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generational factors associated with prevention intervention success.
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peer-reviewed; have a mean participant age of 55 and older or a labeled subsample of
individuals age 50 and older; focus on a nonpharmacological intervention; and reported
alcohol or alcohol-related outcomes or older adult and/or provider perspectives of
interventions. Studies set in a formal substance use treatment program were excluded.
Overall, 84 records describing 51 interventions and 16 articles of consumer and provider
perspectives were synthesized.

SEARCH RESULTS: Studies were categorized into primary prevention, secondary
prevention of AUD, and tertiary prevention of worsening AUD. Most interventions were
delivered in person, in primary care, with individuals born from 1901 to 1923 (Greatest
Generation) and 1924 to 1945 (The Silent Generation), and yielded significant reductions in
alcohol use and related consequences. Only The Silent Generation consistently responded
to interventions, demonstrating large effects. Additionally, two out of 18 randomized
controlled trials found that individuals born from 1946 to 1964 (Baby Boomers)
significantly responded to prevention interventions. Digital interventions were successful
across generations.
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DISCUSSION AND CONCLUSIONS: Barriers to successful interventions occur at the organizational, provider, and older adult
levels. Prevention intervention facilitators include drink tracking, agreement with another person, and aligning tone of the
intervention to older adult perspectives of their drinking and perceived need to change. Adapting prevention interventions to
older adults could include tailoring to an individual’s identity, culture, and meaning behind their drinking, which is often defined

by generation, rather than only by age.
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As the global population ages, alcohol use and alcohol use
disorder (AUD) among older adults (defined here as adults age
50 and older) present a complex and growing public health
challenge. Beginning at around age 50, adults experience
physiological changes to the body and brain that affect their
ability to metabolize alcohol, such as loss of lean body mass and
an increasingly permeable blood brain barrier.! These and other
changes lead to greater intoxication and harm at lower levels of
alcohol consumption, as well as to hazardous medication
interactions and diminished ability to detect impairment.
According to the Dietary Guidelines for Americans? and the
World Health Organization,* low-risk drinking among older
adults is defined as one standard drink (14 g ethanol) or less per
day for women of any age and men age 65 and older, and as two
standard drinks or less per day for men younger than age 65. In
the United States, alcohol use among older adults has steadily
increased over the past 20 years, with studies demonstrating an
increase of up to 22% for binge drinking (five or more drinks for
men, or four or more drinks for women, in a drinking episode®)
and heavy drinking (drinking beyond low-risk guidelines®).®
Currently, 61.5% of U.S. older adults drink alcohol, 17% binge
drink, 5% binge drink on five or more days in the past month, and
7% meet criteria for AUD.> Strong associations between alcohol
use in older adults and cancer, multimorbidity, hospitalizations,
early nursing home entry, and mortality” indicate that effective
prevention interventions may be an important tool for
addressing this public health problem.®

Alcohol-Related Prevention Interventions
Among Older Adults

Given the heightened vulnerability to alcohol among older
adults, what should be the goal of prevention—abstinence

(i.e., no alcohol consumption), moderate drinking (e.g., drinking
at recommended low-risk levels), or harm reduction (e.g., any
reduction in drinking to reduce risk of health or social
consequences)?’ Existing prevention interventions are tailored
to settings and individuals with goals ranging from abstinence to
low(er) risk drinking. Policy initiatives and public health
awareness campaigns to address other public health problems
(e.g., anti-tobacco and opioid awareness campaigns) aim to reach
the widest audience,®? yet most alcohol prevention
interventions occur at the individual level, such as Screening,
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Brief Intervention, and Referral to Treatment (SBIRT)
approaches.1° Designed for individuals whose alcohol
consumption exceeds low-risk guidelines, including those with
AUD, SBIRT is the predominant prevention intervention across
the life span and set mainly in primary care.! Its goal is to
prevent and reduce harm across the drinking spectrum and to
connect people who do not respond to the intervention to
specialty treatment.?2 SBIRT was disseminated in the United
States via federal grants awarded to training programs, states,
and academic hospitals to train providers to implement SBIRT.13
Early findings were promising,111214 yet later meta-analyses
found mixed results for SBIRT’s efficacy across settings, severity
of alcohol use, and demographics.?>1¢ Additionally, there was a
lack of data on SBIRT with older adults,® and studies found an
increasingly lower likelihood of alcohol screening as individuals
aged.1-20 Subsequent grants were awarded to providers
focusing on older adults,1° and SBIRT was adapted for older
adults primarily by adding an age-specific health workbook?! for
patients and providers to guide interventions. These initiatives
have served thousands of older adults,1° yet their evaluation has
been limited. Outcome data were not collected consistently;
interventions were vaguely described; few studies used fidelity
measures or reported intervention dosage; the effectiveness of
individual components of the prevention interventions was
rarely examined; and findings were often not peer-reviewed or
published. When findings were reported, they often were
limited to small subsamples and pre-to-posttest effects only,
obfuscating older adult prevention intervention
effectiveness.?223

Limitations of Prior Reviews of Prevention
Interventions for Older Adults

Five systematic reviews2428 have evaluated prevention
interventions for alcohol use among older adults, and a sixth
systematic review focused on digital alcohol interventions
assessed age (i.e., age 55 and older) as a moderator.2? These
reviews concluded that prevention interventions provide a
potential for reduced harm among older adults; however, the
investigators hesitated to draw definitive conclusions given
unclear intervention descriptions,242¢ an absence of rigorous
research design,2>-28 and inconsistent outcomes?* within and
across studies. To enhance methodological rigor, the reviews
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also excluded a substantial proportion of the empirical
literature, such as pre-to-posttest designs and program
evaluations, and key subgroups of older adults (i.e., veterans,
inpatients, and racial/ethnic minorities),?8 limiting
generalizability. Other than the meta-analysis?? of digital
interventions, which found that adults age 55 and older were
66% more likely to respond to online treatment compared to
younger adults, no review included digital interventions.

In addition, none of the reviews above addressed potential
generational effects on prevention interventions for older
adults, despite the fact that generational cohort has often been
cited as the primary cause of the dramatic increase in alcohol
use among older adults described above.®%° In 2025, adults
ages 50 and older span multiple generations, The Silent
Generation (TSG, which comprises individuals born from 1924
to 1945 who are now ages 80 to 101), Baby Boomers (BBs, born
from 1946 to 1964, who are now ages 61 to 79), and Generation
X (Gen X, born from 1965 to 1980, who are now ages 45 to 60).
While alcohol remains the most used substance across older
adult cohorts,® each generation has experienced distinct
historical and cultural contexts that have and continue to
influence alcohol use after age 50. For example, average daily
alcohol consumption decreased for the first part of the 20th
century, with data showing that 50% of males from the Greatest
Generation (GG, individuals born from 1901 to 1923) who drank
reduced their consumption to moderate drinking (24 g of alcohol
or less per day) starting around age 58, whereas in the following
generation, TSG, this reduction occurred by age 46.31 Born
during alcohol prohibition and temperance movements in the
United States, TSG individuals eschewed heavy drinking and
tended to view alcohol use as immoral.3233 |n contrast, alcohol
use increased again among older adults as BBs began turning 50
in 1996.343 Characterized as a rebellious generation, BBs
enjoyed greater access to and permissive attitudes toward drugs
and alcohol with longer life expectancies, leading to at-risk
drinking (i.e., drinking beyond low-risk guidelines) into their 60s
and beyond.”

Age effects (i.e., where a particular age range or decade of life
causes differential responses to interventions), period effects
(i.e., when a particular era influences people across all age
groups), and generation effects (i.e., a particular cohort of
individuals born in a particular period) may all differentially
influence preferences for and responses to prevention
interventions. Generally, research to date mostly has assumed
that aging/age, and its concomitant life events and physiological
developments, is the most important factor in defining older
adults as a group when tailoring interventions. Period effects
likely also influence intervention preferences, such as the
occurrence of a pandemic that necessitates remote health care
as a new treatment and prevention approach; however, period
effects can be difficult to parse out, especially in the absence of
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KEY TAKEAWAYS

e Older adults born from 1924 to 1945 (The Silent
Generation) had strong responses to primary, secondary,
and tertiary alcohol prevention interventions, particularly
those that involved a physician (i.e., a physician delivered
the intervention or followed up regarding alcohol use), with
multiple contacts over time, and across decades of life.
However, Baby Boomers did not respond as well or as
consistently to the interventions.

* Intervention components that showed effectiveness across
intervention types, decades of life, and generations included
drink tracking, discussion with another person about
alcohol, an agreement to change, and aligning the tone of
the provider with the older adult’s level of concern about
their own drinking.

e Digital interventions showed promise across decades of age
and generations, including web- and text messaging-based
interventions. This finding is important given that primary
care may no longer be an ideal setting for interventions for
older adults due to the high burdens placed on providers
and other barriers.

e Alarge proportion of studies found that screening and/or
assessment alone were as effective as the active
interventions they were testing, particularly when
screening/assessment was conducted using older adult-
specific tools, such as the Alcohol-Related Problems Survey
and its descendant, the Comorbidity-Alcohol Risk
Evaluation Tool. Other non-older adult-specific instruments
that produced similar effects were the Alcohol Use Disorder
Identification Test and the Alcohol, Smoking, Substance
Involvement Test.

data across several decades. In contrast, generational effects are
easier to identify and can address contextual factors of
individuals bornin a particular era. For example, Gen X, who
began entering their 50s in 2015,3¢ is the first generation to
grow up with computers and may be more receptive to digital
prevention interventions compared to prior generations. Since
generation is relatively unexplored as a factor in prevention
interventions for older adults, an examination of if and/or how
generation influences responses to alcohol prevention
interventions is justified.

The Current Study

This narrative review synthesizes literature on alcohol-related
prevention interventions among older adults. It aims to
understand how and with whom older adult prevention
interventions have been tested, describe barriers and
facilitators of successful prevention interventions, and collect
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older adult and provider perspectives to identify potential
intervention adaptations in the future. It differs from previous
reviews by: (1) including qualitative studies, pre-to-posttest
designs, and quasi-comparison designs, in addition to
randomized controlled trials (RCTs) to understand the state of
prevention intervention research in older adults; (2) including
digital interventions; and (3) examining studies in their historical
context by investigating the generation(s) included and the
years during which data were collected.

Methods

The literature search was conducted in December 2024
according to the Preferred Reporting Items for Systematic
Reviews and Meta-Analyses (PRISMA) guidelines of systematic
reviews (see Figure 1).37 Searches occurred across multiple

databases, including PubMed, Google Scholar, World of Science,
Cochrane Database, Social Sciences Citation Index, and
PsyclInfo. Boolean search terms—including “alcohol*,” “drinking,’
“alcohol use,” or “alcohol outcomes”; “older adults,” “elderly,” or
“seniors”; “intervention” or “brief intervention,” “prevention,”
and “SBIRT”—were used in different combinations. Ancestry
methods identified additional studies from study reference
sections absent from the above-described searches. Studies
were required to be peer-reviewed and published, although this

)
» o«

»

requirement excluded major older adult prevention initiatives.
A total of 983 records published from 1999 to 2024 were
identified. After removing duplicates, 401 abstracts were
screened for a focus on: (1) older adults or an adult population
that typically includes substantial numbers of adults ages 50 and
older (e.g., veterans); (2) alcohol use or a related outcome; and
(3) a psychosocial intervention. Full texts were retrieved for
170 records.

( = ) Records identified through database Additional records
3 searching PubMed, Medline, Psycinfo, Social identified through
é Sciences Citation Index, Cochrane Database other sources (n =
£ (n=951) 32)
[
= | |
-
) Duplicates removed
Total records retrieved > (n =582)
(n=983)
= Records excluded:
'g v No mention/inclusion of older adults
o (n=133)
&," Records screened No mention of alcohol (n = 56)
» Only educational review of older adults
(n=401)
and substance use
(n=42)
~—
) Excluded:
Systematic, narrative reviews (except
v qualitative reviews), meta-analyses
(n=5)
z Full-text retrieved and Specialty substance u.se tre?tment
E ovaluated rathertha.n prevention (n =17)
® (n=170) No separation of results by age or
o mean age <55 (n = 36)
Not an intervention study (n = 23)
No alcohol-related outcomes (n = 3)
Not peer reviewed (n = 2)
- v
( . ) . )
Articles included in review (n = 84)
67 articles covered 51 intervention studies
- 16 articles included provider and/or
§ individual perspectives of prevention
g V4 I I ~
Primary Prevention of Prevention of Perspectives of
prevention AUD worsening AUD prevention
\ ) (n =21 studies) (n =25 studies) (n =5 studies) (n =16 articles)

Figure 1. PRISMA diagram of review procedures. Source: Moher D, Liberati A, Tetzlaff J, et al. Preferred reporting items for systematic reviews and meta-
analyses: The PRISMA statement. PLOS Medicine 2009;6(7):e1000097. doi:10.1371/journal.pmed.1000097
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Studies were included in the review if they: (1) had a mean
age of 55 and older or a labeled subsample of individuals age 50
and older; (2) reported intervention outcomes or described the
perspectives of older adults and/or providers on prevention
interventions. Full texts were excluded if they: (1) were
quantitative systematic reviews, meta-analyses, or reviews of
reviews (qualitative systematic reviews were retained); (2) were
not peer-reviewed; (3) covered pharmacological interventions;
(4) described interventions set in a formal, specialty substance
use treatment program; or (5) excluded alcohol outcomes. One
study was excluded because its reported results conflicted with
its conclusions.38 This resulted in 84 records (comprising
51 studies) on outcomes of alcohol prevention interventions and
an additional 16 articles on participant and provider prevention
intervention experiences.

Data extraction included sample description (size,
mean/median age; race/ethnicity, and sex); years of data
collection to identify generational cohorts; study design, setting,
and intervention modality/approach; description of the
intervention and its comparator; primary outcomes assessed;
and findings. Outcomes of alcohol use (i.e., reported quantity

and/or frequency of drinking) and alcohol-related targets (i.e.,
risk level, consequences of alcohol use, completed screenings,
planning for change) were specific to each study. Intervention
studies were sorted into three categories, relating to public
health definitions of primary (i.e., disease prevention), secondary
(i.e., early disease detection and intervention) and tertiary
prevention (i.e., reduction in disease severity).3? This included
primary prevention studies (n = 21), secondary prevention
studies of AUD (n = 25), and tertiary prevention of worsening
AUD severity (n = 5). Within each prevention category, results
were organized by study design (i.e., pre-to-post, comparison
designs [randomized or quasi-comparison], and RCTs) as a proxy
for study bias and rigor. Prevention intervention barriers and
facilitators were identified from all 84 articles and synthesized.

Results

Overall Study Characteristics
Table 1 summarizes characteristics of the 51 intervention
studies.

Table 1. Characteristics of Included Primary Prevention Studies to Reduce Alcohol Use, Secondary Prevention
Studies to Prevent Development of Alcohol Use Disorder, and Tertiary Prevention Studies to Prevent Worsening of
Alcohol Use Disorder or Associated Complications

Primary
Prevention
Studies (n=21)
Characteristics n (%)
Country
United States 16 (76.2)
United Kingdom 3(14.3)
Australia 0(0)
Denmark 0(0)
China 1(4.8)
Croatia 1(4.8)
Spain 0(0)
Sweden 0(0)
Demographics
Generations included
GG/TSG 5(23.8)
GG/TSG/BB 0(0)
TSG only 2(9.5)
TSG/BB 11(52.4)
TSG/BB/Gen X 3(14.3)
BB only 0(0)
BB/Gen X 1(4.8)
24% or more non-White 5(23.8)
50% or more female 14 (66.7)
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Secondary Tertiary

Prevention Prevention Total Studies
Studies (n = 25) Studies (n = 5) (N=51)
n (%) n (%) n (%)

17 (68.0) 4(80.0) 37(72.5)
3(12.0) 0(0) 6(11.8)
2(8.0) 0(0) 2(3.9)
2(8.0) 0(0) 2(3.9)
0(0) 0(0) 1(2.0)
0(0) 0(0) 1(2.0)
1(4.0) 0(0) 1(2.0)
0(0) 1(20.0) 1(2.0)
9(36.0) 1(20.0) 15(29.4)
0(0) 1(20.0) 1(2.0)
6(24.0) 0(0) 8(15.7)
7(28.0) 2(40.0) 20(39.2)
1(4.0) 1(20.0) 5(9.8)
2(8.0) 0(0) 2(3.9)
1(4.0) 0(0) 2(3.9)
8(32.0) 2(40.0) 15(29.4)
7(28.0) 3(60.0) 24(47.1)
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Table 1. (Continued)

Primary Secondary Tertiary

Prevention Prevention Prevention Total Studies

Studies (n = 21) Studies (n = 25) Studies (n = 5) (N=51)
Characteristics n (%) n (%) n (%) n (%)
Pre-to-posttest 12 (57.1) 4(16.0) 0(0) 16 (31.4)
Randomized comparison trial or quasi 1(4.8) 1(4.0) 2 (40.0) 4(7.8)
comparison design
Randomized controlled trial 8(38.1) 20(80.0) 3(60.0) 31(60.8)

Primary care 9(42.9) 14 (56.0) 1(20.0) 24 (47.1)
Specialty clinic for disease/injury 1(4.8) 2(8.0) 0(0) 3(5.9)
Hospital/emergency department/in-patient 3(14.3) 1(4.0) 1(20.0) 5(9.8)
setting
Community, senior centers 6(28.6) 4(16.0) 1(20.0) 11(21.6)
Outpatient research setting 0(0) 1(4.0) 2 (40.0) 3(5.9)
Website/online 3(14.3) 5(20.0) 0(0) 8(15.7)
Pharmacy 1(4.8) 0(0) 0(0) 1(2.0)
Modality (notmutuallyexclusive)
Mail 1(4.8) 2(8.0) 0(0) 3(5.9)
Booklet, pamphlet, report 3(14.3) 2(8.0) 0(0) 5(9.8)
In person (group or one-on-one) 11(52.4) 18(72.0) 5(100) 34 (66.7)
Online, video conference 5(23.8) 3(12.0) 0(0) 8(15.7)
Telephone 1(4.8) 6(24.0) 0(0) 7(13.7)
Computer in office 1(4.8) 1(4.0) 0(0) 2(3.9)
Mobile or smartphone 0(0) 3(12.0) 0(0) 3(5.9)
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Older-adult specific 15(71.4) 16 (64.0) 2 (40.0) 33(64.7)
Approach (notmutuallyexclusive)

Psychoeducation 10(47.6) 3(12.0) 0(0) 13(25.5)
Motivational interviewing 2(9.5) 11(44.0) 5(100) 18(35.3)
Brief alcohol intervention/SBIRT 5(23.8) 8(32.0) 2 (40.0) 15(29.4)
Brief advice 1(4.8) 7(28.0) 0(0) 8(15.7)
Brief negotiated interview 2(9.5) 0(0) 1(20.0) 3(5.7)
Cognitive behavioral therapy 0(0) 3(12.0) 2 (40.0) 5(9.8)
Goal setting 1(4.8) 2(8.0) 2(40.0) 5(9.8)
Normative or personalized feedback 0(0) 5(20.0) 3(60.0) 12 (23.5)
Text messaging 4(19.0) 2(8.0) 0(0) 2(3.9)
Daily self-monitoring 0(0) 3(12.0) 0(0) 3(5.9)
Review of workbook 4(19.0) 8(32.0) 0(0) 12(23.5)
Physician involvement 3(14.3) 3(12.0) 0(0) 6(11.8)
Other 0(0) 4(16.0) 3(60.0) 7(13.7)
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Table 1. (Continued)

Primary
Prevention

Studies (n = 21)

Characteristics

n (%)

Intervention Characteristics

Only one contact 20(95.2)
Multiple contacts 1(4.8)
Contact time less than 1 hour 5(23.8)
Contact time 1 hour or more 3(13.6)
Time not reported 12(61.9)
Not possible to track (mail, text) 1(4.8)
Types of Outcomes (not mutually exclusive)

Knowledge only 6(28.6)
Intention/plan to change only 4(19.0)
Completed screen 2(9.5)
Treatment engagement or completion 0(0)
Alcohol use (quantity/frequency) 10 (47.6)
Reduced harm (i.e., at-risk drinking) 12(57.1)
Discharge to home 0(0)
Intervention Achieved Target Goal

Knowledge only 6/6(100)*
Intention/plan to change only 4/4 (100)*
Completed screen 2/2 (100)*
Treatment engagement or completion 0/0 (0)*
Reduced quantity/frequency of alcohol 4/10(40.0)*
Statistically significant proportion reduced at- 7/12 (58.3)*
risk drinking

Discharge to home from skilled nursing facility 0/0(0)*

‘Percentages are by row, rather than column.

