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More information is needed about the spectrum of alcohol use among older 
individuals, and correlates of problem drinking. This study described the 
alcohol use risk levels of a large convenience sample of patients 65 years and 
older visiting two large California hospital emergency departments (EDs).  
A personal interview, administered in the ED by a trained health educator, 
collected sociodemographic information and alcohol use using the Alcohol 
Use Disorders Identification Test instrument. A total of 476 older patients 
provided complete interviews. This group equally comprised of men and 
women. Fifty-four percent were White non-Hispanic, 28% were Hispanic, 
11% were African American, and 6% Other/Unknown. About 14% were at 
risk or above for alcohol misuse. No differences in risk-level distribution were 
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found for young-old (65-74 years of age) and old-old (75+) groups. Higher 
alcohol risk was associated with male gender and higher income. Results are 
discussed in terms of intervention approaches for older people.

Keywords: elderly drinking; elderly alcohol abuse; elderly alcohol screen-
ing; patients

Until recently, alcohol use and misuse among older individuals was a 
relatively neglected research and clinical topic (Menninger, 2002). 

Although alcohol use among young people is well studied, the topic has 
rarely been systematically examined among older people. Recent work sug-
gests that alcohol use disorders and risky alcohol use are surprisingly com-
mon among older people (Adams, 1995; Adams, Magruder-Habib, Trued, 
& Broome, 1992; Guner & Arndt, 2004; Helzer, Burnham, & McEvoy, 
1991; Hinkin et al., 2001; Myers et al., 1984), although the true picture is 
not known because alcohol misuse by older people is often misdiagnosed 
and underdetected. Thirty-five percent of adults over 65 years of age report 
using alcohol in the past month (Substance Abuse and Mental Health 
Services Administration [SAMHSA], 2004). Problem drinking among 
older adults in these populations is estimated to range from 1% to 22% 
(Adams, 1995; Adams et al., 1992; Helzer et al., 1991; Myers et al., 1984); 
about 7% of older adults report binge drinking and about 2% report fre-
quent heavy drinking. These estimates are likely higher among those seen 
in health care settings (Sorocco & Ferrell, 2006). At least 1 in 10 elderly 
emergency room patients are thought to suffer from an alcohol problem 
according to several descriptive studies (Callahan & Tierney, 1995; Oslin, 
2004). Older women may be at particularly high risk for alcohol problems 
(Blow & Barry, 2002).

The consequences of alcohol abuse for older people can be severe and 
even fatal. Alcohol use among older people can lead to various physical, 
psychological, social, and cognitive health impairments (O’Connell, Chin, 
Cunningham, & Lawlor, 2003). With age, the ability to process alcohol and 
other substances decreases due to physiological changes (e.g., greater fatty 
tissue, lower enzymatic capacity, enhanced brain sensitivity to depressant 
substances), making older people more vulnerable to the effects of alcohol 
(National Institute on Alcohol Abuse and Alcoholism [NIAAA], 1998). 
Elderly alcohol abusers are at higher risk for pancreatitis, cirrhosis, hepati-
tis, stroke, various cancers, dementia, malnutrition, coronary artery disease, 
dental disease, cardiomyopathy, atrial fibrillation, high blood pressure, sui-
cide, psychiatric disorders, accidents, and injuries (Adams, Yuan, Barboriak, 
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& Rimm, 1993; Blazer, 1995; Bortz & O’Brien, 1997; Cummings, Bride, 
& Rawlins-Shaw, 2006; Draper, 1994; Friedlander & Norman, 2006; 
Waller, 1998). In addition, alcohol can exacerbate dementia, be mistaken 
for psychiatric illness, or mask other health problems.

The role of stressors in aging, such as the loss of a spouse, health prob-
lems, and social isolation may be central to alcohol misuse in older persons 
(Welte & Mirand, 1995). Furthermore, older individuals may be vulnerable 
to the effects of even modest amounts of alcohol because of potential inter-
actions with medications, higher medication noncompliance, coexisting 
illness, and age-related changes in body composition (NIAAA, 1998).

