were 
advised to call pharmacist to 
discuss alprazolam 
reduction/alternative options. 
Individualised GDR plans 
developed with pharmacist; 
follow-up calls done  

dispensing, 2) an 
alprazolam dose 
reduction, or 3) 
interchange to an 
alternative 
medication 
during the six-
month follow-up 

In sub analyses, composite rate was higher 
among intervention patients who did vs. those 
who did not call clinical pharmacist (77.8% vs. 
27.6%; P < 0.001).  

Kuntz 
2018 (112) 
  
3-armed RCT; 6-
month follow-
up  
  
USA  
  
  

n=150; average age 
70. 67% women  
  

Group 1 (n=50): educational 
intervention; letter from 
prescriber about z-drug use, 
educational brochure about 
pharmacological and non-
pharmacological alternatives, 
tapering schedule, self-
assessment quiz about risks  
  
Group 2 (n=49): educational 
intervention and follow-up 
phone call  

UC (n=50) Discontinuation 
of Z-drugs during 
6-month follow-
up, defined as 
patient not 
receiving a Z-
drug dispensing 
from pharmacy 
during that time 

Patients who received education only or 
education plus pharmacist consultation 
significantly more likely to discontinue Z-drug 
use than those who received UC (28/50 of those 
who received education only and 27/49 of those 
who received education plus consultation vs 
13/50 patients who received UC).  
 
After controlling for various factors, receiving 
either education (adjusted odds ratio = 4.02) or 
education and a pharmacist call (adjusted odds 
ratio = 4.10) was associated with greater odds of 
discontinuing Z-drug use than receiving UC.   

Amagai 
2023 (103) 
  
Age range 
widely 
distributed 
 
<50: 24.7%: 
≥50: 75.2%  
 
Japan  

n=609 (for survey 
respondents, not 
viewers overall; 369 
respondents were 
hypnotic users); 
average age 57. 53.3% 
women  

10-minute educational video 
focused on sleep education, 
and guidance/motivational 
content about reducing 
hypnotic use; survey was 
then administered to 
determine effectiveness of 
video and identify factors 
associated with intention to 
reduce hypnotic use  

 None Intentions to 
reduce 
medication use 
before and after 
viewing the video 

Before viewing video: 122 (31.4%) responses of 
“strongly agree,” 169 (43.6%) “agree,” 34 (8.8%) 
“neither,” 37 (9.5%) “disagree,” and 26 (6.5%) 
“strongly disagree.” This indicated that 75.0% of 
respondents already intended to reduce their 
medication before viewing the video. After 
viewing the video, there were 199 (52.1%) 
responses of “strongly agree,” 133 (34.8%) 
“agree,” 32 (8.4%) “neither,” 15 (3.9%) “disagree,” 
and three (0.8%) “strongly disagree.” More 
respondents [332 (86.9%)] intended to reduce 
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their medication use after viewing the video.  
  
Significant improvement in intention to reduce 
medication use observed among 52 (82.5%) 
participants initially averse to reduction, i.e., 
those who disagreed or strongly disagreed to 
reduce medication use before they saw the 
video. 

Martin 2013 
(100)  
  
Canada  

N=144 BZD users; 
average age 74.9. 73% 
female  

Written educational tool 
aimed at knowledge 
acquisition and belief change 
in patients, in order to 
change their BZD risk 
perception  

6-month waitlist 
group  

 Post-intervention, 65 (45.1%) participants had 
increased risk perception regarding BZDs, found 
to be due to better knowledge acquisition and a 
change in beliefs (cognitive dissonance). Self-
efficacy for tapering, (mean change score 31.2, 
95% CI (17.9, 44.6), and intent to discuss 
cessation of BZD with doctor were higher among 
participants who perceived increased risk (83.1% 
vs 44.3%, p < 0.001)  

Wilson 2018 
(121) 
 
Canada 
 
All participants 
50 or older 
 
Pilot study 

n=62; Median age 79; 
42% women. Chronic, 
regular sedative users 
in hospital at time of 
study initiation 

EMPOWER patient brochure 
as in Tannenbaum 2014, plus 
encouragement to speak to 
treating team if interested in 
sedative cessation 

Control cohort 
without 
intervention 

Short-term 
sustained 
cessation 30 days 
after discharge 

BZDs deprescribed in 32 of 50 (64%) participants 
who received EMPOWER brochure, which was 
significantly higher than ‘historical rate’ of 21% 
(p<.001) 