Secondary Tertiary

Prevention Prevention Total Studies
Studies (n = 25) Studies (n = 5) (N=51)

n (%) n (%) n (%)

6(24.0) 0(0) 26(51.0)
19(76.0) 5(100) 25(49.0)
7(28.0) 0(0) 12(23.5)
11(44.4) 5(100) 19(37.3)
8(28.0) 0(0) 20(39.2)
1(4.0) 0(0) 2(3.9)

0(0) 0(0) 6(11.8)

0(0) 0(0) 4(7.8)

0(0) 0(0) 2(3.9)

1(4.0) 1(20.0) 2(3.9)
25(100) 3(60.0) 38(74.5)

25 (100) 3(60.0) 40(78.4)
0(0) 1(20.0) 1(2.0)

0/0 (0)* 0/0 (0)* 6/6 (100)*
0/0 (0)* 0/0 (0)* 4/4 (100)*
0/0 (0)* 0/0 (0)* 2/2 (100)*
1/1(100)* 1/1(100)* 2/2 (100)*
13/25(52.0)* 3/3 (100)* 20/38 (65.8)*
23/25(92.0)* 2/2 (100)* 32/39(87.1)*
0/0 (0)* 1/1(100)* 1/1(100)*

Note: More than one option could apply to a study, so values do not necessarily add up to 100%. BB, Baby Boomers; Gen X, Generation X; GG, Greatest
Generation; RCT, randomized controlled trial; SBIRT, Screening, Brief Intervention, and Referral to Treatment; TSG, The Silent Generation.

These studies collected data from 1993 to 2021 and included
participants from four generations: GG (included in 31% of
studies), TSG (96% of studies), BB (57% of studies), and Gen X
(14% of studies). None of the studies had a sample consisting
predominantly (greater than 68%) or exclusively of GG
participants. Among RCTs, TSG was the predominant generation
in 75% of studies; BB participants were included with other
generations in 25% of studies and were the predominant
generation in 12% of studies. No study included a predominance
of Gen X participants.

Most studies had samples with primarily White participants,
with a third including more than 24% non-White participants.
Almost half (47%) had samples with a majority of females,
although males historically drink more and therefore would be
expected to be more likely to participate. The most common
intervention setting was primary care (45%), with a fifth
delivered in a community agency and another fifth online.
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Prevention interventions were largely provided in person,
some with a follow-up telephone or mail component.

Some interventions were completely delivered remotely by mail,
online, a smartphone app, or text messaging. Two-thirds of the
interventions were adapted specifically for older adults.
Interventions used mostly “motivational approaches” (77%),
such as motivational interviewing,*® motivational enhancement
therapy,*! SBIRT,*2 and/or a feedback, responsibility, advice,
menu of options, empathy, and self-efficacy (FRAMES)
approach.*3 Only three studies measured intervention
fidelity.**46 A quarter of the studies provided psychoeducation,
and one-fifth used normative and/or personalized feedback.
Among the 61% of studies that reported the number and
duration of contacts with participants, about half occurred in
one contact, ranging from 5 to 60 minutes, and half had multiple
contacts (ranging from a total of 1 hour to 16 or more hours).
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Focal outcomes were alcohol-related (e.g., completed
screens; treatment engagement; reducing alcohol-related
problems, harm, or risk level for consequences) and/or alcohol
consumption (i.e., quantity, frequency of drinking, proportion of
at-risk drinking). For alcohol-related outcomes, all prevention
interventions successfully impacted their target outcome at
intervention end. For alcohol consumption, the findings were
mixed. Half of the interventions reduced the quantity and/or
frequency of alcohol use (measured using the Alcohol Use
Disorders Identification Test-Consumption [AUDIT-C]*” or
Timeline Followback).#® Additionally, 79% of interventions
reduced harm, such as alcohol-related consequences or
behaviors as measured by the AUDIT,*’ the Alcohol-Related
Problems Survey (ARPS),>° its descendant the Comorbidity-
Alcohol Risk Evaluation Tool (CARET),>! and the Alcohol,
Smoking, Substance Involvement Test (ASSIST).52 Notably, many
RCTs reported significantly reduced alcohol use across
conditions, including control conditions or active comparators,
potentially indicating that assessment itself had a therapeutic
effect among older adults.

Primary Prevention Interventions

Pre-to-posttest designs

Of the 12 primary prevention interventions evaluated using pre-
to-posttest designs (see Appendix 1), 11 resulted in significant
increases in knowledge, completed screening, intention to
change or talk to a professional, and decreases in alcohol use
and risk level, where measured. Studies were mostly set in
primary care offices and senior centers, with interventions
ranging from simple brochures to class-like formats; sample
sizes ranged from 26 to just under 18,000 participants. Studies
are organized by their target outcome below.

Increased knowledge as outcome

All five studies aimed at increasing knowledge of alcohol-related
risks reported significant increases in knowledge immediately
after the intervention.535456.57.59 Three of the studies®356:57
provided in-person group education in a senior center, with
two°357 (one with GG/TSG participants, one with TSG/BB
participants) utilizing a class-like format. Only one of these two
studies demonstrated sustained knowledge at 6 months, with
slippage in some areas.”” A third study implemented an
intervention called Prevention BINGO with 348 TSG/BB
participants.”® Gameboard squares were facts about alcohol use
and relevant risks, and participants earned prizes. Participants’
increased knowledge was sustained 1 month later. Two other
studies®**? offered effective one-on-one education—one
delivered it via a 36-page booklet or pamphlet to GG/TSG
participants in a primary care waiting room,>* the other via a
short video public service announcement, a poster, and a
brochure to TSG/BB participants at a pharmacy.>?¢2 In the
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primary care setting, participants preferred the booklet over the
pamphlet;>* in the pharmacy setting, participants preferred all
three mediums together.>?

Intention to talk with a professional about drinking as outcome
Two studies tested participants’ immediate intention to discuss
alcohol use with a professional after reviewing educational
materials.>>*? Among GG/TSG older adults who completed the
ARPS’8 and received older adult-specific feedback in a primary
care waiting room, 31% intended to talk to their primary care
physician about their alcohol use.>> A second study ina
pharmacy with TSG/BB older adults increased knowledge, but
participants reported no intention of discussing drinking with a
pharmacist.>?

Completed screening as outcome

One study demonstrated a threefold increase in alcohol
screening among TSG/BB older adults when screening was
included in an online Medicare annual wellness visit.¢”

Plan for change as outcome

Four studies2057586263 ysed plan for change post-intervention as
a proxy outcome. The online service Alcoholscreening.org
assesses visitors’ alcohol consumption through a brief
assessment and provides both normative feedback (comparison
to peers’ drinking) and personalized feedback (risk-related
feedback).>® In 2013, TSG/BB visitors (n = ~17,600) to the site
had significantly (~50%) higher odds of initiating a plan for
change compared to those under age 50. In another study
comparing types of online-delivered older adult-specific
feedback (normative vs. personalized feedback) with BB/Gen X
older adults, 44% of participants across conditions planned to
reduce drinking.?® A subsequent analysis showed that older men
receiving normative feedback were more likely to plan for
change.”? Another study implemented a 5-minute, in-person
brief intervention in atypical settings (e.g., grocery stores) with
TSG/BB/Gen X older adults; 40% of older adults drinking
beyond low-risk guidelines intended to change.?° Finally, the
previously mentioned pharmacy-based study with TSG/BB older
adults that implemented multipronged psychoeducation did not
increase intention to change drinking.>?

Reduced at-risk drinking as outcome

Two studies®>¢ tested SBIRT delivered by nonphysicians with
TSG/BB older adults, both of which included a relatively high
proportion of non-White participants. One study sample had
12% participants age 65 and older and 37% non-White
participants.®® At 6 months, those age 65 and older had the
lowest intervention response of any age group, showing an 11%
reduction in at-risk drinking compared to 20% among younger
adults. The other study sample included only adults age 60 and
older, of whom 95% were African American.®® The intervention
was tailored to older adults, and findings demonstrated a 65%
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reduction in at-risk drinking at 6 months.®®> The study’s
intentional use of participants’ long-established relationships
with health care providers may be a reason for its success.

A third study—the pharmacy-based psychoeducation with
TSG/BB described above that did not increase intention to
change—found that individuals in the sample who consumed
alcohol beyond low-risk levels cut their drinking from 15 drinks
per week to seven drinks per week 3 months later.62

Randomized comparison study

One study compared the effectiveness of two online
interventions using increases in completed screening and access
to further resources as outcomes.%8 To increase online screening
engagement, visitors to the drinkaware.co.uk website randomly
received health- or appearance-based alcohol banner messages
to determine which led to greater AUDIT-C#’ screening
completion. Banner messages appeared at the top of a computer
or mobile phone screen, displaying either a message about how
drinking affects one’s health or how drinking affects one’s
appearance, such as premature aging.®® Among adults ages 45 to
64 (mostly BBs ages 50 to 68 and Gen X ages 45 to 49), both
health- and appearance-based messages led to screening and
accessing resources; however, for adults age 65 and older
(mostly TSG), appearance-based messages led to significantly
more completed screens.

Randomized controlled trials

Alcohol use and at-risk drinking as outcomes

Among seven RCTs testing primary prevention interventions for
alcohol use that reported drinking outcomes,”®77 only one
demonstrated a significant effect compared to usual care.”®

Fink et al.”? implemented a primary care prevention
intervention with GG/TSG older adults. After completing the
older adult-specific ARPS, participants were randomized to
one of three arms: (1) usual care; (2) a feedback and education
report given to the participant; or (3) a report given to both the
participant and the primary care physician (combined report). At
12 months, older adults in the patient-only report group were
59% more likely to drink at low-risk levels according to the
ARPS compared with those who received usual care. With the
combined report, participants were 23% more likely to drink at
low-risk levels compared with those receiving usual care.
However, it was only the combined report that demonstrated a
significant, though small, reduction in standard drinks (just over
one standard drink) at follow-up compared to usual care—the
only significant finding in terms of alcohol consumption. In
contrast, the same investigators later tested the effectiveness of
an educational website to teach older adults to balance risks
and benefits of alcohol use among TSG/BB older adults outside
primary care compared to no intervention;’® both groups
reduced drinking by about two drinks per week.
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Treatment engagement as outcome

The Healthy Profiles Study®? compared a brief alcohol
intervention booklet to a general health advice booklet provided
within primary care among TSG male veterans. Alcohol use
outcomes could not be ascertained, but the alcohol booklet
increased participants’ use of outpatient specialty care
compared to the general health booklet at 9 months. No other
differences were reported.

Healthy lifestyles as outcome

Five RCTs of interventions that aimed to improve healthy
lifestyles among GG/TSG older adults or recruited TSG/BB
older adults coping with health problems or events

(e.g., hospitalization, emergency department visit, bone density
scan, stroke patients) found that the interventions were not
effective in significantly reducing alcohol use.”+-737>77
Intervention modalities varied across studies (four were
delivered in person, three involved printed materials, one was
delivered online). Two RCTs addressing overall lifestyle among
GG/TSG older adults’?72 intervened with the participants or
their primary care physician separately. Neither approach
reduced alcohol use at the 1-year follow-up.

Summary of findings from primary prevention studies
Existing primary prevention interventions among older adults
increased knowledge about alcohol use and its potential harms
in later life in pre-to-posttests,33:5456.57.59.62 jncreased both
initiation and completion of screens for alcohol use,é7:68
prompted intention to talk to a physician®® (but not a
pharmacist®?) about drinking, and prompted planning or
intention to change.20°863 Within-group studies of TSG/BB
older adults revealed that SBIRT delivered by a nonphysician
yielded a lower response among those age 65 and older
compared to younger adults; however, a tailored, older adult-
specific SBIRT intervention in primary care settings and senior
centers significantly reduced alcohol use across time, with
AUDIT-C measured risk identified in fewer and fewer cases
across time.®®> Only 1 out of 7 primary prevention RCTs
demonstrated significant decreases in at-risk drinking compared
to the control condition,”® an effect that was strongest when
only participants and not their physicians received the report on
the alcohol assessment. This RCT took place from 2000 to 2003
among GG/TSG older adults. Since then, no other RCT has
demonstrated this same effect for a primary prevention
intervention. RCTs that found no significant effects were
focused on overall lifestyles, multiple target behaviors, or
implemented among individuals experiencing severe health
issues. Participants in acute care may have been too ill or
compromised to respond to the interventions,”>’” and passive
feedback’® may have been ignored altogether. A few studies
focused on engaging older adults in screening or education,
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which led to innovations such as gamification®® and alternative
messaging.t®

Secondary Prevention Interventions for AUD
and Alcohol-Related Problems

Of 25 secondary prevention interventions for AUD assessed
(see Appendix 2), four were assessed using pre-to-posttest
designs,222381-83 gne with a randomized comparison trial,8* and
20 with RCTs.4485-91,93-97,99,100,102-113 Gt djes focused on mostly
male GG/TSG older adults, implementing interventions using
multiple, longer contacts, and 62% were older adult-specific.

A majority were set in primary care (56%), followed by online
(20%).

Pre-to-posttest designs

All four pre-to-posttest studies?22381-83 reported significant
reductions in alcohol use after the intervention among older
adults with at-risk drinking (see Appendix 2). Three
interventions were delivered in person;22238182 the fourth was
online.83 U.S.-based study samples had about 20% non-White
participants. Studies are summarized in chronological order
below.

The Florida Brief Intervention and Treatment for Elders
(BRITE) Project?22% was implemented in two phases—a pilot
phase and a larger SBIRT initiative—implemented from 2004 to
2011. Across both phases, 88,498 GG/TSG/BB older adults
were screened in community settings and participants’ homes
by health educators, with 11,663 individuals screening positive
for substance misuse. Screening assessed alcohol use (pilot:
AUDIT#? and Short Michigan Alcoholism Screening Test-
Geriatric Version [SMAST-G];114 |larger study; ASSIST>2),
depression (Patient Health Questionnaire-211%116 and Geriatric
Depression Scale, Short Form'17), and/or anxiety (pilot: taking
anti-anxiety medication?3). Participants screening positive for
alcohol misuse were offered SBIRT, with the option of up to five
1-hour sessions in Phase 1 or up to 16 or more sessions in Phase
2, including motivational interviewing and, if needed, older
adult-specific cognitive behavioral therapy modules.’® Health
educators determined the number of sessions needed for an
individual, with most ending without implementing cognitive
behavioral therapy.'® In Phase 1, only 19% of the 169 GG/TSG
participants with at-risk drinking at baseline remained positive
for at-risk drinking 30 days post-discharge.?® In Phase 2, TSG/BB
participants with 6-month data reported a reduction in any
alcohol use (45% of participants), having five or more drinks in
one sitting (23% of participants), and drinking to intoxication
(10% of participants).22 Results should be interpreted cautiously
given that out of the 6,600 participants who received services
only 171 completed follow-up.

The Older Wiser Lifestyles intervention8182 adapted the
ARPS for Australian TSG older adults age 60 and older who
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drank alcohol in the past month. Those who screened positive
for at-risk drinking were invited to a primary care clinic for an
in-person, stepped-care intervention. Older adults with low-risk
drinking were provided minimal education. Older adults with
at-risk drinking were assessed for readiness to change, and brief
interventions were tailored accordingly. Those in the
precontemplation stage received a 1-hour session of
psychoeducation; those in the contemplation stage received up
to 5 hours of motivational interviewing and cognitive behavioral
therapy. Over half (54%) of those at-risk drinking received just
one session, with participants reporting it was sufficient.81:82
AUDIT-C scores were significantly reduced at the 6-month
follow-up, yet 36% of participants continued at-risk drinking.
Lastly, a smartphone app adapted a cognitive approach bias
modification intervention for BB/Gen X Australians.8® Older
adults who drank beyond low-risk guidelines trained on the app
twice per week for 4 weeks using their personal smartphone.
At-risk drinking decreased for both for single sittings (down
16%) and total weekly consumption (down 22%) after the
intervention, with a mean reduction of consumption of
5.4 drinks per week.

Randomized comparison study

Sedotto et al.8* randomly assigned adults to one of two digital,
non-age-specific interventions: Step Away, an eight-module,
smartphone app-based intervention and a Facebook chatbot
(see Appendix 2). The app required participant initiation,
whereas the chatbot was less formal and initiated daily check-
ins. Significant alcohol use reduction occurred across conditions
and age groups; overall, there was a reduction in consumption of
about 1 drink per drinking day and a 28% increase in days
abstinent. However, BB/Gen X older adults engaged twice as
often as younger adults across the interventions to achieve this
reduction. Older adults may need greater digital intervention
exposure for equivalent therapeutic effect.

Secondary prevention interventions tested with RCTs
RCTs addressed at-risk drinking among only older adults (n = 18)
or compared them to younger adults (n = 2) (see Appendix 2).
Fifteen interventions were older-adult specific.8°86:88-91,93-
97,99,100,102,104-110113 Foyrteen studies were conducted in primary
care;85—88,90,91,93-97,99,100,102,104-107,109,110,113 additional settings
included community agencies, inpatient and outpatient hospital
units, and online. Sixteen RCTs were at least partly in-
person;44,81,82,87,89,93-97,99-101,104-107,109,110,112 ﬁve had fO”OW'Up
telephone calls.4489.96.97.99-101 Primary outcomes were alcohol
use, proportion of people with at-risk drinking, treatment
engagement, and health care utilization. Six RCTs reported
significant effects in favor of prevention intervention compared
to controls.8>88.96.99108111 Seyen studies had mixed findings, with
significant results in favor of the prevention intervention only
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for a sample subgroup.?0.91,93-95,103,110.118 Fioht RCTs found no
effect across conditions.#487:89,91,104,106,107,109,112

RCTs with significant positive effects

Project Guiding Older Adult Lifestyles® tested a primary care-
based alcohol prevention intervention tailored to GG/TSG
compared to usual care. The intervention consisted of two

10- to 15-minute counseling sessions (1 month apart) with a
primary care physician, during which participants received brief
advice and psychoeducation on drinking risks, reviewed an
information booklet, and contracted for change. Weekly alcohol
use declined by 36% and binge drinking by 47% in the
intervention group compared to control at 12 months,8> and this
decline was sustained 24 months later.8¢ Generalizability of
findings was limited because only 35% of participants were
female and other demographics were not reported.

Another study randomized mostly male, non-White TSG
veterans with depression and/or at-risk drinking to usual care or
telephone disease management plus usual care.88 Telephone
disease management included six calls with a behavioral health
specialist nurse, during which participants completed an older
adult-specific workbook to reduce drinking, for a total of
4.5 hours over 24 weeks. Follow-up occurred at 4 months,
before intervention end. Telephone disease management plus
usual care was superior to usual care alone in treatment
engagement (43.8% vs. 20%, respectively), reduction in drinks
per week (9 units vs. 2 units, respectively), and reduction in
binge episodes over a 3-month period (26 episodes vs.

1 episode, respectively).88

The Healthy Living as You Age study??7 focused on TSG/BB
older adults with at-risk drinking; the sample included 22%
Hispanic or non-White individuals, and 29% were female. All
participants were screened using the CARET,>1 an ARPS
descendent, and then randomized to receive a general health
booklet or a prevention intervention. The intervention consisted
of adaily diary of alcohol use before a primary care visit, primary
care brief advice using an older adult-specific booklet, and three
sessions of motivational interviewing with a health educator,
totaling 80 minutes. At-risk drinking was significantly reduced at
3 months in the intervention group compared to controls.?¢%7
Although a reduction was sustained at 12 months, only past-
week drinking remained significantly different from control.?¢
Older adults who received all three health educator calls had
more than five times greater odds of not exhibiting at-risk
drinking compared with those who received no calls at 3 months
but not 12 months.?”

Project Share??:100.102 randomized TSG older adults to usual
care or an intervention that included mailed psychoeducation
booklets/tip sheets, a daily diary of drinking before a primary
care visit, a discussion with a primary care physician, and three
health educator calls, totaling 27 minutes. Primary care
physicians were asked to discuss alcohol use at each visit for a
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year. If a physician discussion occurred, odds of at-risk drinking
at 12 months decreased by 39%, and if both a daily diary and
agreement to reduce drinking were completed, odds decreased
by 55%.100

Two prevention interventions, one mail-based%8 and the
other text messaging-based,'!* demonstrated significant effects
among older adults. TSG/BB older adults from a primary care
network identified as exhibiting at-risk drinking were
randomized to receive either mailed brief personalized feedback
(based on the CARET) with booklets on alcohol and aging!t? or
assessment only.1%8 At 3 months, the intervention group
significantly reduced at-risk drinking by 22%, alcohol medication
co-use by 15%, and symptoms of medical or psychiatric
conditions by 20% compared to the control group. Using
secondary analysis, another study examined pilot RCT data
comparing 12 weeks of non-age-specific daily text messaging to
assessment only to reduce at-risk drinking.11%120 BB adults age
50 and older were compared to younger adults. Text messaging
reduced drinking by about 5 units per week and 1 unit per day
across age groups by 3 months compared to assessment only.
Younger adults had slightly larger effects than older adults.
Older adults had a stronger response to gain-framed messages
(e.g., messages about the benefits of reducing alcohol use),
whereas younger adults responded more to loss-framed
messages (e.g., messages about the negative consequences of
drinking).