Although alcohol use typically declines with age, research suggests the 
existence of a sizable segment of problem drinkers among older persons. In 
addition, generational cohorts who grew up after the 1950s were raised in 
a period in which drinking was more common and acceptable than in previ-
ous cohorts. The lack of well-controlled research of this problem is partly 
due to difficulty in identifying elderly problem drinkers for reasons such as 
underreporting of true alcohol consumption, isolation of the elder from 
social contacts, and inadequate screening instruments designed to diagnose 
elderly alcohol misuse (Widner & Zeichner, 1991). Current trends suggest 
that alcohol consumption among older people will continue to grow in the 
future and will present a major concern for the professional in the assess-
ment and treatment of older people.

As the number of older individuals grows, more information is needed 
about the spectrum of alcohol use among older individuals and correlates 
of problem drinking (Tuvey, Schultz, & Klein, 2006). The purpose of this 
study is to describe the alcohol use risk levels of a large convenience sam-
ple of older patients visiting emergency departments (EDs) in southern 
California. America’s largest elderly population lives in California 
(California Department of Aging [CDA], 2007), and the state has one of the 
world’s most ethnically dynamic and diverse populations. About one out of 
every four persons who is 65 years and older living in San Diego visited a 
local county ED in 2006 (San Diego County, 2008). Therefore, the geo-
graphic area provides a unique opportunity to conduct this research.

Method

Patients (N = 476) were from two large southern California hospital EDs 
participating in a broader service-oriented alcohol screening effort 
(SAMHSA, 2008). A personal interview was administered in the ED by a 
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trained bilingual/bicultural health educator (HE) fluent in both English and 
Spanish. Adult patients were asked to participate regardless of the reason 
for their ED visit. Ideally, all adults in the ED were to be screened, although 
because of limited resources the true penetration rate was about 50%.

The HEs collected information on five sociodemographic characteristics 
from patients: gender, with men coded as 1 and women coded as 0; age in 
years; racial/ethnic background, including Hispanic, African American, 
White non-Hispanic, or Other/Unknown; level of education, coded as 1 (less 
than high school), 2 (high school), or 3 (greater than high school); and 
annual family income level ranging from 1 (less than US$10,000 per year) 
to 5 (US$50,000 or more per year).

Alcohol use risk levels were determined using the Alcohol Use Disorders 
Identification Test (AUDIT) screening instrument, a 2- to 4-min, 10-item 
instrument developed by the World Health Organization as a simple and 
valid method of screening for excessive and risky drinking (Barbor, Biddle-
Higgins, Saunders, & Monteiro, 2001; Saunders, Aasland, Babor, de la 
Fuente, & Grant, 1993). The AUDIT is widely used, and numerous studies 
have reported high reliability and good concurrent and predictive validity 
of the AUDIT (see Barbor et al., 2001). Developed from data collected 
from multinational samples, the AUDIT may be administered either as an 
oral interview or self-administered questionnaire. In the present study, 
standard cut points were applied to AUDIT scores (ranging from 0-40) to 
categorize participants into the following five clinical risk categories: non 
drinker/abstainer (score of 0), low risk (score of 1-7), at risk (score of 
8-15), high risk (score of 16-19), and severe risk (score of 20 or higher). 
The appendix presents the 10-item AUDIT instrument.

Results

Of the 4,748 adults screened for alcohol use during a 3.5-month period, 
16% were 65 years of age or older (n = 760). About 25% of the older 
patients (n = 193) were not able to complete screenings due to conditions 
such as disorientation and being hard of hearing; an additional 12% (n = 91) 
were unable to complete the screening due to a language barrier or the 
patient was discharged before the screening could be complete. A total of 
476 older patients provided complete screenings. This group equally com-
prised of men and women. The average (mean) age was 75 years, with a 
range of 65 to 98 years. Fifty-four percent were White non-Hispanic, 28% 
were Hispanic, 11% were African American, and 6% were Other/Unknown. 
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Thirty-two percent had less than a high school education, 27% had exactly 
a high school education, and 41% had more than a high school education. 
The median annual income was US$10,000 to US$14,999. Fourteen per-
cent opted to take the screening interview in Spanish.