Martin 2017 
(102) 
 
Canada 
 
All participants 
50 or older  

n=261. Average age 
74.4 years. 71.6% 
female 
 
Post-hoc analysis of 
Tannenbaum 2014 
data, comparing 

EMPOWER patient brochure 
as per Tannenbaum 2014 
(above) 

As per 
Tannenbaum 
2014 (above)  

As per 
Tannenbaum 
2014 (above) 
 

Participants with mild cognitive impairment had 
the same capacity for knowledge acquisition, 
belief change, self-efficacy to taper, and 
willingness to discuss the intervention with a care 
provider 
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normal participants 
with mild cognitive 
impairment 
participants.  

BZD = benzodiazepine; BZDRA = benzodiazepine receptor agonist; GDR= gradual dose reduction; UC = usual care; SH = sedative hypnotic; EMPOWER = Eliminating Medications Through Patient 
Ownership of End Results. 
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Table 5. Interventions to reduce BZD/BZDRA consumption/harms among older adults: Insomnia-focused CBT interventions  

First author, 
year, 
country  

Demographic 
characteristics of sample 

CBTi  Gradual dose 
reduction? 
If so, how 
defined? 

Control group  Relevant 
outcomes 

SH-related findings  

Digital CBTi 
Blom 
2015 (105) 
 
Sweden  
 
Non-
inferiority 
RCT 

n=48; 30 used SHs at 
baseline. Mean age = 54; 
47.75% women  

n=24 
Guided, internet-delivered 
CBTi vs group-delivered 
CBTi   

Within CBTi  
 
“Information 
about sleep 
medication and 
how to 
discontinue - 
cold turkey or 
tapering” 

n=24 
group CBTi  

Sleep 
medication 
usage 
(secondary) 

70% of SH users had ceased use by post-
treatment. No significant between-group 
differences at 6-month follow up  
  

Moloney 
2020 (115) 
  
USA  
 
Pilot, single 
group, 
mixed 
methods 
study 

n = 46; 11 used SHs at 
baseline. Mean age = 55, 
100% women, rural  

Internet-delivered CBTi; 6 
x once-weekly modules of 
internet-based CBTi  

No None Sleep 
medication 
use 
(secondary) 

55% of participants ceased SH use after 
CBTi (11 participants [30%] using pre-
intervention vs 5 [13.5%] using post-
intervention). Odds of reporting sleep 
medication use post-intervention 
significantly lower than pre-intervention 
(OR 0.28 [95% CI 0.11–0.74]). 
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RCT 
Sato 
2019 (106) 
 
Japan  
 
RCT 

n = 23; SH-resistant 
insomnia patients. Mean 
age = 50; 78% women  

5-session program  No TAU  N/A No between-group difference  

Multi-component in-person CBTi 
Lichstein 
2013 (114) 
  
All 
participants 
50 or older 
 
USA  
 
3-armed RCT 

n=70. Mean age = 64; 71% 
female  
 
Hypnotic-dependent 
patients 

CBT group (n=24): 10 
sessions  

Initiated after 8 
CBT sessions 
completed (or 
straight away, 
for group 3)  

Group 2 
(n=23): Placebo 
biofeedback + 
GDR 
 
  

Group 3 
(n=23): GDR 
only 

Greater cessation in combined CBTi + 
GDR group (85%) than in either CBTi 
(54%) or GDR (48%) groups by post-
treatment. At 12 months, no between-
group differences in SH cessation (42–
70%) 

Park 
2018 (117) 
  
South Korea  
 
Chart review 

n=41. Mean age =52 
(range: 20-84); 76% 
female  

5 sessions (n=41)  
No 

Case-matched 
TAU (n=100)  

 By post-treatment, 30% of CBTi group 
ceased SH use, vs. 2% of controls  

CBTi administered in primary care 
Bothelius 
2013 (109) 
  
Sweden  
 
Effectiveness 
RCT 

n=66. At baseline, 20 
using SHs. Mean age=51; 
86% women  

n=32 
5 nurse-administered 
sessions  

Within CBTi 
program  
 
“Methods for 
medication 
tapering” 

n=34 
Waitlist  

Daily usage 
of prescribed 
sleep 
medication 

No group x time interaction effect on SH 
use  
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section in 
manual 

Sandlund 
2017 (104) 
  