RCTs with mixed findings on alcohol use

Five studies?09193-95118 yere part of the Primary Care Research
in Substance Abuse and Mental Health for the Elderly (PRISM-E)
project. PRISM-E compared “integrated care,” defined as
combined mental health and substance use treatment in primary
care, to “enhanced referral to specialty care” on engagement
with specialty treatment and alcohol use. Ten sites across the
United States enrolled more than 2,000 TSG older adults,” with
26% female and 48% non-White participants. Each site followed
set guidelines for the conditions yet tailored protocol details to
fit their site’s needs.118 In integrated care, all sites provided a
brief intervention with an age-specific workbook. Some sites
offered additional sessions after the brief intervention or
comprehensive geriatric care of differing intensity and
professional make-up.?®> Treatment engagement was higher with
integrated care (71% of participants) compared with enhanced
treatment referral (49%); however, given intervention
variability, determining the components responsible for this
difference is complex.?® An analysis of three sites found no
significant condition differences for alcohol use at 6 months;
however, the authors noted that although 43% of participants in
the integrated care group received at least one session of the
brief intervention, only 9% received all three sessions offered at
this particular site.?! A single site (n = 34), which emphasized
harm reduction via three sessions of motivational interviewing
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within integrated care, reported that those assigned to
integrated care were significantly more likely to access specialty
care and reduce drinking compared to enhanced referral.?*
Another analysis of 12-month data from male veterans with
at-risk drinking within the PRISM-E project found reduced binge
drinking.?® One site treating veterans implemented integrated
care with an interdisciplinary team of geriatric specialists; this
approach demonstrated a 75% reduction in the likelihood of
at-risk drinking compared to enhanced referral.?®> Overall,
setting attributes, drinking severity, and intervention exposure
contributed to distinct outcomes across sites. Thus, sites with
more completed sessions and/or services?%?3%4 within
integrated care appeared to be associated with increased
treatment engagement and reduced at-risk drinking compared
to enhanced referral; notably, enhanced referral also performed
well at these sites.

Some studies noted differences in response to the
interventions by sex. A Danish RCT tested an online
intervention among 1,380 TSG/BB older adults.1%3 Participants
were randomized to one of three arms: personalized and
normative feedback, brief advice, or a control. All groups
reduced drinking by about 6 units per week at 12 months;
however, males were found to respond significantly more to
personalized and normative feedback than to the other two
conditions.

A Spanish RCT evaluated in-person brief interventions in
health centers and homes at four time points over 12 months
compared to brief advice given at the first visit.110 Significant
intervention effects were found only among women, who were
four times as likely to have reduced drinking compared to
controls.

RCTs with null findings
Five studies in primary care settings found no effects of the
interventions.4487:104106,109 Three of the studies*#104107
reported methodological issues, namely poor compliance, poor
competence in intervention delivery, or low exposure to the
intervention; however, two methodologically strong
studies®”1% also found no condition differences. Cucciare et
al.1% randomized mostly male TSG/BB veterans who screened
positive for at-risk drinking to either web-based normative
feedback (with brief advice) or usual care. At 12 months, both
groups reduced heavy drinking days by 50%, reduced
consumption by one drink per day, and had three fewer drinking
days per month. Gordon et al.8” compared the efficacy of
motivational enhancement treatment, brief advice, or usual care
among adults drinking beyond low-risk guidelines. All groups,
regardless of condition or age, significantly reduced drinking at
12 months, yet GG/TSG older adults age 65 and older still drank
beyond low-risk guidelines.

Outside of primary care, two studies implemented prevention
interventions with injured TSG/BB/Gen X older adults'? or il
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GG/TSG patients®? in a hospital setting compared to usual care.
Both studies had null findings, similar to primary prevention
studies that targeted ill or injured older adults.8%112

Summary of findings from secondary prevention studies
Pre-to-posttests of secondary prevention interventions222381-83
included multiple contacts with participating older adults and
demonstrated significant reductions in at-risk drinking,
averaging a reduction in alcohol use by about half across studies.
Secondary prevention interventions tested with RCTs that
demonstrated a significant therapeutic effect compared to the
control or comparison group shared important features. All six
of these studies8>889699.108.111 focysed on one outcome—
reduced at-risk drinking—and all were focused on TSG
individuals, with one study including GG older adults.8® Five of
the six studies®>889699.111 had interventions with clearly defined
multiple points of contact, and four had a behavioral nurse
specialist or physician involved.8>889699 Three digital
interventions,®4111 focused on TSG/BB and BB/Gen X
individuals, significantly reduced drinking among younger and
older adults. Older adults engaged more with interactive digital
interventions® and responded differentially to distinct text
messaging types compared to younger adults.111 All three digital
interventions had multiple points of contact, and no professional
was involved. Secondary prevention interventions that yielded
null findings were largely methodologically flawed,*#+104.109
appeared to have limited treatment exposure, °* or had only a
single point of intervention contact.®”

Tertiary Prevention of Worsening AUD Outside
of Formal Treatment

Five studies involved individuals with AUD outside specialty
treatment. Two were quasi-comparison studies,*6:121.122 tyyo
were randomized comparison trials,12%125 and one was an RCT4®
(see Appendix 3). All tertiary prevention interventions were
delivered in person, with mostly TSG/BB individuals, and had
significant therapeutic effects. Two interventions were
specifically designed for older adults.121.123126 Foyr used
motivational interviewing and/or cognitive behavioral
therapy.4546.123-125

Quasi-comparison studies

Both tertiary prevention interventions that were tested using
comparison with no treatment without randomization
reduced alcohol use.*6121 A single-system analysis examined
38 GG/TSG/BB individuals (age 54 and older) from three RCTs
testing non-age-specific brief treatments for AUD.%¢ Older
adults in active treatments reduced drinking twice as often as
those receiving no treatment by the end of the treatment
period. A second study aimed to increase discharges to home
among older adults with substance use histories in a skilled
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nursing facility. The facility offered an onsite recovery
program,21.126 including general/specialty counseling, family
therapy, and 12-step meetings, with supportive home visits after
discharge. Odds of discharge to home of individuals
participating in the recovery program were three times those of
individuals who did not participate in the program.

Randomized comparison and controlled trials

Three studies each aimed to test the impact of two active
treatments.#>123-125 A Swedish study randomized TSG/BB/Gen X
older adults to two active brief treatments pathways—the
“15-method” or specialty alcohol treatment. Both conditions
provided brief advice with a physician and pharmacological
and/or psychosocial treatment for AUD.124125> Neither treatment
was specific to older adults, and the “15-method” was briefer
than specialty care. At 12 months, alcohol use was reduced
across groups, with no moderating effect of age, and participants
preferred specialty care.12412> Another study randomized TSG
older adults either to a community-based/in-home prevention
intervention providing geriatric care management, or to direct
referral to enhance specialty treatment completion.122 The
geriatric care management included motivational interviewing
and multiple points of contact. Compared to direct referral to
specialty care, the intervention group had approximately 30%
higher rates of inpatient and outpatient treatment completion.
Finally, data from two RCTs were combined to explore the
effectiveness of four sessions of motivational interviewing
versus four sessions of nondirective listening for 8 weeks across
age groups.*> Older adults age 51 and older responded best to
the high-quality motivational interviewing; however, this
approach reduced drinking only 8% more than did nondirective
listening by week eight.

Summary of findings from tertiary prevention studies
Tertiary prevention studies that offered more points of contact
and services appear to be the most preferred, significantly
reduced alcohol use, or increased treatment completion. When
compared to no treatment,*121.122 yctive interventions that
included pharmacology and counseling demonstrated greater
drink reduction. When active interventions were compared to
one another,*>127 drinking outcomes were equivalent or
demonstrated minimal difference.

Intersection of Age, Period, and Generation

Table 2 lists the interventions that demonstrated at least
preliminary effectiveness compared to another existing
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treatment or to control in the context of an RCT, organized by
decade of age of participants, years of data collection, and the
predominant generation included in the sample. Of 14 RCTs
with positive findings (see Table 2),45:69.7085,88.90,93-96,99,108,111123
across decades of age, only three#>108.111 co|lected data before
2008. Those three completed data collection in or before 2016.

Among older adults ages 50 to 60, five RCTs#>6988.108,111 yjth
favorable results for the intervention were implemented with
TSG or BB individuals. Two studies1°8111 outside of primary care
found preliminary intervention effectiveness among BBs ages
50 to 60 for secondary prevention only. In contrast, nine
RCTs%476.77,103,104,106,107,109,112,124,125 had null or equivalent
findings among predominantly BBs ages 50 to 60.

Among older adults ages 61 to 70, 12 RCTs#5:69.8588,90,93-
96,99,108,111,123 hoted significant differences, including 10 with
TSG individualsé9:8588.90,93-96,99,123 30 two with TSG/BB
individuals.*>198 Two primary prevention interventions8588 and
seven secondary prevention interventions®?.20.73-26.99 with TSG
older adults were set in or connected to medical settings and
contained multiple points of contact. Two tertiary prevention
studies with participants in this age group found a significant
effect.*>123 One offered multiple services in the context of
geriatric case management with TSG individuals,'2% and the
other found a small effect for motivational interviewing among
BB individuals over nondirective listening.*® In contrast, six
studies’>87:8%.91,104.110 of hredominantly TSG individuals and two
with a combination of TSG/BB individuals’31°? in this age group
found no significant effects, thought to be due to methodological
issues and/or minimal intervention. One methodological
exception among the null studies was a U.K. study set in primary
care that provided stepped care for alcohol use compared to
5 minutes of brief advice with a nurse for TSG/BB individuals.104
Six studies with predominantly BB individuals found no
significant effects.4477:103106,107,112,124,125

Among older adults ages 71 to 80, two primary prevention
interventions took place in primary care, one with GG®° and one
with GG/TSG individuals.”® Six secondary prevention
interventions,?%93-76.99 four of which were part of PRISM-E,?0.93-
95 and one tertiary prevention intervention served TSG
individuals.123 In contrast, seven studies’1727587.89.91.110 yjth
TSG individuals with null findings included ill or injured
participants, minimal interventions, and/or had multiple target
behaviors. No study included BB participants in their 70s.

ALCOHOL RESEARCH cCurrent Reviews



Table 2. Randomized Controlled Trials of Interventions with a Significant Effect on Target Outcome Over the
Comparison or Control Group by Age, Period, and Generations Included

Predominant
Ages by Generation
Decade Study* Years Data Collected Representedt

Type of Prevention
Intervention

50-60 Copeland et al. (2003)¢? 1994-1999 TSG Primary
Oslinet al. (2003)88 2000-2001 TSG Secondary
Kuerbis et al. (2023)% 2008-2009,2012-2016 BB Tertiary
Kuerbis et al. (2015)108 2011-2012 BB Secondary
Kuerbis et al. (2022)111 2014-2015 BB Secondary

61-70 Fleming et al. (1999)8> 1993-1995 TSG Primary
Copeland et al. (2003)¢? 1994-1999 TSG Primary
Oslinet al. (2003)88 2000-2001 TSG Primary
Bartels et al. (2004)?° 2000-2001 TSG Secondary
Zanjani et al. (2008)7% 2000-2001 TSG Secondary
Wooten et al. (2017)%° 2000-2001 TSG Secondary
Lee et al. (2009)%4 2001-2005 TSG Secondary
Moore et al. (2011)% 2004-2007 TSG Secondary
D’Agostino et al. (2006)123 NR# TSG Tertiary
Ettner et al. (2014)%? 2005-2007 TSG Secondary
Kuerbis et al. (2023)4 2008-2009,2012-2016 TSG/BB Tertiary
Kuerbis et al. (2015)108 2011-2012 TSG/BB Secondary

71-80 Fleming et al. (1999)8> 1993-1995 GG Primary
Bartels et al. (2004)?° 2000-2001 TSG Secondary
Zanjani et al. (2008)7% 2000-2001 TSG Secondary
Lee et al. (2009)%4 2001-2005 GG/TSG Secondary
Wooten et al. (2017)%> 2000-2001 TSG Secondary
Fink et al. (2005)7° 2000-2003 GG/TSG Primary
Moore et al. (2011)% 2004-2007 TSG Secondary
Ettner et al. (2014)%? 2005-2007 TSG Secondary
D’Agostino et al. (2006)123 NR# TSG Tertiary

‘Some studies fell into more than one age decade.

T Defined as the generation that covered the widest span of participants according to age (mean +/- 1 SD) and years of data collection.

#Used date of publication and year before.

Note: BB, Baby Boomers; GG, Greatest Generation; TSG, The Silent Generation.

Barriers and Facilitators of Successful
Prevention Interventions

The studies reviewed here identified numerous barriers to
successful older adult prevention interventions (see the box
“Potential Barriers to Successful Prevention Interventions
Among Older Adults”). Organizational level barriers included
limited resources, payment structures that discourage SBIRT,
and lack of leadership commitment to prevention intervention
sustainment beyond study end.606566.128.129 | cute health care
settings, prevention interventions failed to impact alcohol use
because other health concerns may be more pressing.”>”7
Further, interventions that target too many behaviors at
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once,%77172 gre too passive (e.g., a letter),”? or have unverified or
low exposure to intervention dose,26:91.97,104128 \yere ineffective
in producing alcohol-related behavior change. Qualitative
studies found that providers who did not believe older adults
drink alcohol and/or could change, only looked for AUD
symptoms, or feared ruining rapport with older adults by asking
about alcohol use, were reluctant or refused to implement
prevention interventions.6%130-132 proyiders also reported low
motivation to screen due to limited time and little training to
respond to positive screens.t%129-132 From their perspective,
older adults reported feeling that providers did not want to hear
about or treat drinking,128.129 that the topic was too personal to
broach,7128 or that the provider was too young to understand.2°
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Potential Barriers to Successful Prevention Interventions Among Older Adults

No third-party reimbursement for intervention®°.6¢
Cost and availability of staff to implement6>128

Cost and availability of additional help®>128

Low readiness to include regular screening, brief intervention, and referral to treatment (SBIRT) or other
screening®®

Low commitment to implement SBIRT or other screening®®

High staff turnover®®

Lack of resources (e.g., space, administrative support)®®
Contractual agreements that inherently discourage assessment!2?

No on-site champions for screening and interventions, leadership®

Set in acute care settings where other health problems may be priority”>77

Too general or too many target behaviors®”71.72

Too passive (e.g., a letter with results for seemingly unrelated health problem)”3
Unverified or low exposure to intervention2673:8891,92,97,104125

Definition of standard drink without visual or experiential learning that does not hold2°.128

Perceptions of Older Adults
Older adults don't drink©
Alcohol is permanently entrenched in life, no possibility of change3®
No insight among older adults, in denial, health illiteracy®%13%
Older adults are fragile, fear of being insensitive or ruining rapport¢130.131
Right to self determination®
Alcohol Only Needs to Be Focus of Concern When
Risk of harm in home environment (e.g., fire)130.131
There are alcohol use disorder symptoms present130.131
Low Motivation to Screen
Need to prioritize other chronic conditions130131
Inadequate training, support and/or place to refer older adults to for specialized treatment¢0129.130
Too busy, too little time, not interested 122132
Low job satisfaction to screen or treat!??

Can'tdirectly observe improved quality of life of the older adults%

Experience in Health Settings in General

Perceive primary care provider as not wanting to treat drinking; drinking is not legitimate issue to
bring up128129

Discomfort, embarrassment, feels too personal to discuss with primary care provider17:128
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Potential Barriers to Successful Prevention Interventions Among Older Adults (Continued)

Provider is too young, won’t understand?®

Self-Perception, Preferences, and Experience Misaligned with Intervention

Considers themselves as drinking responsibly, no need to change, regardless of risk information133134

Consider themselves wiser due to age, can handle drinking34

Alcohol-related health salience (no apparent consequences, no change)17.134135

Doesn'’t consider information relevant, even if it includes their age group?128.133.136

Believability of the education/feedback (doubt its veracity, not convinced)?3128,129.133,136

Feel pushed, preached to!28

Does not want to be abstinent, prefers moderation?’

Physical/mental health problems are more urgent, wants to treat those first133

When older adults perceived interventions to be irrelevant to
their situation or misaligned with their preferences or
circumstances, they were reluctant to or incapable of changing
alcohol use before resolving their stress and mental health
problems.17'63'133'135

Conversely, numerous attributes can enhance the success of
prevention interventions (see the box “Facilitators to Successful
Prevention Interventions Among Older Adults”). Primary
prevention interventions implemented where older adults are
waiting and otherwise unoccupied (e.g., waiting room, pharmacy,
hospital atrium) provided opportunities to engage older adults
and were acceptable across generation and sex.20°459-61.70
Flexibility of place, timing, and frequency of contact,?° such as
including grocery stores, in-home visits, or other places older
adults routinely visit (and outside an acute care setting), can
better capture older adults’ attention and provide access to
brief interventions for older adults. Playful activities, such as
gamification of prevention interventions,>® may also engage
older adults more effectively by broadening education and
screening, normalizing alcohol conversations, and reducing
stigma.1?’ Steps taken to increase trust in information provided
to older adults, such as using established and trustworthy

sources that also illustrated the relevance of information to
their level of risk and perceived concern, appeared to better
engage older adults in evaluating their drinking and planning for
change.6379128129,133,136137 |n primary care settings, prevention
intervention components effective across generations included
onsite behavioral health services, ?° drink
tracking,*>96.97.99.100,102 5oreements with another person to
reduce drinking,?697:99:100,102 normative and/or personalized
feedback,®® full dosage of intervention,?” and follow-up visits or
calls with providers or peers over months for further support
and/or accountability. Physician involvement¢?.9¢.98-100,102,125,138
appeared crucial for older generations (GG/TSG), whereas
provider profession appeared less pivotal for younger cohorts.
Studies in which both physician and patient were provided with
feedback were the most effective among GG/TSG older adults.
Whether professionals or peers, a relaxed style of the provider
that avoids interrogation and aligns the tone of feedback with
the older adult’s level of concern appeared to be particularly
important to engage older adults.204¢124-127 Finally, digital
interventions may attract an important subset of older adults
who subsequently reduce harm.111

Facilitators to Successful Prevention Interventions Among Older Adults

Macro Factors

Screening, brief intervention, and referral to treatment (SBIRT) as a reimbursable intervention®®

Greater societal normalization of discussing alcohol?°

Community building with alcohol-free activities and events for older adults2°

Resilience activities at the individual, small group, and wider community level?°

Setting

Places in which older adults may be waiting and available for intervention (e.g., primary care waiting rooms,
pharmacy line, hospital atriums, grocery stores)20->45%.70.127
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Facilitators to Successful Prevention Interventions Among Older Adults (Continued)

Part of a Medicare annual wellness visit®”
Flexibility in terms of time, location, and frequency of contact?’

Nonstigmatizing settings, including in home?223110123126

Group education (also provides community as a protective factor)20->32657

Gamification®®

Variety of educational mediums, posters, brochures, and public service announcements>”:127
Sustained education over time (repetition, reminders, booster sessions)2°

Inclusion of citations of facts to increase trust in the information®379128:129.133,136,137

Normative feedback, especially for older men?%103

Personalized feedback, especially for older women?8-7.708182,110
Gamification>67683

A variety of messaging approaches (i.e., not only health-based messages)%®
Eliciting active engagement, not just passive information83111

Inclusion of citations of facts to increase trust in the information®379128.129.133,136,137

Assessment and feedback using the AUDIT, AUDIT-C, ARPS, or the
C ARET22,23,55,65,66,70,82,84,96,97,99,104,108,109,112

Physician provides feedback and is part of agreement to reduce drinking®?:9¢:98-100,102,125138
Both physician and patient receive feedback®?70,96.98-100.102,138

Printed materials, detailed booklet>47°

Personalized and normative feedback>>586370

Drink tracking, daily diary#596:97,99,100,102

Agreement to reduce drinking, commitment, accountability?é97,99:100,102

Age-specific and awareness of relevance to specific participant>357:60127,128,133,136

Human contact (peers, providers, small groups)>”1>

Encouraging older adults to both provide and receive help>”1%7

Motivational interviewing and/or cognitive behavioral therapy?22381.82:94.96,97

Multiple points of contact over time?697:99

Easy relaxed style?°

Avoids interrogation?