Fourteen percent of the older-aged sample was at risk or above for alco-
hol misuse (i.e., risky use), 30% were low risk, and 56% were nondrinkers. 
No differences in risk-level distribution were found for young-old (65-74 
years of age) and old-old (75+) groups. Bivariate analyses showed that male 
gender, White non-Hispanic ethnicity, higher family income, and higher 
education tended to be associated with risky alcohol use. Table 1 presents 
results of multivariate logistic regression conducted to examine which of the 
sociodemographic characteristics were independently associated with risky 
alcohol use. Gender and income were independent significant predictors of 
risky alcohol use, such that men and those at relatively higher income were 
at greater risk.

Discussion and Conclusions

This descriptive study suggests that risky alcohol use is not uncommon 
in a convenience sample of older individuals receiving care for a variety 
of reasons in EDs. The prevalence of risky alcohol use (14%) is in line 
with estimates for older adults reported elsewhere (1%-22%), although 
reported rates vary widely depending on definitions and settings (Adams, 

Table 1
Multivariate Logistic Regression Analysis of Sociodemographic 

Predictors of Risky Alcohol Use Among Older Patients

Predictor B p Adjusted OR 95% CI

Age -0.30 .36 0.74 0.39-1.41
Gender -0.81 .02 0.44 0.23-0.87
Race/ethnicity -0.13 .52 0.88 0.59-1.31

Hispanica   1.00 
African American 0.04 .95 1.04 0.30-3.65
White non-Hispanic 0.16 .75 1.17 0.44-3.13
Other/unknown -1.40 .22 0.25 0.03-2.26

Level of education 0.00 .99 1.00 0.92-1.09
Family income 0.27 .004 1.30 1.09-1.56

Note: OR = odds ratio; CI = confidence interval.
a. Reference group
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1995; Adams et al., 1992; Helzer et al., 1991; Myers et al., 1984; Sorocco 
& Ferrell, 2006). The present study used the AUDIT to assess alcohol use 
risk, a widely used instrument that takes into account quantity and fre-
quency of use, as well as problems with alcohol. However, the AUDIT was 
not developed specifically for older individuals and may be inadequate in 
determining their age-specific risks (Dufour & Fuller, 1995; Graham, 1986; 
Fink, Hays, Moore, & Beck, 1996; O’Connell et al., 2004). For example, 
the sensitivity of the AUDIT (i.e., its ability to identify “true positives”) 
was unacceptability low in several studies of older patients (Moore, Beck, 
Babor, Hays, & Ruben, 2002; Morton, Jones, & Manganaro, 1996; Philpot 
et al., 2003). A few screening instruments have been developed that may be 
more appropriate—for example, the Alcohol-related Problems Survey 
(ARPS) takes into account other comorbidities and medication use, age-
specific factors that may place older individuals at risk (Fink et al., 2002). 
Another is the Michigan Alcoholism Screening Test–Geriatric Version 
(MAST-G), an instrument that includes measures of older people–specific 
consequences of drinking (Blow et al., 1992). Another consideration for 
accurately measuring alcohol consumption in older individuals is the drink-
ing for medicinal purposes. In a recent study of home-dwelling older peo-
ple, 12% reported negatively to a question about alcohol consumption but 
reported drinking brandy or other spirits for medicinal purposes (Aira, 
Hartikainen, & Sulkava, 2008).

In the present study, higher alcohol risk was associated with sociodemo-
graphic characteristics; men and those with higher income were at particu-
larly high risk. It is important to point out, however, that higher income in 
this group of patients is a relative term, insofar as the median income was 
US$10,000 to US$14,999 per year and 70% reported less than US$25,000 
per year. Identifying these high-risk groups and incorporating modifiable 
age-specific factors into practical and effective prevention and treatment 
strategies will likely become an important public health goal as the older 
population grows.