Sweden  
 
RCT in 
group 
treatment 
format 
  

n=165; 130 using sedative 
hypnotics at baseline. 
Mean age = 54 (range 20-
90); 73% women  

n=90 
7 x 2-hour sessions 
administered by nurse  

Within CBTi 
program  
 
“Stepwise 
reduction of 
hypnotic 
drugs” section 
in program 

n=75 
TAU  

Frequency of 
hypnotic drug 
use 

Greater reduction in self-reported 
frequency of medication use in CBTi 
group (48% reduction) vs control (12% 
increase). CBTi group maintained 
reduction at 12-month follow-up  

Davidson 
2019 (118) 
  
Canada  
 
Group-
delivered, 
waitlist-
controlled 
trial 

n=81; 51 using SHs at 
baseline. Mean age = 57; 
86.4% female  

6 x 2-hour sessions of 3-
11 people, with 
nurse/psychologist  

(Pre-
established) 
Hypnotic 
Withdrawal 
Program 
offered to 
regular users, 
prior to CBTi 
entry 

Waitlist  Number of 
nights/week 
sleep 
medication 
taken 

59% of patients using SHs at baseline 
ceased by post-treatment. In subset of 
patients assigned to waitlist group, 
SH use decreased by 7% during the 
waitlist period, and a further 37.5% 
following CBTi.  

Self-administered CBTi audio/reading materials 
Kaldo 
2020 (120) 
  
Sweden  
 
RCT; 4-year 
follow-up 

n = 40; 19 used 
prescription sleeping 
drugs at baseline. Primary 
care insomnia patients of 
mean age 55; 70% women  

n=20 
233-page insomnia self-
help book with full CBTi 
program; additional open-
ended, 45-85 min support 
group with therapist 
& peers (6 sessions in 8 
weeks) 

Tapering advice 
included in 
book  

n=20 
Waitlist + TAU 
- but group 
also later 
received book 
only (i.e. no 
invitation to 
group)  

N/A Among the 19 patients in treatment 
group, 6 patients had reduced/stopped 
sleep medications post-treatment (67% 
of those initially using sleep medications), 
none had increased use/started, 13 (68%) 
remained unchanged. In waitlist/UC 
group, two patients stopped using sleep 
medication (20% of those initially using 
medications), five (29%) had 
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increased/started using, 10 (59%) 
remained unchanged. Post-intervention 
between-group differences in sleep 
medication use statistically significant  

Special populations 
Comorbidities 
Casault 2015 
(107)  
  
Canada  
 
RCT 

n=38. Mean age=57 (range 
33-75). Cancer patients 
with insomnia; 12 used 
hypnotics at baseline; 
92% female  

n=20  
Early, self-
administered minimal 
CBTi (6 booklets, 3 phone 
consultations with 
psychologist, 6-wk 
duration)  

N/A  
  

n=20  
No 
intervention  
  

 No significant group x time interactions 
on frequency of hypnotic consumption, 
average dosage, or proportion of users. A 
priori comparison indicated significant  
reduction in hypnotic dosage between 
pre- and post-treatment in CBT group 
only.  
 
No significant changes between post-
treatment & follow-up for hypnotic-
related variables in both groups  

Mercier 
2018 (122) 
  
Canada  
 
Non-
inferiority 
RCT 

n=41 cancer patients. 
Mean age = 57; 19 
hypnotic/anxiolytic users 
at baseline; 78.1% female  

n=21 
6-week self-administered 
CBTi via DVD, with 6 
booklets of reading 
material that coordinated 
with video segments; 
weekly phone calls in case 
participants wanted to ask 
questions/to encourage 
adherence 

N/A  n=20 
6-week  
home-based 
aerobic 
exercise 
program: 3-5 
20–30-minute 
sessions, 
building to 150 
minutes 
(individualised 
to baseline 
physical 
condition). One 
phone call in 

Secondary 
outcomes 
included 
Pittsburgh 
Sleep Quality 
Index, which 
has 
medication 
use reporting 

No significant group × time interaction 
was found, nor time or group effects. 
CBTi patients reduced use of 
hypnotics/anxiolytics from pretreatment 
to posttreatment as indicated by a 
superior effect size in CBTi  
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3rd week to 
discuss any 
difficulties. 
Single page 
document 
about program 

Taylor 
2015 (116) 
  