Aligns feedback tone with older adults’ level of concern for alcohol use?°

Long established relationships with older adults (particularly for African Americans)é>1°°

Nonmedical providers (younger and African American older adults)6>150
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Studies also identified several factors that motivate older escape or cope with distress related to loss, illness, or lack of

adults to sustain or change drinking behavior (see the box purpose, and in some cases as a form of “medicine” to treat pain,
“Reasons to Change or Sustain Drinking Among Older Adults”). reduce stress, and aid sleep.128133-135139 Q|der adults reported a
Like adults across the life span, older adults reported taking willingness to change when it leads to tangible benefits, such as
pleasure in the ritual of drinking, that drinking adds to their seeing family or travel;128139 to avoid negative consequences
quality of life and socialization, and that it provides and stigma;20134135.139 or when there was a change in their life
relaxation.128.134 Pleasurable factors potentially unique to older circumstance that may require change, such as lack of money or
adults were that it is one last pleasure in their lives, connects presence of a homecare worker who is monitoring

them to their youth, and makes them feel enjoyably drinking.134140

rebellious.127:128134 O|der adults also reported using alcohol to

Reasons to Change or Sustain Drinking Among Older Adults

Reasons for Continued Drinking

Aspects that Older Adults Specifically Report as Rewarding
“The ritual#4¢4
Adds to quality of life, relaxation128134.139
Important part of later life, last pleasure®4¢
Part of identity as fun, connected to youth?#+¢4
The rebellious feeling that comes with drinking°®

Part of Socialization1?8134
Meaningful part of time with friends128134.139.152
Meaningful part of time with spouse or partner3?
Cultural norms with family and friends, expectation of drinking3*

Occurs in settings where there are adverse social consequences for not drinking (e.g., in retirement
community)128.134

With meals and on special occasions128.134
Often in settings with an abundance of alcohol where socializing128134
Motivation for Drinking
Marks the structure of the day!3*
Coping
Coping with loss, bereavement128.134
Coping with illness or cancer (hopelessness)128
Coping with loss of purpose?’
Among men, used to hide degeneration due to aging12®
“Form of medicine”128133-135,139
Treats pain133
Sleep aid13%4
Positive effects on health and well-being128134135

Reduces stress133.13?
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Reasons to Change or Sustain Drinking Among Older Adults (Continued)

No Benefits to Reducing Drinking

Optimistic bias: no problems yet; won't affect me128.134.152

Perceive little risk, view self as controlled, no need to reduce!28:134

Perceive little benefit from acting on risk information3313>

Habit, perhaps too difficult to break!28
Reasons to Control or Stop Drinking
To Optimize Life

To be able to see and spend time with grandchildren, family commitments128.139

To be able to travel*?®
Part of a positive view of aging!>?

To Avoid Negative Consequences
Hangovers, blackouts134139
Medication interactions?°
Avoid drunk driving128134135
Avoid ill health128135140
Fear of falling, looking foolish128

Stigma of Heavy Drinking28134
Particularly for women110.128.134.135
Religious/cultural beliefs20:128,134

Change in Life Circumstance
Not going out as much4®
Don't have money40
Trying to lose/control weight128:13
Not able to drink as much due to age12®
Doctor gave me advice to reduce?®
Homecare workers encourage not drinking!28

If became ill, would reducel3?

Discussion

This narrative review described primary, secondary, and tertiary
alcohol prevention interventions with older adults, the barriers
and facilitators to those interventions, and the impact of age,
period, and generation. Like prior reviews,2426.28 design issues
and vague intervention descriptions inhibit definitive
conclusions. Because this narrative review compared findings
across heterogenous study designs, conclusions are inherently
limited. In aggregate, however, it identified consistent aspects of
successful prevention interventions among older adults and
helped to identify gaps in the literature not previously reported.
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Importance of Assessment

The high prevalence of null findings of prevention interventions
compared to assessment suggests there was a therapeutic effect
of screening alone, particularly when the AUDIT, AUDIT-C,
ARPS, or CARET were used,2223556566.7082,84,96,97,.99,104,108,109,112
The AUDIT-C focuses on drinking quantity and frequency and,
like drink tracking, may raise awareness of alcohol use. The
AUDIT, ARPS, and CARET identify alcohol problems, and the
older adult-specific ARPS and CARET also bring to light
complexities of comorbidity, offering unique opportunities for
reflection. Assessment is clearly an instrumental first pass at
prevention, and experiential exercises that accompany such
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assessment, such as asking older adults to pour their usual drink
to determine its equivalent in standard drinks,2%127 are likely
impactful across generations.

Outcomes Across Generations

Alcohol-related targets, such as planning for change, treatment
engagement, and treatment completion, were successfully
achieved across modalities and levels of intervention intensity.
However, the specific quantity and frequency of alcohol use was
more immovable, with a few studies demonstrating that a
notable proportion of participants continued to drink at at-risk
levels. Older generations demonstrated larger reductions in
drinking across prevention interventions and decade of age, yet
as BB individuals aged and were included in studies, effects
appeared muted. For example, only three out of 18 RCTs
including BB participants identified significant findings with this
group (see Table 2). This does not suggest that BB older adults
do not demonstrate therapeutic benefits from prevention
intervention. Rather, few studies were able to demonstrate
intervention superiority to a control or an active comparison
group, and effects among BB participants appear smaller in
magnitude than among prior generations. That said, conclusions
made about the influence of age, period, and generation should
be interpreted with caution, as they are difficult to parse out.

It could be that in this era of limitless options for consuming
information, educational messages and interventions are simply
not able to make the impact they did with earlier generations.

Aspects of Successful Prevention Interventions
The review identified shared aspects of successful prevention
interventions. Successful educational programs were
engaging,®® occurred individually and in groups,®®>? and were
provided in multimedia formats,®1%8 particularly in
environments where multiple sources clamored for
attention.>?¢! Messaging content beyond health consequences,
such as the gains of reducing alcohol use (e.g., increased energy,
clear thinking, and younger appearance), may provide new in-
roads to engage older adults.®®111 Drink tracking, accountability
to another person to reduce drinking, and multiple points of
contact and/or ongoing support were present in many of the
interventions that demonstrated a significant therapeutic effect
over the comparison group. Among TSG older adults, drink
tracking 7 days before a primary care appointment, committing
to change with a physician or nurse, and having follow-up
discussions with physicians or health educators were important
aspects for two of the largest effective secondary
interventions.?6-100.102 |nterventions that were beneficial among
BB older adults included remote support and education without
interacting directly with another person,08111 perhaps due to
their ability to provide increased privacy, anonymity, and an
opportunity to change on their own. Approaching discussions of
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alcohol use as a part of a healthy lifestyle may initially attract
older adults’ attention, but direct conversations about alcohol
use, including its importance in an older adult’s life, within and
outside health care settings, normalizes and destigmatizes
alcohol use and increases the chance for optimal information for
next steps.

Older Adult Preferences and Attitudes
Toward Interventions
Surprisingly, alcohol use severity was not a factor determining in
which type of prevention interventions older adults engaged.
Studies of older adults receiving brief treatments found that
many participants preferred minimal care®2 or reduced alcohol
use and harm despite not receiving the full intervention.2223
In other studies, however, older adults preferred intensive
interventions to minimal care.?> Cognitive behavioral therapy,
an evidence-supported approach to treating older adults with
AUD,3%141 was offered in four studies; however, cognitive
behavioral therapy modules were infrequently implemented,
with providers or older adults deeming it unnecessary after one
session. Cognitive behavioral therapy protocols adapted for
older adults also may not address this population’s
heterogeneity, as they were primarily tested among GG/TSG
male veterans,21,142.143

Matching older adults to the appropriate level of prevention
intervention intensity remains a challenge but could be essential
for increasing access to treatment, greater engagement, and
reduction of alcohol use. Assessing preferences for
interventions along with discussions about alcohol could inform
providers on how to best align prevention interventions with
older adults’ perceptions of their own drinking and their needs.

Older Adult-Specific Interventions

Prevention intervention effectiveness was moderately related
to older adult specificity. Only 67% of older adult specific
interventions reported statistically significant therapeutic
effects over the comparison or control groups, whereas 47% of
non-older adult-specific prevention interventions demonstrated
such effects. Older adult specificity may be less important as
severity of alcohol use increases and older adults receive
evidence-supported treatments, such as cognitive behavioral
therapy.14414> Notably, older adult specificity is not equivalent
to relevance (i.e., does an older adult perceive a need for this
information or experience the information as applicable to
them?) or tailoring (i.e., adjusting intervention components to
the needs of an older adult). Older adult specificity accounts for
biology (e.g., physiological changes that occur with aging) and
life stage (e.g., retirement) to identify commonalities across
older adults. Relevance and tailoring extend beyond this and
address the unique role alcohol plays in an older adult’s life.

Set and setting of interventions matter across the life span.
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Digital Interventions

Contrary to stereotypes that older adults will not or cannot
engage with digital interventions, ¢* online and mobile digital
interventions were used across generations and decades with
promising results.”®384 In some cases, older adults engaged
twice as often to achieve the same therapeutic effect;8?
however, a meta-analysis?? examining individual-level data
demonstrated that older adults age 55 and older had almost
twice the odds of responding to online alcohol treatment
compared to younger adults. Older adults who seek online help
may already view their alcohol use as a concern. In a mediational
analysis of online personalized feedback and normative
feedback, participants who were already worried about their
drinking before feedback had a significantly greater likelihood of
planning for change.®37%137 Assessing a person for concerns
about their drinking before intervention may further help
providers and programs align interventions with an older adult’s
level of concern, thereby increasing engagement.

Potential Adaptations to Prevention
Interventions

Primary care as a setting for intervention

The future of primary care prevention intervention is unclear,
as primary care providers already shoulder impossible burdens,
with one study estimating that it would require 26.7 hours daily
to implement all recommended prevention services for a panel
of 2,500 primary care patients annually.24¢ Where GG/TSG
older adults consistently responded to primary care advice,
younger generations did not. Possible explanations are
generational attitude shifts away from doctors as the ultimate
authority,'#” as well as shortened primary care visits and high
turnover that prohibit long-term relationships with providers.
Another factor may be the inclusion of more racial/ethnic
minorities in later studies who may distrust research in medical
settings. Thus, the infamous Tuskegee syphilis study and other
medical abuses!4814? understandably impact Black older adults’
trust in medical research across generations and may explain
why nonmedical interventionists with long-term community-
based relationships have greater impact with African
Americans.6>150

Expanding FRAMES for older adults

Inthe 1990s, active components of alcohol brief interventions
for all adults were compiled into the FRAMES approach that
emphasizes feedback, responsibility, advice, menu of options,
empathy, and self-efficacy.1>! Based on the present review,
FRAMES could be updated for older adults to reflect what is
known about the potential moderating effects of sex,
generation, and alcohol use severity. Normative feedback may
be particularly important for older men, who may be more
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influenced by peers, whereas personalized feedback may be
more important for women and younger cohorts of older adults,
who may be more responsive to health messages. In addition to
representing “advice,” the A of FRAMES for older adults could
stand for agreement for change and accountability to another
person, whereas the S could stand not only for self-efficacy but
also for social or professional support, especially as drinking
severity increases.

The Health Promotion Workbook for Older Adults

For the past 30 years, most older adult-specific prevention
interventions have used Barry et al.’s Health Promotion Workbook
for Older Adults.?! This mainstay of SBIRT adaptations to older
adults contributed to reducing alcohol among GG/TSG older
adults;8>8899 however, once BB individuals entered studies of
older adults, findings became more variable.”¢ Although
workbook elements such as drink tracking and an agreement
with another person to reduce drinking remain a part of
effective interventions across generations, other aspects of the
workbook may now be outdated, especially given advances in
aging medicine, generational knowledge, alcohol research, and
increasing older adult heterogeneity. Updating the workbook or
digitizing it to incorporate artificial intelligence to increase
relevance and tailoring to each older adult may be a promising
avenue for future intervention and research. This could also
widen the reach of these interventions in a cost-effective way
torural areas, where providers and treatment opportunities

are scant.

The Drink Wise, Age Well Initiative
“Drink Wise, Age Well” (DWAW) was a public health initiative
implemented in the United Kingdom from 2015 to 2020 to
address alcohol use among individuals age 50 and older.1?”
DWAW included more than 40 interventions at the macro,
mezzo, and micro levels, harnessing multipronged best practices
for prevention intervention. Strategically constructed, adapted,
and implemented with local community partners, DWAW
recorded extensive positive impact in its final report, which was
published but not peer reviewed.'2” DWAW included education;
peer-to-peer activities; trainings; brief interventions?® and brief
treatments,!2” one of which was reviewed above; a dedicated
help line to connect individuals to formal treatment; and more.
Within this initiative, Live Wise, Age Well (LWAW)12” was a
six-module, older adult-specific cognitive behavioral therapy
group focused on resilience and finding purpose. When
outcomes of LWAW participants were compared to those
receiving formal specialty care, LWAW demonstrated
equivalent alcohol outcomes yet retained older adults longer.
Among LWAW participants (N = 2,466), 24% were no longer
showing at-risk drinking patterns, 74% improved well-being,
45% reduced anxiety, and 44% reduced depression. Of note,
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DWAW worked with community partners from project
inception and prioritized community building, social
connections, and a sense of purpose among older adults by
providing tailored interventions for local communities.
Implementing prevention at the macro, mezzo, and micro levels
and DWAW'’s broad focus on individual and community
resilience, community building, and alcohol-free activities, which
may inherently lead to reduced alcohol use, are compelling
features that merit future rigorous empirical study.

Future Policy, Research, and Conclusion

Despite the limitations of existing research, the future of
prevention interventions aimed at older adults is bright.
Investment of time and resources into this burgeoning group
could increase engagement of this population in brief
interventions by disseminating existing prevention
interventions that include assessment and the identified
components of successful interventions described above, as well
as honor the perspectives and reasons for change among older
adults. Expanding ongoing education about alcohol use in later
life for individuals, providers, and communities could contribute
to reduced individual and societal harm. Future policy could
address structural components that inhibit provider
engagement in SBIRT?! and extend and deepen providers’
professional development to increase competency with older
adults. Future research could test common features of
successful interventions identified in this review—including
intensity, messaging content, and attention to providers and
relationships—as well as new additions, such as an updated
workbook or arigorous test of LWAW. Refinement of older
adult prevention interventions that isolates their active
components and updates education for new generations may
enhance implementation and effectiveness. Finally, findings
highlight the utility of offering older adults a variety of
prevention intervention modalities, such as in-person, online,
and mail-based approaches, to increase access and engagement
across generations, honoring older adults’ heterogeneity and
their self-determination.

References

1. Kuerbis A, Sacco P, Blazer DG, Moore AA. Substance abuse
among older adults. Clin Geriatr Med. 2014,;30(3):629-654.
doi:10.1016/j.cger.2014.04.008

2. United States Department of Agriculture, United States
Department of Health and Human Services. Dietary guidelines for
Americans, 2020-2025. 2020.
https://www.dietaryguidelines.gov/resources/2020-2025-dietary-
guidelines-online-materials.

3. World Health Organization. Global Status Report on Alcohol and
Health 2014. Geneva, Switzerland: World Health Organization,
2014.

Vol 45No 1]2025 22

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

Moore AA, Karno MP, Grella CE, et al. Alcohol, tobacco, and
nonmedical drug use in older U.S. adults: Data from the 2001/2
National Epidemiologic Survey of alcohol and Related Conditions.
J Am Geriatr Soc. 2009;57(12):2275-2281.d0i:10.1111/].1532-
5415.2009.02554.x.

Substance Abuse and Mental Health Services Administration
(SAMHSA). National Survey on Drug Use and Health 2023. 2024.
https://datafiles.samhsa.gov.

White AM, Orosz A, Powell PA, Koob GF. Alcohol and aging—An
area of increasing concern. Alcohol. 2023;107:19-27. doi:10.1016/].
alcohol.2022.07.005

Kuerbis A. Substance use among older adults: An update on
prevalence, etiology, assessment, and intervention. Gerontology.
2020;66(3):249-258. doi:10.1159/000504363

SAMHSA. Overdose Prevention and Response Toolkit. 2025.
https://library.samhsa.gov/product/overdose-prevention-
response-toolkit/pep23-03-00-001.

SAMHSA. Implementing community-level policies to prevent
alcohol misuse. SAMHSA Publication No. PEP22-06-01-006. 2022.
https://library.samhsa.gov/sites/default/files/pep22-06-01-

006.pdf.
Schonfeld L. Adapting SBIRT for older adults. In: Kuerbis A, Moore

AA, Sacco P, Zanjani F, eds. Alcohol and Aging: Clinical and Public
Health Perspectives. Berlin, Germany: Springer; 2017:215-231.
World Health Organization Brief Intervention Study Group.

A cross-national trial of brief interventions with heavy drinkers.
WHO Brief Intervention Study Group. Am J Public Health.
1996;86(7):948-955. doi:10.2105/ajph.86.7.948

Saitz R. Alcohol screening and brief intervention in primary care:
Absence of evidence for efficacy in people with dependence or very
heavy drinking. Drug Alcohol Rev. 2010;29(6):631-640.
doi:10.1111/j.1465-3362.2010.00217 .x

Glass JE, Andréasson S, Bradley KA, et al. Rethinking alcohol
interventions in health care: A thematic meeting of the
International Network on Brief Interventions for Alcohol & Other
Drugs (INEBRIA). Addict Sci Clin Pract. 2017;12(1):14.
doi:10.1186/s13722-017-0079-8

Wilk Al, Jensen NM, Havighurst TC. Meta-analysis of randomized
control trials addressing brief interventions in heavy alcohol
drinkers. J Gen Intern Med. 1997;12(5):274-283. d0i:10.1046/].
1525-1497.1997.012005274.x

O’Donnell A, Anderson P, Newbury-Birch D, et al. The impact of
brief alcohol interventions in primary healthcare: A systematic
review of reviews. Alcohol Alcohol. 2014;49(1):66-78. doi:10.1093/
alcalc/agt170

Platt L, Melendez-Torres GJ, O’'Donnell A, et al. How effective are
brief interventions in reducing alcohol consumption: Do the
setting, practitioner group and content matter? Findings from a
systematic review and metaregression analysis. BMJ Open.
2016;6(8):€011473.d0i:10.1136/bmjopen-2016-011473
Broyles LM, Rosenberger E, Hanusa BH, Kraemer KL, Gordon AJ.
Hospitalized patients’ acceptability of nurse-delivered screening,
brief intervention, and referral to treatment. Alcohol Clin Exp Res.
2012;36(4):725-731.d0i:10.1111/j.1530-0277.2011.01651.x
Bachhuber MA, O’Grady MA, Chung H, et al. Delivery of screening
and brief intervention for unhealthy alcohol use in an urban
academic Federally Qualified Health Center. Addict Sci Clin Pract.
2017;12(1):33.d0i:10.1186/s13722-017-0100-2

Duru OK, Xu H, Tseng C-H, et al. Correlates of alcohol-related
discussions between older adults and their physicians.

J Am Geriatr Soc. 2010;58(12):2369-2374.d0i:10.1111/j.1532-
5415.2010.03176.x

ALCOHOL RESEARCH cCurrent Reviews


https://doi.org/10.1016/j.cger.2014.04.008
https://www.dietaryguidelines.gov/about-dietary-guidelines/previous-editions/2020-dietary-guidelines
https://www.dietaryguidelines.gov/about-dietary-guidelines/previous-editions/2020-dietary-guidelines
https://doi.org/10.1111/j.1532-5415.2009.02554.x
https://doi.org/10.1111/j.1532-5415.2009.02554.x
https://datafiles.samhsa.gov/
https://doi.org/10.1016/j.alcohol.2022.07.005
https://doi.org/10.1016/j.alcohol.2022.07.005
https://doi.org/10.1159/000504363
https://library.samhsa.gov/product/overdose-prevention-response-toolkit/pep23-03-00-001
https://library.samhsa.gov/product/overdose-prevention-response-toolkit/pep23-03-00-001
https://library.samhsa.gov/sites/default/files/pep22-06-01-006.pdf
https://library.samhsa.gov/sites/default/files/pep22-06-01-006.pdf
https://doi.org/10.2105/ajph.86.7.948
https://doi.org/10.1111/j.1465-3362.2010.00217.x
https://doi.org/10.1186/s13722-017-0079-8
https://doi.org/10.1046/j.1525-1497.1997.012005274.x
https://doi.org/10.1046/j.1525-1497.1997.012005274.x
https://doi.org/10.1093/alcalc/agt170
https://doi.org/10.1093/alcalc/agt170
https://doi.org/10.1136/bmjopen-2016-011473
https://doi.org/10.1111/j.1530-0277.2011.01651.x
https://doi.org/10.1186/s13722-017-0100-2
https://doi.org/10.1111/j.1532-5415.2010.03176.x
https://doi.org/10.1111/j.1532-5415.2010.03176.x

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

Vol 45No 1]2025

Seddon J, Bareham B, Kaner E, Hanratty B, Wadd S. The
acceptability of alcohol screening and brief intervention for older
adults in community venues. Drug Alcohol Rev. 2025;44(1):37-47.
doi:10.1111/dar.13949

Barry KL, Oslin DW, Blow FC. Alcohol Problems in Older Adults. New
York, NY: Springer Publishing Company; 2001.