USA  
 
RCT 

n=23 hypnotic-dependent 
psychiatric outpatients 
with insomnia; average age 
50.1; 94% women; 55.3% 
white  

n=11 
5 sessions individual CBTi  

 Optional 
medication 
reduction 
module offered 
to active group 
in 1st & 2nd 
CBTi sessions 

n=8 
TAU  
  
Also, additional 
n=4 comprised 
a crossover 
group  

N/A CBTi produced sleep improvements, but 
no patient discontinued hypnotics. No 
participants agreed to receive optional 
medication reduction module. Some 
reported that they may be interested in 
reducing medication use at a later point, 
but were not willing to do so during 
study 

Jung 
2020 (119) 
  
South Korea 
  
Pilot study 
 
BZDs and Z-
drugs 
included 

n=32. Mean age 57.75; 
84.4% women, cancer 
patients. 56.2% on 2 or 
more hypnotics  

CBT-I; weekly group 
psychotherapy, 6 x 2-hour 
sessions with clinical 
psychologist  

Medication 
tapering 
program 
(psychiatrist-
supervised)  
  

 None Changes in 
medication 
status at two 
timepoints 
(secondary) 

By end of 6 weeks CBTi, 22 (68.8%) 
discontinued hypnotics, 5 (15.6%) 
reduced intake by half, 3 (9.4%) reduced 
the frequency of medication taking. Only 
2 (6.2%) show no improvement in 
medication dosage from pre-CBTi to 
post-CBTi. Of those who had 
discontinued at week 6, by follow-up 4 
weeks later, 18 (81.8%) successfully 
maintained discontinuation, 3 (13.6%) 
used medication as required, and 1 (4.5%) 
resumed taking medication  

Veterans 
Pigeon 2019 
(108)  
 
USA  

n=50; average age 54.8; 
20% women, MDD or PTSD 
patients with insomnia & 
suicidal ideation; 12 used 

n=24 
Brief CBTI. 4 individual 
sessions; weekly for first 3 
weeks, with 2  

No n=26 
TAU  

N/A No change in self-reported use of sleep 
medications  
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Proof-of-
concept RCT 

sleeping medications at 
baseline 

weeks between 3rd & 4th 
sessions  

Abbreviations: CBTi= cognitive behavioural therapy for insomnia; TAU= treatment as usual; SH= sedative hypnotic; UC = usual care; MDD = major depressive disorder; PTSD = post-traumatic stress 
disorder. Table in part derived from Sweetman et al. 2021 (160). 
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Table 6. Interventions to reduce opioid consumption/harms among older adults 

First author, year, 
country  

Demographic 
characteristics of 
sample 

Intervention  Control  Relevant outcomes Findings  

Clinician-targeted interventions 
Chen 2019 (142) 
 
USA  
 
Time series analysis 
 
Target: doctors 
 
All patient 
participants 50+ 
 
Guideline 
dissemination + 
audit + feedback 
  

Orthopaedic (knee) 
surgery patients; 
average age 64; 6.8% 
women. 78% white  

n=31,547 
Opioid Safety Initiative 
(OSI): Veterans Health 
Administration program for 
reduction of high-dose opioid 
prescribing to veterans. 
Academic detailing approach 
that included dissemination of 
multidisciplinary expert 
prescribing guidelines and 
computerised data dashboard 
aggregating electronic medical 
record data, visually tracking 
opioid prescriptions at national, 
regional, facility, and provider 
level of opioid prescription 
(allowing facility leaders to 
audit data and provide 
feedback) 

n=28,509 
Pre-OSI intervention 
trends  

Chronic postoperative 
opioid use (defined as 
continued prescriptions 
for more than 3 months 
in a 6-month window) 

Statistically significant 
decrease in opioid use. 
Fewer patients with chronic 
postoperative opioid use in 
intervention group (26.9% 
pre–OSI vs. 14.1% post–
OSI). Sensitivity analysis: 
Proportion of patients with 
chronic postoperative 
opioid use (per 1000 
surgeries) decreased every 
month in both groups, but 
significant & sustained 
decline post-OSI occurred in 
preoperatively opioid-naïve 
population. OSI led to 265 
[95% CI: 76 to 453] fewer 
preoperatively naive 
patients becoming chronic 
postoperative opioid users 

Pasquale 2019 (161) 
  
USA 
 
RCT 
 
Doctor-targeted 
education  

4,353 opioid-
prescribing doctors  
 
2,391 patients at risk 
of opioid misuse   

Doctors allocated to:  
• Arm 1: patient 

information 
•  Arm 2: links to 

educational materials 
for 
diagnosis/management 
of pain   

• Arm 3: both patient 
information & links to 
educational materials, 
or  

 

Arm 4: no 
communication   

Opioid and pain 
prescriptions 

Chronic, high dose 
opioid use 

Uncoordinated opioid 
use 

Opioid-related ED visits 

 

No significant impact of 
interventions on numbers of 
opioid or pain medications 
filled, chronic high-dose 
opioid use, uncoordinated 
opioid use, ED visits, or rate 
of diagnosed opioid abuse   
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• Arm 4  
Shayegani 
2018 (162) 
 
USA  
 
Pharmacist - 
retrospective chart 
review 
 
Opioid-BZD co-
prescription  

 n=61. Veterans, long 
–term BZD-opioid 
users; average age 61. 
10% female, 79% 
white 

Chart review, then psychiatric 
pharmacist left note for 
alternatives to BZD. 
Responsiveness of care 
providers to notes measured 30 
days later  

N/A Acknowledgement of 
chart review notes, and 
initiation of tapering 
schedules  

47.5% of pharmacists’ chart 
review notes acknowledged 
within 30 days. 11.5% of 
prescriptions were tapered 
by providers. Mental 
health clinicians were less 
likely to sign off on chart 
review notes (χ2 = 4.62, df 
= 1, P = .0316; Fisher exact 
test, P = .0215) or to initiate 
taper schedules (χ2 = 5.51, 
df = 1, P = .0189; Fisher 
exact test, P = .0410) 
compared to primary care 
clinicians 

Chang 2019 (163) 
 
USA 
 
Single group 
(pretest, post-test) 
 
Target: nursing 
postgraduate 
students    

n=31 doctoral nursing 
students  

MI educational intervention 
with lecture, role-playing 
exercise, standardised 
patient simulation   

N/A Confidence, knowledge, 
and skills in motivational 
interviewing in the 
context of prescription 
opioid misuse 

Significant increase in 
students’ knowledge and 
confidence regarding MI at 
both post tests compared 
with baseline.  

Patient-targeted education 
Cheesman 2020 
(141)  
 
USA  
 
RCT 
 
Target: patients 
 

Orthopaedic (rotator 
cuff) surgery patients; 
n=140; 32.2% female; 
average age 58.05   

Pre-operative, formal opioid 
education (recommended 
postoperative opioid use, side 
effects,  
dependence, addiction) + 2-
minute  
computer-based presentation 
about opioid abuse +  
paper summary 
of key presentation points  

Standard preoperative 
education, discussion of 
risks/ benefits. No 
formal education on  
opioid use, dependence, 
addiction   

Risk of opioid 
dependence two years 
post-surgery 
 

Pre-operative opioid 
education independently 
protective against opioid 
dependence (P = .03; odds 
ratio, 0.37).   
Intervention patients had 
lower rate of opioid 
dependence (11.4%, 8/50) 
than control patients 
(25.7%, 18/0) (P = .05). 
Compared to control 
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Opioid use 
associated with 
surgery  

patients, fewer prescriptions 
were filled by study patients 
than control patients, fewer 
pills & fewer morphine 
milligram equivalents were 
consumed by study 
patients  

Sandhu 2023 (164) 
 
Britain  
 
Multi-centre RCT  
 
Users of prescription 
opioids for pain 

Pain (chronic, non-
malignant) patients 
using strong opioids. 
n=608; average age of 
participants 61, 60% 
female; 96% white 

n=305 
3-day-long group sessions that 
emphasized skill-based 
education, 1-on-1 support 
delivered by a nurse & 
layperson for 12 months  

n=303 
UC  

Proportion of patients 
reporting no opioid use 
(primary) 
 
Proportion of patients 
who reduced opioids by 
50% from baseline 
(secondary) 

12-month follow-up: 29% of 
people in intervention 
group (vs 7% in UC group) 
discontinued opioids 
(p<0.001) 
  

Pharmacist-led interventions for prescription opioids 
Cochran 2019 (144) 
 
USA   
 
RCT 
 

n=32. Average age 
51.9; 56.3% female, 
71.9% white  
  

Community pharmacy-led. 
Standard medication 
counselling (SMC) + brief 
motivational interviewing (BMI) 
+ medication therapy 
management (MTM)  