Schonfeld L, Hazlett RW, Hedgecock DK, Duchene DM, Burns LV,
Gum AM. Screening, brief intervention, and referral to treatment
for older adults with substance misuse. Am J Public Health.
2015;105(1):205-211. doi:10.2105/AJPH.2013.301859
Schonfeld L, King-Kallimanis BL, Duchene DM, et al. Screening and
brief intervention for substance misuse among older adults: The
Florida BRITE project. Am J Public Health. 2010;100(1):108-114.
doi:10.2105/AJPH.2008.149534

Armstrong-Moore R, Haighton C, Davinson N, Ling J. Interventions
to reduce the negative effects of alcohol consumption in older
adults: A systematic review. BMC Public Health. 2018;18(1):302.
doi:10.1186/s12889-018-5199-x

Hafford-Letchfield T, McQuarrie T, Clancy C, Thom B, Jain B.
Community based interventions for problematic substance use in
later life: A systematic review of evaluated studies and their
outcomes. Int J Environ Res Public Health. 2020;17(21):7994.
doi:10.3390/ijerph17217994

Kelly S, Olanrewaju O, Cowan A, Brayne C, Lafortune L.
Interventions to prevent and reduce excessive alcohol
consumption in older people: A systematic review and meta-
analysis. Age Ageing. 2018;47(2):175-184. doi:10.1093/ageing/
afx132

Purser GL, Lemieux CM. Brief alcohol interventions with older
adults: A systematic review of literature. J Soc Work Pract Addict.
2022;22(2):120-136. d0i:10.1080/1533256X.2021.1935146
Boumans J, van de Mheen D, Crutzen R, Dupont H, Bovens R,
Rozema A. Understanding how and why alcohol interventions
prevent and reduce problematic alcohol consumption among older
adults: A systematic review. Int J Environ Res Public Health. 2022;
19(6):3188. doi:10.3390/ijerph19063188

Riper H, Hoogendoorn A, Cuijpers P, et al. Effectiveness and
treatment moderators of internet interventions for adult problem
drinking: An individual patient data meta-analysis of 19
randomised controlled trials. PLOS Med. 2018;15(12):e1002714.
doi:10.1371/journal.pmed.1002714

SAMHSA. Substance Abuse Among Older Adults: Treatment
Improvement Protocol (TIP) Series 26. 2020.
https://library.samhsa.gov/sites/default/files/tip-26-pep20-02-01-

011.pdf.

Zhang Y, Guo X, Saitz R, et al. Secular trends in alcohol
consumption over 50 years: The Framingham Study. Am J Med.
2008;121(8):695-701. doi:10.1016/j.amjmed.2008.03.013
Calvo E, Allel K, Staudinger UM, Castillo-Carniglia A, Medina JT,
Keyes KM. Cross-country differences in age trends in alcohol
consumption among older adults: A cross-sectional study of
individuals aged 50 years and older in 22 countries. Addiction.
2021;116(6):1399-1412.doi:10.1111/add.15292

Calvo E, Medina JT, Ornstein KA, Staudinger UM, Fried LP, Keyes
KM. Cross-country and historical variation in alcohol consumption
among older men and women: Leveraging recently harmonized
survey datain 21 countries. Drug Alcohol Depend. 2020;215:
108219.doi:10.1016/j.drugalcdep.2020.108219

Han BH, Moore AA, Ferris R, Palamar JJ. Binge drinking among
older adults in the United States, 2015 to 2017. J Am Geriatr Soc.
2019;67(10):2139-2144.doi:10.1111/jgs.16071

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

47.

48.

49.

50.

Han BH, Moore AA, Sherman S, Keyes KM, Palamar JJ.
Demographic trends of binge alcohol use and alcohol use disorders
among older adults in the United States, 2005-2014. Drug Alcohol
Depend. 2017;170:198-207. doi:10.1016/j.drugalcdep.2016.11.
003

Yang JC, Roman-Urrestarazu A, Brayne C. Binge alcohol and
substance use across birth cohorts and the global financial crisis in
the United States. PLOS One. 2018;13(6):e0199741.d0i:10.1371/
journal.pone.0199741

Page MJ, McKenzie JE, Bossuyt PM, et al. The PRISMA 2020
statement: An updated guideline for reporting systematic reviews.
BMJ.2021;372:n71.d0i:10.1136/bmj.n71

Kummel M, Vahlberg T, Ojanlatva A, Karki R, Mattila T, Kivela SL.
Effects of an intervention on health behaviors of older coronary
artery bypass (CAB) patients. Arch Gerontol Geriatr. 2008;46(2):
227-244.doi:10.1016/j.archger.2007.04.003

Kisling LA, Das JM. Prevention Strategies. Treasure Island, FL:
StatPearls Publishing; 2025.

Miller WR, Rollnick S. Motivational Interviewing: Preparing People for
Change. 3rd ed. New York, NY: Guilford Press; 2013.

Miller WR, Zweben A, DiClemente CC, Rychtarik RG. Motivational
Enhancement Therapy Manual: A Clinical Research Guide for
Therapists Treating Individuals With Alcohol Abuse and
Dependence. Project MATCH Monograph Series. Vol 2. Rockville,
MD: U.S. Department of Health and Human Services; 1999.

Babor TF, McRee BG, Kassebaum PA, Grimaldi PL, Ahmed K, Bray
J. Screening, Brief Intervention, and Referral to Treatment (SBIRT):
Toward a public health approach to the management of substance
abuse. Subst Abus. 2007;28(3):7-30. doi:10.1300/J465v28n03 03
Miller WR, Forcehimes AA, Zweben A. Treating Addiction: A Guide
for Professionals. New York: Guilford Press; 2011.

Gottlieb Hansen AB, Becker U, Nielsen AS, Grgnbaek M, Tolstrup
JS. Brief alcohol intervention by newly trained workers versus
leaflets: Comparison of effect in older heavy drinkers identified in a
population health examination survey: A randomized controlled
trial. Alcohol Alcohol. 2012;47(1):25-32. doi:10.1093/alcalc/agr140
Kuerbis A, Behrendt S, Morgenstern J. Age as a moderator of
motivational interviewing and nondirective client-centered
psychotherapy for alcohol use disorder: An exploratory study.
Alcohol Clin Exp Res. 2023;47(3):527-539.doi:10.1111/acer.15015
Kuerbis A, Hayes M, Morgenstern J. Exploratory single-system
analyses of moderation-based brief treatments with middle-aged
and older heavy drinkers. J Soc Work Pract Addict. 2013;13(4):393-
416.doi:10.1080/1533256X.2013.842095

Bush K, Kivlahan DR, McDonell MB, Fihn SD, Bradley KA. The
AUDIT alcohol consumption questions (AUDIT-C): An effective
brief screening test for problem drinking. Ambulatory Care Quality
Improvement Project (ACQUIP). Alcohol Use Disorders
Identification Test. Arch Intern Med. 1998;158(16):1789-1795.
doi:10.1001/archinte.158.16.1789

Sobell LC, Sobell MB, Leo Gl, Cancilla A. Reliability of a timeline
method: Assessing normal drinkers’ reports of recent drinking and
a comparative evaluation across several populations. Br J Addict.
1988;83(4):393-402. doi:10.1111/j.1360-0443.1988.tb00485.x
Babor T, Higgins-Biddle JC, Saunders JB, Monteiro MG. The Alcohol
Use Disorders Identification Test (AUDIT): Guidelines for Use in Primary
Care. 2nd ed. Geneva, Switzerland: World Health Organization;
2001.

Fink A, Tsai MC, Hays RD, et al. Comparing the alcohol-related
problems survey (ARPS) to traditional alcohol screening measures
in elderly outpatients. Arch Gerontol Geriatr. 2002;34(1):55-78.
doi:10.1016/s0167-4943(01)00198-4

ALCOHOL RESEARCH cCurrent Reviews


https://doi.org/10.1111/dar.13949
https://doi.org/10.2105/AJPH.2013.301859
https://doi.org/10.2105/ajph.2008.149534
https://doi.org/10.1186/s12889-018-5199-x
https://doi.org/10.3390/ijerph17217994
https://doi.org/10.1093/ageing/afx132
https://doi.org/10.1093/ageing/afx132
https://doi.org/10.1080/1533256X.2021.1935146
https://doi.org/10.3390/ijerph19063188
https://doi.org/10.1371/journal.pmed.1002714
https://library.samhsa.gov/sites/default/files/tip-26-pep20-02-01-011.pdf
https://library.samhsa.gov/sites/default/files/tip-26-pep20-02-01-011.pdf
https://doi.org/10.1016/j.amjmed.2008.03.013
https://doi.org/10.1111/add.15292
https://doi.org/10.1016/j.drugalcdep.2020.108219
https://doi.org/10.1111/jgs.16071
https://doi.org/10.1016/j.drugalcdep.2016.11.003
https://doi.org/10.1016/j.drugalcdep.2016.11.003
https://doi.org/10.1371/journal.pone.0199741
https://doi.org/10.1371/journal.pone.0199741
https://doi.org/10.1136/bmj.n71
https://doi.org/10.1016/j.archger.2007.04.003
https://doi.org/10.1300/J465v28n03_03
https://doi.org/10.1093/alcalc/agr140
https://doi.org/10.1111/acer.15015
https://doi.org/10.1080/1533256X.2013.842095
https://doi.org/10.1001/archinte.158.16.1789
https://doi.org/10.1111/j.1360-0443.1988.tb00485.x
https://doi.org/10.1016/s0167-4943(01)00198-4

51.

52.

53.

54.

55.

56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

66.

67.

Moore AA, Beck JC, Babor TF, Hays RD, Reuben DB. Beyond
alcoholism: Identifying older, at-risk drinkers in primary care.

J Stud Alcohol. 2002;63(3):316-324. doi:10.15288/jsa.2002.63.316
Humeniuk RE, Henry-Edwards S, Ali RL, Poznyak V, Monteiro M.
The Alcohol, Smoking and Substance Involvement Screening Test
(ASSIST): Manual for use in primary care. World Health
Organization. 2010. https://iris.who.int/bitstream/handle/
10665/44320/9789241599382 eng.pdf?sequence=1.

Eliason MJ, Skinstad AH. Drug & alcohol intervention for

older women. J Gerontol Nurs. 2013;27(12):18-24.
doi:10.3928/0098-9134-20011201-08

Fink A, Beck JC, Wittrock MC. Informing older adults about non-
hazardous, hazardous, and harmful alcohol use. Patient Educ Couns.
2001;45(2):133-141. doi:10.1016/s0738-3991(01)00095-7
Nguyen K, Fink A, Beck JC, Higa J. Feasibility of using an alcohol-
screening and health education system with older primary care
patients. J Am Board Fam Pract. 2001;14(1):7-15.

Benza AT, Calvert S, McQuown CB. Prevention BINGO: Reducing
medication and alcohol use risks for older adults. Aging Ment Health.
2010;14(8):1008-1014. doi:10.1080/13607863.2010.501067
Zanjani F, Davis T, Kruger T, Murray D. Mental health and aging
initiative: Intervention component effects. Rural Remote Health.
2012;12:2154.doi:10.22605/RRH2154

Han BH, Masukawa K, Rosenbloom D, et al. Use of web-based
screening and brief intervention for unhealthy alcohol use by older
adults. J Subst Abuse Treat. 2018;86:70-77.doi:10.1016/j.jsat.2018.
01.002

Zanjani F, Allen HK, Schoenberg N, Martin C, Clayton R. Immediate
effects of a brief intervention to prevent alcohol and medication
interactions among older adults. Health Educ Res. 2018;33(4):261-
270.doi:10.1093/her/cyy021

Zanjani F, Allen H, Smith RV, et al. Pharmacy staff perspectives on
alcohol and medication interaction prevention among older rural
adults. Gerontol Geriatr Med. 2018;4(10):2333721418812274.
doi:10.1177/2333721418812274

Zanjani F, Allen H, Schoenberg N, Martin C, Clayton R.
Acceptability of intervention materials to decrease risk for alcohol
and medication interactions among older adults. Eval Program
Plann. 2018;67:160-166.doi:10.1016/j.evalprogplan.2017.12.010
Zanjani F, Schoenberg N, Martin C, Clayton R. Reducing medication
risks in older adult drinkers. Gerontol Geriatr Med. 2020;6(8):
2333721420910936.d0i:10.1177/2333721420910936

Kuerbis AN, Hail L, Moore AA, Muench FJ. A pilot study of online
feedback for adult drinkers 50 and older: Feasibility, efficacy, and
preferences for intervention. J Subst Abuse Treat. 2017;77:126-132.
doi:10.1016/j.jsat.2017.04.004

Kuerbis A, Mulliken A, Muench F, Moore AA, Gardner D. Older
adults and mobile technology: Factors that enhance and inhibit
utilization in the context of behavioral health. Ment Health Addict
Res.2017;2(2):1-11.d0i:10.15761/MHAR.1000136

Scott DM, Petras H, Kalu N, et al. Implementation of screening,
brief intervention, and referral for treatment in the aging network
of care to prevent alcohol, recreational drug, and prescription
medication misuse. Prev Sci. 2020;21(7):972-978. doi:10.1007/
s11121-020-01154-y

Brown RL, Moberg PD, Allen JB, et al. A team approach to
systematic behavioral screening and intervention. Am J Manag Care.
2014;20(4):e113-e121.

Tarn DM, Pace WD, Tseng CH, et al. Outcomes of a virtual practice-
tailored Medicare annual wellness visit intervention. J Am Board
Fam Med. 2023;36(3):501-509. doi:10.3122/jabfm.2022.
220342R1

Vol 45No 1]2025 24

68.

69.

70.

71.

72.

73.

74.

75.

76.

77.

78.

79.

80.

81.

82.

Sallis A, Attwood S, Harper H, et al. A randomised trial of the effect
of appearance versus health-framed messages on engagement with
an online brief screening and alcohol reduction intervention.
Psychol Health. 2019;34(8):922-942. doi:10.1080/08870446.
2019.1579911

Copeland LA, Blow FC, Barry KL. Health care utilization by older
alcohol-using veterans: Effects of a brief intervention to reduce at-
risk drinking. Health Educ Behav. 2003;30(3):305-321. doi:10.1177/
1090198103030003006

Fink A, Elliott MN, Tsai M, Beck JC. An evaluation of an
intervention to assist primary care physicians in screening and
educating older patients who use alcohol. J Am Geriatr Soc.
2005;53(11):1937-1943.d0i:10.1111/j.1532-5415.2005.00476.x
Harari D, lliffe S, Kharicha K, et al. Promotion of health in older
people: A randomised controlled trial of health risk appraisal in
British general practice. Age Ageing. 2008;37(5):565-571.
doi:10.1093/ageing/afn150

Vrdoljak D, Markovi¢ BB, Puljak L, Lali¢ DI, Kranj¢evi¢ K, Vuéak J.
Lifestyle intervention in general practice for physical activity,
smoking, alcohol consumption and diet in elderly: A randomized
controlled trial. Arch Gerontol Geriatr. 2014;58(1):160-169.
doi:10.1016/j.archger.2013.08.007

Wolinsky FD, Lou Y, Edmonds SW, et al. The effects of a patient
activation intervention on smoking and excessive drinking
cessations: Results from the PAADRN randomized controlled trial.
Osteoporos Int. 2017;28(10):3055-3060. doi: 10.1007/s00198-017-
4101-5

Cram P, Wolinsky FD, Lou Y, et al. Patient-activation and guideline-
concordant pharmacological treatment after bone density testing:
The PAADRN randomized controlled trial. Osteoporos Int.
2016/12/01;27(12):3513-3524. d0i:10.1007/s00198-016-3681-9
Shenvi CL, Wang Y, Revankar R, et al. Use of a Brief Negotiation
Interview in the emergency department to reduce high-risk alcohol
use among older adults: A randomized trial. J Am Coll Emerg
Physicians Open. 2022;3(1):e12651. doi:10.1002/emp2.12651
Fink A, Kwan L, Osterweil D, Van Draanen J, Cooke A, Beck JC.
Assessing the usability of web-based alcohol education for older
adults: A feasibility study. JMIR Res Protoc. 2016;5(1):e11.
doi:10.2196/resprot.4545

Wan LH, Zhang XP, Mo MM, et al. Effectiveness of goal-setting
telephone follow-up on health behaviors of patients with ischemic
stroke: A randomized controlled trial. J Stroke Cerebrovasc Dis.
2016;25(9):2259-2270.doi:10.1016/].jstrokecerebrovasdis.2016.
05.010

Fink A, Morton SC, Beck JC, et al. The Alcohol-Related Problems
Survey: ldentifying hazardous and harmful drinking in older
primary care patients. J Am Geriatr Soc. 2002;50(10):1717-1722.
doi:10.1046/j.1532-5415.2002.50467 x

Kuerbis AN, Hail L, McGrath K. A Pilot Study Comparing Normative
Versus Personalized Feedback: The Moderating Impact of Age and
Gender. Paper presented at Annual Conference for the Research
Society on Alcoholism; June 2018; San Diego, CA.

Moore AA, Morton SC, Beck JC, et al. A new paradigm for alcohol
use in older persons. Med Care. 1999;37(2):165-179. doi:10.1097/
00005650-199902000-00007

Bright SJ, Williams CM. Development of Australia’s first older
adult-specific early intervention for alcohol-related harm:
Feasibility and proof of concept. Australas J Ageing. 2017;36(1):
52-55.d0i:10.1111/ajag.12366

Bright SJ, Williams CM. Evaluation of Australia’s first older adult-
specific early intervention for reducing alcohol-related harm.

Aust Health Rev. 2018;42(6):676-679. doi:10.1071/AH17013

ALCOHOL RESEARCH cCurrent Reviews


https://doi.org/10.15288/jsa.2002.63.316
https://iris.who.int/bitstream/handle/10665/44320/9789241599382_eng.pdf?sequence=1
https://iris.who.int/bitstream/handle/10665/44320/9789241599382_eng.pdf?sequence=1
https://doi.org/10.3928/0098-9134-20011201-08
https://doi.org/10.1016/s0738-3991(01)00095-7
https://doi.org/10.1080/13607863.2010.501067
https://doi.org/10.22605/RRH2154
https://doi.org/10.1016/j.jsat.2018.01.002
https://doi.org/10.1016/j.jsat.2018.01.002
https://doi.org/10.1093/her/cyy021
https://doi.org/10.1177/2333721418812274
https://doi.org/10.1016/j.evalprogplan.2017.12.010
https://doi.org/10.1177/2333721420910936
https://doi.org/10.1016/j.jsat.2017.04.004
https://doi.org/10.15761/mhar.1000136
https://doi.org/10.1007/s11121-020-01154-y
https://doi.org/10.1007/s11121-020-01154-y
https://doi.org/10.3122/jabfm.2022.220342r1
https://doi.org/10.3122/jabfm.2022.220342r1
https://doi.org/10.1080/08870446.2019.1579911
https://doi.org/10.1080/08870446.2019.1579911
https://doi.org/10.1177/1090198103030003006
https://doi.org/10.1177/1090198103030003006
https://doi.org/10.1111/j.1532-5415.2005.00476.x
https://doi.org/10.1093/ageing/afn150
https://doi.org/10.1016/j.archger.2013.08.007
https://doi.org/10.1007/s00198-017-4101-5
https://doi.org/10.1007/s00198-017-4101-5
https://doi.org/10.1007/s00198-016-3681-9
https://doi.org/10.1002/emp2.12651
https://doi.org/10.2196/resprot.4545
https://doi.org/10.1016/j.jstrokecerebrovasdis.2016.05.010
https://doi.org/10.1016/j.jstrokecerebrovasdis.2016.05.010
https://doi.org/10.1046/j.1532-5415.2002.50467.x
https://doi.org/10.1097/00005650-199902000-00007
https://doi.org/10.1097/00005650-199902000-00007
https://doi.org/10.1111/ajag.12366
https://doi.org/10.1071/AH17013

83.

84.

85.

86.

87.

88.

89.

90.

91.

92.

93.

94.

95.

96.

97.

Bolt GL, Piercy H, Bradshaw J, Manning V. Smartphone-delivered
approach bias modification for reducing harmful drinking amongst
middle-older age adults: Secondary analyses of a single-arm pilot
study. Drug Alcohol Rev. 2024;43(4):956-968. doi:10.1111/dar.
13827

Sedotto RNM, Edwards AE, Dulin PL, King DK. Brief report: Aging
adult utilization of an mHealth intervention for problem drinking.
Front Public Health. 2024;12:1462737. doi:10.3389/fpubh.
2024.1462737

Fleming MF, Manwell LB, Barry KL, Adams W, Stauffacher EA. Brief
physician advice for alcohol problems in older adults: A randomized
community-based trial. J Fam Pract. 1999;48(5):378-384.

Mundt MP, French MT, Roebuck MC, Manwell LB, Barry KL. Brief
physician advice for problem drinking among older adults: An
economic analysis of costs and benefits. J Stud Alcohol.
2005;66(3):389-394. doi:10.15288/jsa.2005.66.389

Gordon AJ, Conigliaro J, Maisto SA, McNeil M, Kraemer KL, Kelley
ME. Comparison of consumption effects of brief interventions for
hazardous drinking elderly. Subst Use Misuse. 2003;38(8):1017-
1035.d0i:10.1081/ja-120017649

Oslin DW, Sayers S, Ross J, et al. Disease management for
depression and at-risk drinking via telephone in an older
population of veterans. Psychosom Med. 2003;65(6):931-937.
doi:10.1097/01.psy.0000097335.35776.fb

Oslin DW, Thompson R, Kallan MJ, et al. Treatment effects from
UPBEAT: A randomized trial of care management for behavioral
health problems in hospitalized elderly patients. J Geriatr Psychiatry
Neurol. 2004;17(2):99-106. d0i:10.1177/0891988703262539
Bartels SJ, Coakley EH, Zubritsky C, et al. Improving access to
geriatric mental health services: A randomized trial comparing
treatment engagement with integrated versus enhanced

referral care for depression, anxiety, and at-risk alcohol use.

Am J Psychiatry. 2004;161(8):1455-1462. doi:10.1176/appi.ajp.
161.8.1455

Oslin DW, Grantham S, Coakley E, et al. PRISM-E: Comparison of
integrated care and enhanced specialty referral in managing at-risk
alcohol use. Psychiatr Serv. 2006;57(7):954-958. doi:10.1176/ps.
2006.57.7.954

Oslin DW, Ross J, Sayers S, Murphy J, Kane V, Katz IR. Screening,
assessment, and management of depression in VA primary care
clinics. The Behavioral Health Laboratory. J Gen Intern Med.
2006;21(1):46-50.doi:10.1111/j.1525-1497.2005.0267 .x

Zanjani F, Mavandadi S, TenHave T, et al. Longitudinal course of
substance treatment benefits in older male veteran at-risk
drinkers. J Gerontol A Biol Sci Med Sci. 2008;63(1):98-106.
doi:10.1093/gerona/63.1.98

Lee HS, Mericle AA, Ayalon L, Arean PA. Harm reduction among
at-risk elderly drinkers: A site-specific analysis from the multi-site
primary care research in substance abuse and mental health for
elderly (PRISM-E) study. Int J Geriatr Psychiatry. 2009;24(1):54-60.
doi:10.1002/gps.2073

Wooten NR, Tavakoli AS, Al-Barwani MB, et al. Comparing
behavioral health models for reducing risky drinking among older
male veterans. Am J Drug Alcohol Abuse. 2017;43(5):545-555.
doi:10.1080/00952990.2017.1286499

Moore AA, Blow FC, Hoffing M, et al. Primary care-based
intervention to reduce at-risk drinking in older adults: A
randomized controlled trial. Addiction. 2011;106(1):111-120.
doi:10.1111/j.1360-0443.2010.03229.x

Lin JC, Karno MP, Tang L, et al. Do health educator telephone calls
reduce at-risk drinking among older adults in primary care? J Gen
Intern Med. 2010;25(4):334-339. d0i:10.1007/s11606-009-1223-2

Vol 45No 1]2025 25

98.

99.

100.

101.

102.

103.

104.

105.

106.

107.

108.

109.

110.

111.

Lin JC, Karno MP, Barry KL, et al. Determinants of early reductions
indrinking in older at-risk drinkers participating in the intervention
arm of a trial to reduce at-risk drinking in primary care. J Am Geriatr
Soc. 2010;58(2):227-233.d0i:10.1111/j.1532-5415.2009.02676.x
Ettner SL, Xu H, Duru OK, et al. The effect of an educational
intervention on alcohol consumption, at-risk drinking, and health
care utilization in older adults: The Project SHARE Study. J Stud
Alcohol Drugs. 2014;75(3):447-457. doi:10.15288/jsad.2014.
75.447

Duru OK, Xu H, Moore AA, et al. Examining the impact of separate
components of a multicomponent intervention designed to reduce
at-risk drinking among older adults: The project SHARE study.
Alcohol Clin Exp Res. 2015;39(7):1227-1235. doi:10.1111/acer.
12754

Barnes AJ, Moore AA, Xu H, et al. Prevalence and correlates of at-
risk drinking among older adults: The project SHARE study. J Gen
Intern Med. 2010;25(8):840-846. doi:10.1007/s11606-010-1341-x
Barnes AJ, Xu H, Tseng CH, et al. The effect of a patient-provider
educational intervention to reduce at-risk drinking on changes in
health and health-related quality of life among older adults: The
project SHARE study. J Subst Abuse Treat. 2016;60:14-20.
doi:10.1016/j.jsat.2015.06.019

Gottlieb Hansen AB, Becker U, Nielsen AS, Grgnbaek M, Tolstrup
JS, Thygesen LC. Internet-based brief personalized feedback
intervention in a non-treatment-seeking population of adult heavy
drinkers: A randomized controlled trial. J Med Internet Res.
2012;14(4):e98.d0i:10.2196/jmir.1883

Watson JM, Crosby H, Dale VM, et al. AESOPS: A randomised
controlled trial of the clinical effectiveness and cost-effectiveness
of opportunistic screening and stepped care interventions for older
hazardous alcohol users in primary care. Health Technol Assess.
2013;17(25):1-158.doi:10.3310/hta17250

Coulton S, Bland M, Crosby H, et al. Effectiveness and cost-
effectiveness of opportunistic screening and stepped-care
interventions for older alcohol users in primary care. Alcohol
Alcohol. 2017;52(6):655-664. doi:10.1093/alcalc/agx065

Cucciare MA, Weingardt KR, Ghaus S, Boden MT, Frayne SM.

A randomized controlled trial of a web-delivered brief alcohol
intervention in Veterans Affairs primary care. J Stud Alcohol Drugs.
2013;74(3):428-436.d0i:10.15288/jsad.2013.74.428

Cucciare MA, Boden MT, Weingardt KR. Brief alcohol counseling
improves mental health functioning in veterans with alcohol
misuse: Results from a randomized trial. J Affect Disord. 2013;
147(1-3):312-317.d0i:10.1016/.jad.2012.11.028

Kuerbis AN, Yuan SE, Borok J, et al. Testing the initial efficacy of a
mailed screening and brief feedback intervention to reduce at-risk
drinking in middle-aged and older adults: The comorbidity alcohol
risk evaluation study. J Am Geriatr Soc. 2015;63(2):321-326.
doi:10.1111/jgs.13237

Wilson GB, Wray C, McGovern R, et al. Intervention to reduce
excessive alcohol consumption and improve comorbidity outcomes
in hypertensive or depressed primary care patients: Two parallel
cluster randomized feasibility trials. Trials. 2014;15:235.
doi:10.1186/1745-6215-15-235

Toran P, Montesinos S, Pachon-Camacho A, et al. Risky alcohol
consumption in the elderly: Screening and brief intervention from
primary care. The ALANE study, a randomized clinical trial.
Beverages. 2023;9(4):100. doi: 10.3390/beverages9040100
Kuerbis AN, Behrendt S, Arora V, Muench FJ. Acceptability and
preliminary effectiveness of a text messaging intervention to
reduce high-risk alcohol use among adults 50 and older: An
exploratory study. Adv Dual Diagn. 2022;15(2):100-118.
doi:10.1108/ADD-11-2021-0012

ALCOHOL RESEARCH cCurrent Reviews


https://doi.org/10.1111/dar.13827
https://doi.org/10.1111/dar.13827
https://doi.org/10.3389/fpubh.2024.1462737
https://doi.org/10.3389/fpubh.2024.1462737
https://doi.org/10.15288/jsa.2005.66.389
https://doi.org/10.1081/ja-120017649
https://doi.org/10.1097/01.psy.0000097335.35776.fb
https://doi.org/10.1177/0891988703262539
https://doi.org/10.1176/appi.ajp.161.8.1455
https://doi.org/10.1176/appi.ajp.161.8.1455
https://doi.org/10.1176/ps.2006.57.7.954
https://doi.org/10.1176/ps.2006.57.7.954
https://doi.org/10.1111/j.1525-1497.2005.0267.x
https://doi.org/10.1093/gerona/63.1.98
https://doi.org/10.1002/gps.2073
https://doi.org/10.1080/00952990.2017.1286499
https://doi.org/10.1111/j.1360-0443.2010.03229.x
https://doi.org/10.1007/s11606-009-1223-2
https://doi.org/10.1111/j.1532-5415.2009.02676.x
https://doi.org/10.15288/jsad.2014.75.447
https://doi.org/10.15288/jsad.2014.75.447
https://doi.org/10.1111/acer.12754
https://doi.org/10.1111/acer.12754
https://doi.org/10.1007/s11606-010-1341-x
https://doi.org/10.1016/j.jsat.2015.06.019
https://doi.org/10.2196/jmir.1883
https://doi.org/10.3310/hta17250
https://doi.org/10.1093/alcalc/agx065
https://doi.org/10.15288/jsad.2013.74.428
https://doi.org/10.1016/j.jad.2012.11.028
https://doi.org/10.1111/jgs.13237
https://doi.org/10.1186/1745-6215-15-235
https://doi.org/10.3390/beverages9040100
https://doi.org/10.1108/add-11-2021-0012

112.

113.

114.

115.

116.

117.

118.

119.

120.

121.

122.

123.

124.

125.

126.

Vol 45No 1]2025

Snowden C, Lynch E, Avery L, et al. Preoperative behavioural
intervention to reduce drinking before elective orthopaedic
surgery: The PRE-OP BIRDS feasibility RCT. Health Technol Assess.
2020;24(12):1-176.d0i:10.3310/hta24120

Coulton S, Watson J, Bland M, et al. The effectiveness and cost-
effectiveness of opportunistic screening and stepped care
interventions for older hazardous alcohol users in primary care
(AESOPS) — A randomised control trial protocol. BMC Health Serv
Res. 2008;8(10):129. doi:10.1186/1472-6963-8-129

Blow FC, Gillespie BW, Barry KL. Brief screening for alcohol
problems in elderly population using the Short Michigan
Alcoholism Screening Test-Geriatric Version (SMAST-G).

Alcohol Clin Exp Res. 1998;22(suppl):131A.

Levis B,Sun Y, He C, et al. Accuracy of the PHQ-2 alone and in
combination with the PHQ-9 for screening to detect major
depression: Systematic review and meta-analysis. JAMA.
2020;323(22):2290-2300. doi:10.1001/jama.2020.6504

Li C, Friedman B, Conwell Y, Fiscella K. Validity of the Patient
Health Questionnaire 2 (PHQ-2) in identifying major depression

in older people. J Am Geriatr Soc. 2007;55(4):596-602.
doi:10.1111/j.1532-5415.2007.01103.x

Yesavage JA, Brink TL, Rose TL, et al. Development and validation
of a geriatric depression screening scale: A preliminary report.

J Psychiatr Res. 1983;17:37-49.

Levkoff SE, Chen H, Coakley E, et al. Design and sample
characteristics of the PRISM-E multisite randomized trial to
improve behavioral health care for the elderly. J Aging Health.
2004;16(1):3-27.d0i:10.1177/0898264303260390

National Institute on Alcohol Abuse and Alcoholism. Rethinking
Drinking. United States Department of Health and Human Services.
2013.

Muench F, van Stolk-Cooke K, Kuerbis A, et al. A randomized
controlled pilot trial of different mobile messaging interventions
for problem drinking compared to weekly drink tracking. PLOS One.
2017;12(2):e0167900. doi:10.1371/journal.pone.0167900
Cimarolli VR, Burack O, Poole-Dayan G, Liu |, Samaroo SP, Bondy
M. An evaluation of a Geriatric Substance Abuse Recovery
Program in post-acute care of a skilled nursing facility. Educ
Gerontol. 2018/01/02;44(1):28-39. doi:10.1080/03601277.
2017.1388961

Cimarolli VR, Burack O, Minahan JM, Falzarano F, Reinhardt JP, Shi
XM. A substance misuse intervention program in postacute care:
Who declines participation?. Am J Geriatr Psychiatry. 2021;29(1):
15-23.doi:10.1016/].jagp.2020.08.004

D’Agostino CS, Barry KL, Blow FC, Podgorski C. Community
interventions for older adults with comorbid substance abuse: The
Geriatrics Addiction Program (GAP). J Dual Diagn. 2006;2(3):31-45.
doi:10.1300/J374v02n03 04

Wallhed Finn S, Andréasson S, Hammarberg A. Treatment of
alcohol dependence in primary care compared with outpatient
specialist treatment: Twelve-month follow-up of a randomized
controlled trial, with trajectories of change. J Stud Alcohol Drugs.
2020;81(3):300-310. doi:10.15288/jsad.2020.81.300

Wallhed Finn S, Hammarberg A, Andreasson S. Treatment for
alcohol dependence in primary care compared to outpatient
specialist treatment: A randomized controlled trial. Alcohol Alcohol.
2018;53(4):376-385. doi:10.1093/alcalc/agx 126

Cimarolli VR, Burack O, Minahan J, Hennessa A, Stone R, Shi XM.
Participation in a substance misuse intervention in post-acute care
is associated with more optimal rehabilitation outcomes.
Gerontologist. 2021;61(5):787-796. doi:10.1093/geront/gnaa101

127.

128.

129.

130.

131.

132.

133.

134.

135.

136.

137.

138.

139.

140.

141.

Wadd S, Seddon J, McCann M, et al. Evaluation of the Drink Wise,
Age Well Programme, 2015-2020. 2021.
https://www.drinkwiseagewell.org.uk/media/publications/pdfs/ev
aluation-report-2015-2020.pdf.

Kelly S, Olanrewaju O, Cowan A, Brayne C, Lafortune L. Alcohol
and older people: A systematic review of barriers, facilitators and
context of drinking in older people and implications for
intervention design. PLOS One. 2018;13(1):e0191189.
doi:10.1371/journal.pone.0191189

Wilson GB, Lock CA, Heather N, Cassidy P, Christie MM, Kaner
EFS. Intervention against excessive alcohol consumption in primary
health care: A survey of GPs’ attitudes and practices in England

10 years on. Alcohol Alcohol. 2011;46(5):570-577. doi:10.1093/
alcalc/agr067

Bareham B, Kaner E, Spencer L, Hanratty B. Health and social care
providers’ perspectives of older people’s drinking: A systematic
review and thematic synthesis of qualitative studies. Age Ageing.
2020;49(3):453-467. doi:10.1093/ageing/afaa005

Bareham BK, Stewart J, Kaner E, Hanratty B. Factors affecting
primary care practitioners’ alcohol-related discussions with older
adults: A qualitative study. Br J Gen Pract. 2021;71(711):e762-
e771.doi:10.3399/BJGP.2020.1118

Coogle CL, Owens MG. Screening and brief intervention for alcohol
misuse in older adults: Training outcomes among physicians and
other healthcare practitioners in community-based settings.
Community Ment Health J. 2015;51(5):546-553. doi:10.1007/
s10597-014-9804-x

Borok J, Galier P, Dinolfo M, et al. Why do older unhealthy drinkers
decide to make changes or not in their alcohol consumption? Data
from the Healthy Living as You Age Study. J Am Geriatr Soc.
2013;61(8):1296-1302.doi:10.1111/jgs.12394

Bareham BK, Kaner E, Spencer LP, Hanratty B. Drinking in later life:
A systematic review and thematic synthesis of qualitative studies
exploring older people’s perceptions and experiences. Age Ageing.
2019;48(1):134-146. doi:10.1093/ageing/afy069

Chapman J, Harrison N, Kostadinov V, Skinner N, Roche A. Older
Australians’ perceptions of alcohol-related harms and low-risk
alcohol guidelines. Drug Alcohol Rev. 2020;39(1):44-54.
doi:10.1111/dar.13022

Bareham BK, Kaner E, Hanratty B. Managing older people’s
perceptions of alcohol-related risk: A qualitative exploration in
Northern English primary care. Br J Gen Pract. 2020;70(701):e916-
€926.doi:10.3399/bjgp20X713405

Kuerbis A, Muench FJ, Lee R, Pena J, Hail L. An exploratory pilot
study of mechanisms of action within normative feedback for adult
drinkers. PeerJ. 2016;4:€2114.doi:10.7717/peerj.2114

Fleming MF, Barry KL, Manwell LB, Johnson K, London R. Brief
physician advice for problem alcohol drinkers. A randomized
controlled trial in community-based primary care practices. JAMA.
1997;277(13):1039-1045. doi:10.1001/jama.1997.
03540370029032

Haydon HM, Obst PL, Lewis I. Beliefs underlying women'’s
intentions to consume alcohol. BMC Women's Health. 2016;16:36.
doi:10.1186/s12905-016-0317-3

Britton A, Bell S. Reasons why people change their alcohol
consumption in later life: Findings from the Whitehall [ Cohort
Study. PLOS One. 2015;10(3):e0119421. doi:10.1371/journal.
pone.0119421

Kuerbis A, Sacco P. A review of existing treatments for substance
abuse among the elderly and recommendations for future
directions. Subst Abuse. 2013;7:13-37.doi:10.4137/SART.S7865

ALCOHOL RESEARCH cCurrent Reviews


https://doi.org/10.3310/hta24120
https://doi.org/10.1186/1472-6963-8-129
https://doi.org/10.1001/jama.2020.6504
https://doi.org/10.1111/j.1532-5415.2007.01103.x
https://doi.org/10.1177/0898264303260390
https://doi.org/10.1371/journal.pone.0167900
https://doi.org/10.1080/03601277.2017.1388961
https://doi.org/10.1080/03601277.2017.1388961
https://doi.org/10.1016/j.jagp.2020.08.004
https://doi.org/10.1300/J374v02n03_04
https://doi.org/10.15288/jsad.2020.81.300
https://doi.org/10.1093/alcalc/agx126
https://doi.org/10.1093/geront/gnaa101
https://www.drinkwiseagewell.org.uk/media/publications/pdfs/evaluation-report-2015-2020.pdf
https://www.drinkwiseagewell.org.uk/media/publications/pdfs/evaluation-report-2015-2020.pdf
https://doi.org/10.1371/journal.pone.0191189
https://doi.org/10.1093/alcalc/agr067
https://doi.org/10.1093/alcalc/agr067
https://doi.org/10.1093/ageing/afaa005
https://doi.org/10.3399/BJGP.2020.1118
https://doi.org/10.1007/s10597-014-9804-x
https://doi.org/10.1007/s10597-014-9804-x
https://doi.org/10.1111/jgs.12394
https://doi.org/10.1093/ageing/afy069
https://doi.org/10.1111/dar.13022
https://doi.org/10.3399/bjgp20x713405
https://doi.org/10.7717/peerj.2114
https://doi.org/10.1001/jama.1997.03540370029032
https://doi.org/10.1001/jama.1997.03540370029032
https://doi.org/10.1186/s12905-016-0317-3
https://doi.org/10.1371/journal.pone.0119421
https://doi.org/10.1371/journal.pone.0119421
https://doi.org/10.4137/SART.S7865

142.

143.

144.

145.

146.

147.

Vol 45No 1]2025

Schonfeld L, Dupree LW. Age-specific cognitive behavioral and self
management treatment approaches. In: Gurnack AM, Atkinson RM,
Osgood NJ, eds. Treating Alcohol and Drug Abuse in the Elderly. New
York, NY: Springer Publishing Company; 2002:109-130.

Center for Substance Abuse Treatment. Substance Abuse Relapse
Prevention for Older Adults: A Group Treatment Approach (DHHS
Publication No. (SMA) 05-4053). SAMHSA. 2005.