SMC alone Opioid medication 
misuse as measured with 
the Prescription Opioid 
Misuse Index  

In multivariable models, 
BMI-MTM participants less 
likely than SMC patients to 
report continued misuse at 
3 months  

Harden 2015 (143) 
  
USA  
 
Retrospective and 
prospective chart 
review 

n=50; veterans, 
chronic pain, avg age 
54 (range 25-71); 12% 
female, 60% white 

Chart review, then gradual 
taper of pharmaceutical 
opioids  

N/A Percent reduction in 
morphine milligram 
equivalents over 12 
months (primary) 
 
Percent reduction of 
morphine milligrams 
equivalents over 3 and 6 
months (secondary) 

Average percentage opioid 
dose reduction across 12 
months was 46%, but no 
significance testing 
undertaken. 

Psychological interventions for prescription opioid use 
DeBar 2022 (145)  
 
USA 
Pragmatic cluster 
RCT 
 

n=850. Average age 
60.3; 67.4% women, 
77% white  

n=433 
Primary care-based CBT for 
long-term opioid users with 
chronic pain  
  

n=417 
UC  

Opioid and BZD use 
based on electronic 
health data (secondary) 

Opioid use not significantly 
different across groups 
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Primary care-based 
CBT 
Vowles 2019 (165) 
 
USA  
 
Pilot RCT 
 
 

n=28 Average age 
50.5. 14% female, 
51.4% white  
  

Behavioural treatment study in 
veterans with chronic pain 
& confirmed opioid misuse. 12 
sessions Acceptance & 
Commitment Therapy & 
Mindfulness-Based Relapse 
Prevention  

UC  Risk of hazardous opioid 
use (using Current 
Opioid Misuse Measure; 
primary) 
Morphine milligram 
equivalent dose per day 
(secondary) 

Integrated intervention 
found feasible and superior 
to control. Current Opioid 
Misuse Measure dropped in 
intervention group to a 
greater extent than in UC  

Garland 2019 (166)  
 
USA  
 
RCT 
 

n=95. Average age: 
56.8; 66% female, 
89.5% white  

n=50 
Mindfulness-Oriented Recovery 
Enhancement (MORE) in pain 
patients with long-term opioid 
use histories  

n=45 
Active control 
comparator was a 
support group  

3-month assessment of 
opioid misuse risk as 
‘proximal outcome’ 

MORE participants reported 
significantly greater 
reductions in opioid misuse 
risk at 3-month follow-up 
(p=.03) than SG participants. 
Increases in positive 
psychological health 
predicted decreased opioid 
misuse risk at follow-up 
(p=.02)  

Garland 2022 (167)  
 
USA  
 
RCT 
 
 

n=250. Average age: 
51.8; 63.7% women , 
87.2% white. Opioid 
misuse + chronic pain  

n=129 
MORE in pain patients with 
long-term opioid use histories; 
In both intervention and 
control groups, participants 
received 8 x weekly 2-hour 
sessions in groups of 6-12 
people. MORE group asked to 
engage in daily 15-minute 
audio-guided mindfulness, 
reappraisal, & savouring, 
practice 3 minutes of 
mindfulness before taking 
opioids to clarify whether use 
was due to craving or need for 
pain relief   

n=121 
Active control – 
supportive 
psychotherapy group. 
Discussions about 
coping with pain, the 
adverse effects of 
opioids, and the use of 
opioids to alleviate 
negative emotions. 
Supportive 
psychotherapy group 
asked to write on weekly 
session topics in a 
journal for 15 minutes 
per day 

Opioid misuse as 
assessed via Drug Misuse 
Index (self-report, 
interview, urine screen; 
primary) 
 
Opioid dose, opioid 
craving (secondary) 

Overall odds ratio for 
reduction in opioid misuse 
across 9-month follow-up 
period in MORE group 
compared with supportive 
psychotherapy group was 
2.06 (95% CI, 1.17-3.61; 
P = .01).  45.0% of 
participants receiving MORE 
were no longer misusing 
opioids after 9 months of 
follow-up vs 24.4% of 
participants receiving 
supportive group 
psychotherapy  

Abbreviations: UC= usual care; RCT = randomised controlled trial; MI = motivational interviewing; BZD = benzodiazepines    
 : MORE= Mindfulness-Oriented Recovery Enhancement; UC = usual care; CBT = cognitive behavioural therapy 
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