Satre DD, Chi FW, Mertens JR, Weisner CM. Effects of age and life
transitions on alcohol and drug treatment outcome over nine years.
J Stud Alcohol Drugs. 2012;73(3):459-468. doi:10.15288/jsad.2012.
73.459

Satre DD, Knight BG, David S. Cognitive-behavioral interventions
with older adults: Integrating clinical and gerontological research.
Prof Psychol Res Pract. 2006;37(5):489-498. doi:10.1037/0735-
7028.37.5.489

Porter J, Boyd C, Skandari MR, Laiteerapong N. Revisiting the time
needed to provide adult primary care. J Gen Intern Med.
2023;38(1):147-155. doi:10.1007/s11606-022-07707-x

HMP Global Learning Network. How generational factors impact
patient engagement. Integrated Healthcare Executive website.
May 2016. https://www.hmpgloballearningnetwork.com/
site/ihe/article/how-generational-factors-impact-patient-
engagement.

148.

149.

150.

151.

152.

Musa D, Schulz R, Harris R, Silverman M, Thomas SB. Trust in the
health care system and the use of preventive health services by
older black and white adults. Am J Public Health. 2009;99(7):1293-
1299.d0i:10.2105/AJPH.2007.123927

Skloot R. The Immortal Life of Henrietta Lacks. New York, NY: Crown
Publishing Group; 2011.

Barry KL, Blow FC, Cullinane P, Gordon C, Welsh D. The
Effectiveness of Implementing a Brief Alcohol Intervention With Older
Adults in Community Settings. Washington, DC: National Council on
Aging, Center for Healthy Aging; 2006.

Bien TH, Miller WR, Tonigan JS. Brief interventions for alcohol
problems: A review. Addiction. 1993;88(3):315-335. doi:10.1111/i.
1360-0443.1993.tb00820.x

Villiers-Tuthill A, Copley A, McGee H, Morgan K. The relationship
of tobacco and alcohol use with ageing self-perceptions in older
people in Ireland. BMC Public Health. 2016;16:627. doi:10.1186/
s12889-016-3158-y

ALCOHOL RESEARCH cCurrent Reviews


https://doi.org/10.15288/jsad.2012.73.459
https://doi.org/10.15288/jsad.2012.73.459
https://doi.org/10.1037/0735-7028.37.5.489
https://doi.org/10.1037/0735-7028.37.5.489
https://doi.org/10.1007/s11606-022-07707-x
https://www.hmpgloballearningnetwork.com/site/ihe/article/how-generational-factors-impact-patient-engagement
https://www.hmpgloballearningnetwork.com/site/ihe/article/how-generational-factors-impact-patient-engagement
https://www.hmpgloballearningnetwork.com/site/ihe/article/how-generational-factors-impact-patient-engagement
https://doi.org/10.2105/AJPH.2007.123927
https://doi.org/10.1111/j.1360-0443.1993.tb00820.x
https://doi.org/10.1111/j.1360-0443.1993.tb00820.x
https://doi.org/10.1186/s12889-016-3158-y
https://doi.org/10.1186/s12889-016-3158-y

Appendix 1. Characteristics and Outcomes of the Primary Prevention Interventions in Older Adult Populations Included in This Review (N = 21)

N

Year Data
Collected
Generation

Study

(Country)
Project Name

Within Group Designs (Pre-to-Post)

Eliason et al. N=26
(2001)°3 NR
(United States) GG/TSG
Fink et al. N=101
(2001)°4 NR
(United States) GG/TSG
Nguyen et al. N=106
(2001)%° NR
(United States) GG/TSG
Benzaetal. N=2348
(2010)°¢ 2007
(United States) TSG/BB
Prevention

BINGO

Zanjani et al. N=55
(2012)°7 2010-2011
(United States) TSG/BB
Hanetal.(2018)® N=78,663

(United States) 2013
TSG/BB
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Sample Population
Age (Range or
Mean + SD)

Race

Sex

Healthy volunteers
Mean age: 75.1 +8.5
100% White

100% female
Primary care patients
Age: 60+

25% non-White

57% female

Primary care patients
age 60+ who drink any
alcohol

Mean age: 72.2 + NR
8% Hispanic; 3.8%
non-White

51.5% female
Healthy volunteers
Age: 50+

78% female

Healthy volunteers
Mean age: 65.4 + NR;
median age 65

85% female

Website visitors who
reported unhealthy
drinking

Age 21-49:n= 60,976
Age 50-65:n=15,316
Age 66-80:n=2,371
41% female

Setting

Modality

Older Adult-Specific
(OAS)

Community, senior center
In person
OAS

Primary care
Booklet / pamphlet
OAS

Primary care
Computer
OAS

Community, senior center
In person
OAS

Community; cooperative
extension site in rural
Kentucky

In person

OAS

Visitors to
alcoholscreening.org
website

Online

Not OAS

Intervention

1-hour group education on
metabolism of alcohol and drugs,
medication interactions, and
healthy lifestyle after age 60
Education materials about
alcohol and aging (36-page
booklet or pamphlet) in primary
care waiting room
Computerized ARPS completed
in waiting room of primary care,
included feedback to participant
and health education

Psychoeducation via Prevention
BINGO game with small prizes;
education about co-use of
medications and alcohol

1-hour group education and
training (what to do when seeing
someone in need and how to
intervene); awareness campaign
(bookmarks, pamphlets, note
pads with strategies for
promoting and managing mental
health)

Personalized feedback about
risks and sex-based normative
feedback; assistance in
developing a plan to change

Comparator

NA

NA

NA

NA

NA

NA

Outcome

Significant within-group increase in
knowledge of drug and alcohol use at
immediate follow-up

Both booklet and pamphlet
significantly improved within-group
knowledge; booklet was preferred

At immediate follow-up, 31% intended
to talk to their physician about the
report. People with harmful drinking
levels were more likely to intend to
discuss with physician.

Significant increases in knowledge of
risks of alcohol use at 30-day follow-up

Significant improvement in awareness
at 3 months, sustained at 6 months;
knowledge at 3 months, partially
sustained at 6 months. At 6 months,
lost knowledge around risks for older
adults who do not drink much and other
misperceptions.

Of the three age groups, the two older
groups and females had higher odds of
receiving a plan for change at
immediate follow-up compared to
those under age 50
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Appendix 1. (Continued)

Study

(Country)
Project Name

Zanjani et al.
(2018)>*
Zanjani et al.
(2020)¢?
(United States)

Kuerbis et al.
(2017)63
(United States)

Seddon et al.
(2024)20

(United Kingdom)
Drink Wise, Age

Well
Scottetal.
(2020)%5
(United States)

Brown et al.
(2014)%¢
(United States)

Vol 45No 1]2025

N

Year Data
Collected
Generation

N=134
2015-2016
TSG/BB

N=138
2016
BB/Gen X

N=3,999
2015-2020
TSG/BB/Gen
X

N =302
NR
TSG/BB

N=675
2020-2021
TSG/BB

Sample Population
Age (Range or
Mean + SD)

Race

Sex

Patients at rural
pharmacies
Meanage: 71.6 +7.5
63.4% female

For individuals who
completed 3-month
follow-up:

Mean age: 72.1+ 3.7
60% female

Age: Range 50-70,
with only two
participants age 65+
46% female

Healthy volunteers
Age: 50+

1% non-White British
58% female

Primary care patients
Mean age: 72.7+8
95% African American,
99% non-White

73% female

Universal screening
Age: 12% were 65+,
CTYA

37% non-White, 7%
Hispanic

59% female

Setting

Modality

Older Adult-Specific
(OAS)

Pharmacy
In person
OAS

Online labor market
Online
OAS

Supermarkets, lobbies,
shopping centers, stations
In person

OAS

Primary care, community
In person
OAS

Primary care, emergency
department, hospital,
tribal clinic

In person

Not OAS

Intervention

Psychoeducation via
informational poster, brochure,
and 1-minute public service
announcement; could ask
research assistant about
materials and take as long as they
like to review them

Normative feedback (percentile
rank of drinking among peers,
based on age and sex);
personalized feedback (level of
risk based on the CARET and safe
guidelines according to their level
of risk)

SBIRT with FRAMES

Brief negotiated interview,
motivational interviewing,
assessed readiness, prescription
for change, referral information;
no primary care

ASSIST, SBIRT, or brief
intervention, including
motivational interviewing or
referral to specialty treatment;
no primary care involved

Comparator

NA

NA

NA

NA

NA

Outcome

Knowledge significantly increased at
immediate follow-up, but there was no
change inintention to discuss alcohol
medication interactions with
pharmacist or change drinking. People
who drank any alcohol were more
willing to discuss and change drinking.
At 3-month follow-up, people with
high-risk drinking patterns reduced
drinks by half (15 to 7 per week).
Medication side effects significantly
decreased among all people who drank.
Immediately post-intervention, level of
worry predicted plan for change. Those
receiving personalized feedback were
significantly more surprised by
feedback than those receiving
normative feedback. Belief in the
accuracy of feedback was significantly
improved when given citations for
feedback. About 44% planned for
change, regardless of feedback type.
Among people with hazardous drinking
(i.e., drinking beyond recommended
low-risk drinking) (n = 2,726),41%
reported intention to change drinking
immediately after the intervention.
Alcohol use was reduced. Fewer
individuals screened positive for
alcohol use disorder using AUDIT-C
and DAST at each follow-up, 52%
positive at 3 months and 35% at 6
months.

Across all ages, 20% reduction in at-risk
drinking, as measured by ASSIST.
People age 65 and older showed the
lowest response. Only 11% change in
proportion of people with at-risk
drinking at 6 months.
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Appendix 1. (Continued)

Study

(Country)
Project Name

Tarnetal.
(2023)¢7
(United States)

N

Year Data
Collected
Generation

N=1,513
2021
TSG/BB

Randomized Comparison Trials

Sallisetal.
(2019)¢8
(United Kingdom)

RCTS

Copeland et al.
(2003)¢?
(United States)
Healthy Profiles
Study

Fink et al.
(2005)70

(United States)

A Toast to Health

Harariet al.
(2008)71
(United Kingdom)

Vol 45No 1]2025

N=104,227
2014
TSG/BB/Gen
X

N =205
1994-1999
TSG

N=665
2000-2003
GG/TSG

N=2,006
2001-2002
GG/TSG

Sample Population
Age (Range or

Mean + SD)

Race

Sex

Medicare patients
Meanage: 71.5+11.3
7% non-White

57% female

All website visitors
Age: 33% age 45+,
CTYA

48% female

Male veterans
Mean age: 66.1 + 6.4
24% Black

Primary care patients
Mean age: 76.6 + 6.2
53% female

Community-dwelling
people age 65+
Mean age: 744 + 6.1
54% female

Setting

Modality

Older Adult-Specific
(OAS)

Primary care
Video conference
OAS

Drink-aware website
Online
Not OAS

Primary care
In person
OAS

Primary care
Printed report
OAS

Primary care
Printed report
OAS

Intervention

Annual wellness visit (AWV);
addition of templates for use of
EHR tools, supporting tasks, and
improving efficiency; video
conference with provider

Psychoeducational messages to
engage in AUDIT-C screen and
pursue further resources;
appearance vs. health messages

Brief alcohol intervention
booklet with overview by primary
care physician

Personalized feedback and
alcohol education given to
patient; report given to patient
and primary care provider

Mailed results on the
multidomain Health Risk
Appraisal for older persons; 25-
30 pages feedback sent to patient
(and physician), cover letter
suggesting they speak with their
doctors

Comparator

NA

NA

General
health advice
booklet with
overview by
primary care
physician
Usual care

Usual care

Outcome

Significant increase in completion of
AWV. Among people completing the
AWV, alcohol screening significantly
increased and was three times the rate
of people who did not complete the
AWV at 12 months.

Appearance messages led to more
AUDIT-C completion among older
adults age 65 and older. Among adults
ages 35-64, health framing led to
accessing further resources.

Alcohol outcomes were not reported.
The intervention increased specialty
substance use outpatient treatment at
9 months; there were no differences in
other care utilization and no difference
at 18 months.

Computerized ARPS was used to assess
drinking outcomes. The group that
received only the patient report had
59% greater odds, and the group that
received the combined report had 23%
greater odds, to drink at low-risk levels
compared to usual care at 12 months.
No difference between groups on
alcohol outcomes, only on receiving
vaccines and physical activity at 6-
month and 12-month follow-up.
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Appendix 1. (Continued)

Sample Population
Age (Range or
Mean + SD)

N
Year Data
Collected

Setting

Modality

Older Adult-Specific
(OAS)

Study

Intervention Outcome

(Country)
Project Name Race

Comparator

Generation

Sex

Vrdoljak et al. N=738 Primary care patients Primary care Primary care physicians trained Leaflet on No group differences except for greater
(2014)72 2008-2010 age 65+ In person to treat avariety of health cardio- shift toward Mediterranean diet. No
(Croatia) TSG Mean age: 72.3+5.2 OAS behaviors including alcohol vascular changes in alcohol use at 18-month
61% female misuse; physicians implemented health follow-up.
treatment at their discretion;
health booklet to follow, with
patient leaflets
Wolinsky et al. N=7749 Individuals age 50+ Bone density scan clinic DXA scan results mailed with a Usual care For two outcome questions: Do you
(2017)78 2012-2014 receiving a bone Mailed letter health educational letter 4 weeks drink alcohol? and What is the typical
Crametal. TSG/BB density scan Not OAS after scan; letter advised on amount you drink each day? there was
(2016)74 Mean age: 66.6 +8.3 health behaviors related to no effect of the letter at 3or 12
(United States) 25% non-White smoking and excessive alcohol months.
84% female use
Shenvi et al. N=98 Patients age 65+ Emergency department Brief intervention that (1) related  Usual care No difference existed between groups
(2022)75 2012-2015 presenting to In person alcohol to emergency at 6 months. Both groups significantly
(United States) TSG/BB emergency OAS department visit; (2) compared reduced at-risk drinking at 6-month
department person’s drinking to low-risk follow-up compared to baseline
Mean age: 73+ NR guidelines; (3) identified drinking.
17.3% non-White readiness to change; (4) asked for
32% female person to develop goal
Fink et al. N=96 People age 55+ Community Psychoeducation via a website No Drinking measured by ARPS and
(2016)76 2014 Mean age: 70 + NR Online with information about health, intervention quantity/frequency of drinking found
(United States) TSG/BB 68% female OAS dangerous behaviors, drinking, no difference between the groups. Both
A Toast to Health and quantity groups decreased drinking by 2 drinks.
Online Only the perception of reduced drinking
was significant among the intervention
group 4 weeks after the website visit.
Wan et al. N=80 Stroke patients, 12.5%  Hospital Pre-discharge education followed Pre- There was no difference between
(2016)77 2014 younger than age 44 In person, telephone by three 15-20-minute goal- discharge groups on alcohol use. Medication
(China) TSG/BB/Gen  Meanage: 59.7 + 12.5 Not OAS setting calls at 1 week, 1 month, education adherence exhibited the only
X 29% female and 3 months after discharge only significant difference at 3 months and 6

months.

Note: ARPS, Alcohol Related Problems Survey; ASSIST, Alcohol, Smoking, Substance Involvement Test; AUDIT, Alcohol Use Disorders Identification Test; AUDIT-C, Alcohol Use Disorders Identification Test-
Consumption; BB, Baby Boomers; CARET, Comorbidity-Alcohol Risk Evaluation Tool; CTYA, compared to younger adults; DAST, Drug Abuse Screening Test; FRAMES, Feedback, Responsibility, Advice, Menu of
options, Empathy, and Self-efficacy; Gen X, Generation X; GG, Greatest Generation; NA, not applicable; NR, not reported; OAS, older adult-specific; RCT, randomized controlled trial; SBIRT, Screening, Brief
Intervention, and Referral to Treatment; TSG, The Silent Generation.
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Appendix 2. Characteristics and Outcomes of the Secondary Prevention Interventions: Preventing Alcohol Use Disorder (AUD) Included in This Review (N = 26)

Study

(Country)
Project Name

N

Year Data
Collected
Generation

Within Group Designs (Pre-to-Post)

Schonfeld et al.
(2010)23
(United States)
Florida BRITE
Project, Pilot

Schonfeld et al.
(2015)22
(United States)
Florida BRITE
Project

Bright and
Williams (2017)81
Bright and
Williams (2018)82
(Australia)

Older Wiser
Lifestyles (OWL)

Vol 45No 1]2025

N=3,497
2004-2007
GG/TSG

N=85,001
older adults
screened
using ASSIST;
8,165 were
positive; 516
with follow-
up data.
2006-2011
TSG/BB

N =140
Before 2013
TSG

Sample Population
Age (Mean +SD,
Median)

Race

Sex

People age 60+ with
positive screen for
substance use

Mean age: 74.9 + 9.2
24% non-White
69% female

People age 55+ who
screened positive for
alcohol misuse as
measured by ASSIST
Mean age: 66.5 +8.9
21% Hispanic, 31%
non-White

39% female

Individuals age 60+
who drank alcohol in
past month

Mean age: 72.8 +7.6
46% female

Setting,

Modality,

Older Adult-Specific
(OAS)

Community, agencies
serving seniors

In home, in person
OAS

Agencies serving seniors,
in homes, and health care
settings as required by
SAMHSA grant

In person

OAS

Community, primary care
Online, in person
OAS

Intervention

SBIRT, guided by OAS health
promotion workbook; one to five
1-hour sessions with an option
for CBT within those sessions

SBIRT, guided by OAS health
promotion workbook, with an
option to use cognitive
behavioral therapy for upto 16
sessions (few utilized)

Screening online or in primary
care using the Australian version
of the ARPS (A-ARPS); session
with nurse/psychologist tailored
to stage of change as indicated by
the Contemplation Ladder: low
risk = minimal education; at-risk
and precontemplation = 1 hour
session on risks,
psychoeducation;
contemplation = brief
intervention, FRAMES, one to
five 1-hour sessions with
motivational interviewing and
goal setting; functional analysis,
problem solving was optional

Comparator

NA

NA

NA

Outcome

Specific to alcohol: Of subsample with
follow-up data, 82% were no longer
positive (2+) at discharge on SMAST-G.

Thirty-three percent follow-up rate for
those who were eligible (out of 516). At
6 months, proportion with any alcohol
use (measured via ASSIST) was reduced
from 75% to 30% and intoxication was
reduced from 47% to 23%. About 10%
no longer reported binge drinking.

The A-ARPS was used to measure at-
risk drinking. Of participants with
hazardous or harmful drinking
patterns, 54% received only minimal
intervention (because they thought it
was enough). Minimal intervention and
brief intervention significantly reduced
AUDIT-C scores. Mean consumption
was still above the recommended limit,
except among those who received
minimal intervention (i.e., who had
started with lower drinking levels). The
proportion of people with harmful
drinking was reduced from 68% to 36%
regardless of intervention at the 3-
month and 6-month follow-up.
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Appendix 2. (Continued)

N
study Year Data
(Country)
. Collected
Project Name .
Generation
Boltet al. (2024)8  Pre-to-post
(Australia) N =289
2020-2021
BB

Randomized Comparison Trials

Sedotto et al. N=105
(2024)84 2020
(United States) BB/Gen X
RCTS

Fleming et al. N=158
(1999)85 1993-1995
Mundt et al. GG/TSG
(2005)8¢

(United States)

Project Guiding

Older Adult

Lifestyles (GOAL)

Gordon et al. N=171
(2003)87 1995-1997
(United States) GG/TSG
Early Lifestyles

Modification

Study

Vol 45No 1]2025

Sample Population
Age (Mean +SD,
Median)

Race

Sex

People with at-risk
drinking patterns with
desire to reduce
drinking, age 55+
Median age 60,
Interquartile range 57-
63; 61% female

People age 50+
recruited on Facebook
who screened positive
onthe AUDIT

Mean age: 58.5 + 6.5,
CTYA

24% non-White

55% female

People age 65+ with
at-risk drinking
33% female

People age 65+
(n=45) with at-risk
drinking and CTYA
31% non-White
3% female

Setting,

Modality,

Older Adult-Specific
(OAS)

Community
Smartphone app
Not OAS

Online smart-phone app;

Facebook messaging with

chatbot
Not OAS

Primary care
In person
OAS

Primary care
In person
Not OAS

Intervention

Approach bias modification
training was provided within an
app on a personal smartphone.
Training occurred 2 times per
week for 4 weeks.

Step Away app with eight
modules, including drink tracking;
assessment and feedback; goal
setting; social supports; coping
with craving; strategies for
moderation/abstinence;
reminders of motivation; new
activities and more help

Two 10- to 15-minute counseling
sessions with primary care,
included brief advice, education,
and contracting using a booklet;
sessions were 1 month apart

Motivational enhancement
therapy, goal setting (one session,
45-60 minutes, two 15-minute
boosters at 2 and 6 weeks); or
brief advice (one 15-minute
session)

Comparator

NA

Chatbot
delivered via
Facebook
without
relying on
user
initiation;
daily check-
in

General
health
booklet

Usual care

Outcome

TLFB measured drinking. Low-risk
drinking increased significantly from
25% to 41% for those receiving single
session and from 6% to 28% for those
receiving weekly guidelines. The mean
reduction in weekly drinking was 5.43
standard drinks. Significant reductions
in craving and dependence symptoms
were noted at 4-week follow-up.

Outcomes were determined using
AUDIT, SIP, TLFB, RTCQ.

No significant differences in alcohol
use, SIP, and RTCQ across age groups;
all were significantly reduced. Older
adults used Step Away twice as much as
young adults, reported it more usable,
used it for more hours and total days as
well as at the 3-month follow-up.

Outcomes were assessed using TLFB,
drinks/week, binge episodes, excessive
drinking, and cost. Significant
reductions occurred for all alcohol
measures for the intervention group
compared to control. Differences were
maintained at 24 months. There were
no economic gains from the reduced
use.

All conditions significantly decreased
drinking over time. No differences
existed between conditions or age
groups. Despite reductions in drinking,
average consumption showed
substantial at-risk drinking at 12
months as measured by TLFB.
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Appendix 2. (Continued)

Study

(Country)
Project Name

Oslinetal.
(2003)88
(United States)

Oslinetal.
(2004)8?
(United States)
UPBEAT

Bartels et al.
(2004)70
(United States)
PRISM-E

Oslinetal.
(2006)71
(United States)
PRISM-E

Zanjani et al.
(2008)*°
(United States)
PRISM-E

Vol 45No 1]2025

N

Year Data
Collected
Generation

N=97
2000-2001
TSG

N=2,637
1995-1998
GG/TSG

N=2,022
2000-2001
GG/TSG

N=560
2000-2001
GG/TSG

N=258
2000-2001
GG/TSG

Sample Population
Age (Mean +SD,
Median)

Race

Sex

Veterans with
depression and/or at-
risk drinking

Mean age: 61.6 + 10.5
50% non-White

4% female

Hospitalized veterans
age 60+ with
depression, anxiety, or
at-risk drinking

Mean age: 69.7 + 6.6
29% non-White

3% female

People with at-risk
drinking, age 65+
Mean age: 73.5+ 6.2
48% non-White

26% female

People with at-risk
drinking age 65+
Mean age: 72+ 5.3
30% non-White
8% female

Male veterans age 65+
with at-risk drinking
Mean age: 71.6 +4.6
34% non-White

Setting

Modality

Older Adult-Specific
(OAS)

Primary care
Telephone
OAS

Hospital, Veterans
Administration Medical
Center

In person, telephone
OAS

Primary care
In person
OAS

Primary care
In person
OAS

Primary care
In person
OAS

Intervention

Telephone disease management
(TDM), calls conducted at 1, 3, 6,
9,12, and 24 weeks after
baseline; at-risk drinking was
addressed with OAS workbook

Comprehensive, interdisciplinary
assessment by team; assighment
of case manager to coordinate,
reduce barriers to care; tailored
to the individual; duration for as
long as needed

Integrated care (IC) = behavioral
mental health care targeting
alcohol use provided in primary
care, within 2 to4 weeks; brief
alcohol intervention based on
FRAMES and workbook

IC = behavioral health provided
in primary care; three 20-30-
minute brief alcohol counseling
sessions with workbook

IC = behavioral health provided
in primary care targeting alcohol
use

Comparator

Usual care

Usual care

Enhanced
referral to
specialty
care

Enhanced
referral to
specialty
care

Enhanced
referral to
specialty
care

Outcome

Outcome was measured by TLFB. At 4
months, TDM showed significant
improvement over usual care with
treatment response (44% vs. 20%),
treatment access (41% vs. 10%), and
drinks per week (reduced by 9 units vs.
2 units) and binge episodes reduced (26
vs. 1). Treatment access was not
associated with treatment response.
There were no differences between
groups. There was improvement on
overall health, mental health
functioning, physical functioning, and
AUDIT scores, which decreased about
seven points by 24 months.

Greater treatment engagement was
observed in IC at 6 months compared
to enhanced referral to specialty care.

For engagement, 43% of IC participants
received at least one brief alcohol
intervention session; only 9% had all
three sessions. Both groups
significantly reduced drinks per week
from 17 to 11 units. Binge episodes in
the last 3 months were reduced from
21to 11 at the 6-month follow-up.

In IC: Problem drinkers identified by
SMAST-G significantly reduced weekly
alcohol consumption and binge
drinking compared to non-problem
drinkers at 12 months. Those
randomized to IC had higher treatment
engagement. Twenty-nine percent of
all participants sustained at-risk
drinking at 12 months.
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Appendix 2. (Continued)

Sample Population

Study X Age (Mean +SD, Settlng
Year Data . Modality .
(Country) Median) ope Intervention Comparator | Outcome
. Collected Older Adult-Specific
Project Name . Race
Generation Sex (OAS)
Leeetal. (2009)* N=34 People age 65+ with Primary care IC = behavioral health provided Enhanced IC participants were more likely to
(United States) 2001-2005 at-risk drinking In person in primary care, harm reduction; referral to access care and receive services
PRISM-E GG/TSG Mean age: 74.9 + 8.0 OAS three motivational interviewing specialty sooner. At 6 months, significant within
59% non-White; 61% sessions care (IC only) and between-group
female differences existed in drinks per week

and binge episodes per 3 months; no
differences existed on SMAST-G.

Wooten et al. N=438 Male veterans age 65+  Primary care IC = behavioral health provided Enhanced At 6 months, at-risk drinking was
(2017)% NR with at-risk drinking In person in primary care; the most referral to reduced by half in both groups. Only
(United States) GG/TSG Mean age: 71.9+5.0 OAS effective site additionally had specialty one clinic had a significant difference—
PRISM-E 28% non-White comprehensive, specialty care people inthe IC group were 75% less
geriatric careand an likely to exhibit at-risk drinking.
interdisciplinary team
Moore et al. N=631;310 People age 55+ with Primary care Personalized feedback given to Booklet on People with at-risk drinking who
(2011)% (received at-risk drinking In person, Telephone patient and physician; daily diary ~ general received intervention reduced risk
Linetal, (2010)?7  health Mean age: 68.4 + 6.9 OAS self-monitoring before primary health measured by CARET at 3 months,
(United States) educator 9% Hispanic, 13% non- care visit; physician brief advice behaviors which was sustained at 12 months but
Healthy Livingas  calls) White with booklet, follow-up health alone did not differ significantly from booklet
You Age (HLAYA)  2004-2007 29% female educator calls at 2, 4, and only. At 12 months, there was a
TSG 8 weeks, with motivational significant difference in drinks per
interviewing; first call was week. The odds of being at low risk at 3
40 minutes, subsequent calls months were 5.3 in people who had
were 20 minutes received all three calls vs. no calls.
There was no effect at 12 months.
Ettner et al. N=1,186 People with at-risk Primary care Mailed psychoeducation, Usual care Intervention was significantly better on
(2014)%? 2005-2007 drinking In person, mail, telephone  personalized feedback, booklet, multiple outcomes at 6 months and 12
Duruetal. TSG Meanage: 71+7.3 OAS tip sheets; physician to talk about months measured by CARET, including
(2015)100 6% Hispanic, 3% non- alcohol at every visit over the at-risk drinking, drinks per week,
Barnes et al. White year; three health educator calls discussion with primary care provider,
(2010)101 34% female (~27 minutes total) at 2 weeks, 3 and health care utilization. Odds of at-
Barnesetal. months, and 6 months risk drinking at 6 months were .58 for
(2016)102 those with drinking diary or agreement,
(United States) and .52 for those with both. Odds of at-
Project Share risk drinking at 12 months were .61 for

those who had had discussions with the
primary care provider and .45 for those
with both diary and agreement.
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Appendix 2. (Continued)

Study

(Country)
Project Name

Gottlieb Hansen
etal. (2012)103
(Denmark)

Gottlieb Hansen
etal. (2012)*
(Denmark)

Watson et al.
(2013)104
Coultonetal.
(2017)105
(United Kingdom)
AESOPS
Cucciare et al.
(2013)106
Cucciare et al.
(2013)107
(United States)

Vol 45No 1]2025

N
Year Data
Collected

Generation

N=1,380
2008-2010
TSG/BB

N=772
2008-2009
TSG/BB

N=529
2006-2010
TSG/BB

N=167
2010-2011
TSG/BB

Sample Population
Age (Mean + SD,
Median)

Race

Sex

People with heavy
drinking (females
above 14 standard
drinks/week, males
above 21 standard
drinks/week)
Median age: 58, IQR
NR for total sample
45% female

People with at-risk
drinking

Median age: 59, IQR:
50-65

49% female

People age 55+ with
at-risk drinking
Mean age: 63+ 5.8
20% female

Veterans with at-risk
drinking

Mean age: 59 + 10
8% Hispanic, 12%
Black, 11% other non-
White

12% female

Setting

Modality

Older Adult- Specific
(OAS)

Community
Online
Not OAS

Research participantsina
health examination

In person, telephone

Not OAS

Primary care
In person
OAS

Veterans Administration
primary care

In person

Online

OAS

Intervention

Personalized
feedback/normative feedback vs.
brief advice vs. control; Web-
based personalized feedback
(with sex-based normative
feedback); personalized brief
advice (risks of heavy drinking,
advice to cut down only), or
control

Brief motivational intervention
lasting 11 minutes, handout on
alcohol and available treatment,
5-minute booster call 4 weeks
later

Stepped care with 20 minutes
behavioral counseling, followed
by three 40-minute motivational
enhancement therapy sessions,
then referral to local specialist

Usual care plus primary care
referring patients to web-
delivered normative feedback
about alcohol, tailored to age and
sex

Comparator

None, only
screen with
their name

Handout
only

5-minute
brief advice
with nurse

Usual care

Outcome

There were no group differences. All
groups reduced drinking an average of
6 standard drinks per week by 12
months. In a subgroup analysis, men
appeared to respond significantly
better to the personalized feedback
intervention, compared to the other
groups.

No group differences in the quantity or
frequency of alcohol use at 12 months.
Reported poor quality of motivational
interviewing measured by Motivational
Interviewing Treatment Integrity
(MITI) scale.

There were no significant differences;
both groups reduced drinking as
measured by AUDIT-C at 12 months.

At 12 months, both conditions reduced
alcohol use; percentage of heavy
drinking days was reduced by half by
follow-up, drinking intensity by about
one standard drink per day, three fewer
days per month, and 2-3 points lower
on SIP. Normative feedback reduced
depression (PHQ-9) and increased
approach coping (post-traumatic stress
disorder checklist).
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Appendix 2. (Continued)

Study

(Country)
Project Name

Kuerbis et al.
(2015)108
(United States)

Wilson et al.
(2014)109
(United Kingdom)

Toradnetal.
(2023)110
(Spain)

Kuerbis et al.
(2022)111
(United States)

Vol 45No 1]2025

N

Year Data
Collected
Generation

N=86
2011-2012
TSG/BB

N=172
2011-2012
TSG/BB

N=225
2012-2015
TSG/BB

N=151
2014-2015
BB

Sample Population
Age (Mean + SD,
Median)

Race

Sex

People age 50+
drinking beyond FDA
low-risk drinking
guidelines

Mean age: 64.7 + 8.4
9% Hispanic, 2% non-
White

34% female

People with at-risk
drinking and with
hypertension or
depression

Mean age: 64 + 9.2
25% female

People age 65+ with
at-risk drinking
Meanage: 71+5
55% female

People age 50+ from
the general population
with at-risk drinking
554+4.2,CTYA

3% Hispanic, any race,
10% non-White

73% female

Setting

Modality

Older Adult- Specific
(OAS)

Mail, recruited from
primary care network
Mailed booklet

OAS

Primary care
In person
OAS

Primary care or in home
In person
OAS

Alcohol-related help-
seeking websites
Text messaging

Not OAS

Intervention

Mailed brief feedback

intervention, booklet on alcohol
and aging, and “Rethinking your

drinking” pamphlet

Personalized and normative
structured feedback on alcohol
with tips for reducing drinking;

duration 5 minutes

Brief alcohol intervention
consistent with WHO

recommendations at four time
points: initial appointment, 1
month, 6 months, and 12 months.

Text message conditions were
theoretically framed in four ways:
gain, loss, static, and adaptive;
daily text messages encouraging
reduced drinking for 12 weeks;

assessment occurred once
weekly.

Comparator

CARET
assessment
only

None

Minimum
advice at
initial visit

Assessment
only

Outcome

At 3 months, the intervention group
had fewer people with at-risk drinking
(66% vs. 88%); fewer people with binge
drinking (45% vs. 68%); and fewer
participants using alcohol with medical
or psychiatric conditions (3% vs. 17%)
or with symptoms of those conditions
(29% vs. 49%).

At 6 months, both groups lowered
AUDIT scores; the hypertension group
reduced AUDIT scores about 1 point
more than control. For the depression
group, there was no difference
between conditions.

Reduction to low-risk drinking was
considered a success; decreased drink-
ing that exceeded low-risk levels was
considered partial success. Effects were
only significant among women; they
were 3.6 times more likely than men to
achieve full or partial success, largely
explained by abstinence at 12 months.
At 3 months, all text message groups
reduced drinking vs. assessment only.
Younger adults had slightly larger
effects than older adults. Depression,
craving, and problems were reduced for
gain-framed messages for older adults,
loss-framed messages for younger
adults. Despite decreases of 5 units per
week and one less drinking day per
week, a large proportion maintained at-
risk drinking.
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Appendix 2. (Continued)

Sample Population

Study s Age (Mean + SD, Settlng
Year Data . Modality .
(Country) Median) epe Intervention Comparator | Outcome
. Collected Older Adult- Specific
Project Name . Race
Generation Sex (OAS)
Snowden et al. N=68 Individuals age 40-85,  Hospital, preoperative Session 1 included AUDIT; 5 Usual care At 6 months, both groups significantly
(2020)112 2016-2018 undergoing elective assessment clinic minutes of brief advice; and 15 to reduced their proportion of people with
(United Kingdom)  TSG/BB/Gen  hip or knee In person, Telephone 20 minutes of behavioral at-risk drinking measured by AUDIT.
X arthroplasty, and Not OAS counseling with goal setting, No condition differences were found.
reporting at-risk problem-solving, increasing social
drinking support handouts; an optional
Mean age: 66.2 + NR, session 2 with a 20-minute
median age 67 booster was conducted 1 week
19% female before surgery to review

progress and self-efficacy

Note: ARPS, Alcohol Related Problems Survey; ASSIST, Alcohol, Smoking, Substance Involvement Test; AUDIT, Alcohol Use Disorders Identification Test; AUDIT-C, Alcohol Use Disorders Identification Test-
Consumption; BB, Baby Boomers; CARET, Comorbidity-Alcohol Risk Evaluation Tool; CTYA, compared to younger adults; DAST, Drug Abuse Screening Test; FDA, U.S. Food and Drug Administration; FRAMES,
Feedback, Responsibility, Advice, Menu of options, Empathy, and Self-efficacy; Gen X, Generation X; GG, Greatest Generation; IQR, interquartile range; NA, not applicable; NR, not reported; OAS, older adult-
specific; PHQ-9, 9 item Patient Health Questionnaire; RTCQ, Readiness to Change Questionnaire; RCT, randomized controlled trial; SBIRT, Screening, Brief Intervention, and Referral to Treatment; SIP, Short
Inventory of Problems; SMAST-G, Short Michigan Alcohol Screening Test-Geriatric version; TLFB, Timeline Followback; TSG, The Silent Generation.
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Appendix 3. Characteristics and Outcomes of the Tertiary Prevention Interventions for Alcohol Use Disorder and Its Consequences Included in This Review (N = 6)

N
study Year(s) Data
(Country)
Project Name Collectefj
Generation
Quasi Comparison Designs
Kuerbis et al. N=238
(2013)46 2000-2009
(United States) GG/TSG/BB
Cimarolliet al. N=271
(2018)121 NR
Cimarolliet al. TSG/BB
(2021)126
(United States)
Geriatric
Substance Abuse
Recovery
Program
RCTS
D’Agostino et al. N=99
(2006)128 NR
(United States) TSG
Geriatric
Addictions
Program (GAP)
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Sample Population
Age (Range or
Mean + SD)

Race

Sex

24 people age 54-59
and 14 people age 60+
0% non-White; 9%
female

People age 55+ with
alcohol use disorder /
substance use disorder
Mean age: 68.1 +8.3
19% Hispanic

49% non-White

35% female

People age 51+ with
substance use and
mental and physical
health problems
Mean age: 73.7 + 8.8
59% female

Setting
Modality

Older Adult-Specific
(OAS)

Community, outpatient
research clinic

In person

Not OAS

Skilled nursing facility
In person, telephone
OAS

Within community-based
agency, in-home

In person

OAS

Intervention Comparator

Brief treatments: four No treatment
sessions motivational

interviewing or nondirective

listening, 12 sessions

motivational interviewing

plus CBT

After assessment, care plan
for during and after skilled
nursing facility stay; services
included counseling, family
therapy, and AA,; referral to
community supports, calls,
and home visit for support

Refused participation in
program

Traditional referral
directly to specialty
services

Multidimensional approach:
geriatric care management
assessment, motivational
counseling, combination of
aging services and substance
use treatment linkages

Outcome

Drinking was measured with
TLFB.

At 8 to 12 weeks, older adults
with no treatment decreased
drinking by 23%. The most
consistent decreases in
drinking were in older adults
who received motivational
interviewing plus CBT (37% to
59% decrease).

Odds of discharge to home
were 3.2 times higher for those
in the recovery program. At 30
days post-discharge, up to 69%
reported not relapsing.

At about 4 months, inpatient
completion was 80% in the
intervention group and 57% in
the control group; outpatient
completion was 40% in the
intervention group and 10% in
the control group.
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Appendix 3. (Continued)

Study

(Country)
Project Name

N

Year(s) Data
Collected
Generation

Sample Population
Age (Range or
Mean + SD)

Race

Sex

Setting

Modality

Older Adult-Specific
(OAS)

Intervention

Comparator

Outcome

Wallhed Finn et N =288 Individuals who met Primary care,community ~ “15-method”; 30-minute brief  Physician feedback, Both groups increased the
al. (2018)125 2013-2015 ICD-10 criteria for specialty care clinic advice with physician, choice medication proportion of low-risk drinking
Wallhed Finn et TSG/BB/ alcohol dependence In person of medication and/or brief (30 minutes/visit), and/or by 13% in primary care and
al. (2020)124 Gen X Mean age: 55+ 11.3 Not OAS treatment (four 15-minute brief treatment, 45- 19% in specialty care, but this
(Sweden) 45% female sessions of motivational minute sessions with was nonsignificant. Clients
interviewing and cognitive psychosocial treatment reported higher satisfaction in
behavioral therapy) (four sessions of specialty care. Moderation by
motivational age group was not significant.
enhancement therapy, By 12 months, most
guided self-change, participants in both groups had
behavioral self-control; reduced alcohol consumption
six to eight sessions of by one WHO risk level.
relapse prevention, or
12-week 12-step
facilitation)
Kuerbis et al. N=228 Adults age 51+ with Outpatient research clinic ~ Four 1-hour sessions of either ~ Self-change condition TLFB was used to measure
(2023)% 2008-2009 alcohol use disorder In person motivational interviewing or drinking. At 8 weeks, older
(United States) 2012-2016 and moderation goal Not OAS nondirective listening adults in motivational
Project Motion TSG/BB Mean age: 57.9+5.7; (focused on emotions) interviewing reduced drinking

CTYA

14% Hispanic, 11%
Black

55% female

8% more than those in
nondirective listening; there
was no difference with self-
change. Changes were
statistically significant but not
clinically meaningful. Younger
adults did best in nondirective
listening.

Note: AA, Alcoholics Anonymous; ASSIST, Alcohol, Smoking, Substance Involvement Test; AUDIT, Alcohol Use Disorders Identification Test; AUDIT-C, Alcohol Use Disorders Identification Test-Consumption; BB,
Baby Boomers; CARET, Comorbidity-Alcohol Risk Evaluation Tool; CBT, cognitive behavioral therapy; CTYA, compared to younger adults; Gen X, Generation X; GG, Greatest Generation; NR, not reported; OAS,
older adult-specific; RCT, randomized controlled trial; SBIRT, Screening, Brief Intervention, and Referral to Treatment; SIP, Short Inventory of Problems; TLFB, Timeline Followback; TSG, The Silent Generation;
WHO, World Health Organization.
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