Although older people–specific alcohol interventions are rare, a few do 
exist (Table 2 provides links to information and resources for alcohol-related 
problems of older people). Data from Project Guiding Older Adult Lifestyles 
(GOAL) suggest that brief advice from a physician can decrease alcohol 
use by older adults (Fleming, Manwell, Barry, Adams, & Stauffacher, 
1999). In 2000, the American Society on Aging began their Staying Healthy 
Project (SHP), a community-based prevention/intervention program in 
northern California funded by SAMHSA to provide services tailored for 
older adults (Gordon, 2001). Another promising approach, Screening, Brief 
Intervention, and Referral to Treatment (SBIRT), is a brief relatively low-cost 
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strategy that has been effective when delivered during a “teachable moment” 
with patients in clinics and EDs (Bien, Miller, & Tonigan, 1993). However, 
SBIRT programs typically have been geared toward younger adults and do 
not address the issues uniquely relevant to older people, such as medication 
interactions and compliance, physiological changes that come with age, 
risk of falls, and social isolation (Fink, Elliot, Tsai, & Beck, 2005). An 
exception is Florida’s Project Brief Intervention and Treatment for Elders 
(Project BRITE), a SAMHSA-funded SBIRT program in emergency and 
primary health care settings geared toward individuals 55 years and older to 
identify nondependent but risky substance use (BRITE Program Directory, 
n.d.). The program’s health care setting is a strength because of the large 
numbers of older adults seen in those locations.

An important limitation of the present study relates to its use of a con-
venience sample. The researchers have no way of knowing how well the 
sample represents older individuals who present to EDs, limiting our ability 
to generalize. Those older individuals who completed the screenings may 
have differed on important characteristics from those who did not, affecting 
alcohol misuse prevalence estimates and patterns of prediction.

Despite a possible selection bias, this type of preliminary, descriptive 
study is a useful starting point in that it documents the scope of alcohol 
misuse among older patients and correlates of risky alcohol use. Geriatric 
alcohol use research is relatively rare, and pertinent research efforts are 
gaining increased attention. Future work should include validity studies of 
alcohol brief screeners for older individuals. In addition, large, representa-
tive samples should be used to pinpoint prevalence of the problem and 
identify age-specific factors that can be incorporated into effective brief 
interventions with the potential for a broad, public health impact.

Table 2
Resources for Older Individuals With Risky Alcohol Behaviors

As You Age: A Guide to Aging, Medicines, and 
Alcohol

Online Course: Alcohol, Medications and 
Older Adults

SAMHSA: Older Americans Substance Abuse 
and Mental Health Technical Assistance 
Center

Substance Abuse Treatment Facility Locator 
System

Brief Intervention and Treatment for Elders 
(Project BRITE)

http://asyouage.samhsa.gov/ 

http://pathwayscourses.samhsa.gov/aaac/
aaac_intro_pg1.htm

http://www.samhsa.gov/olderadultstac/ 
 

http://findtreatment.samhsa.gov/ 

http://brite.fmhi.usf.edu/
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Appendix
Alcohol Use Disorders Identification Test (AUDIT) Items

 1. How often do you have a drink containing alcohol?
(0) Never
(1) Monthly or less
(2) Two to four times a month
(3) Two to three times a week
(4) Four or more times a week

 2. How many drinks containing alcohol do you have on a typical day when 
you are drinking?
(0) 1 or 2
(1) 3 or 4
(2) 5 or 6
(3) 7, 8, or 9
(4) 10 or more

 3. How often do you have six or more drinks on one occasion?
(0) Never
(1) Less than monthly
(2) Monthly
(3) Weekly
(4) Daily or almost daily

 4. How often during the last year have you found that you were not able to 
stop drinking once you had started?
(0) Never
(1) Less than monthly
(2) Monthly
(3) Weekly
(4) Daily or almost daily

 5. How often during the last year have you failed to do what was normally 
expected from you because of drinking?
(0) Never
(1) Less than monthly
(2) Monthly
(3) Weekly
(4) Daily or almost daily

 6. How often during the last year have you needed a first drink in the morn-
ing to get yourself going after a heavy drinking session?
(0) Never
(1) Less than monthly
(2) Monthly
(3) Weekly
(4) Daily or almost daily

(continued)

 at PENNSYLVANIA STATE UNIV on April 8, 2016jag.sagepub.comDownloaded from 

http://jag.sagepub.com/


Woodruff et al. / Alcohol Use Risk Levels Among Older Patients   657

References

Adams, W. L. (1995). Potential for adverse drug alcohol interactions among retirement com-
munity residents. Journal of the American Medical Association, 43, 1021-1025.

Adams, W. L., Magruder-Habib, K., Trued, S., & Broome, H. L. (1992). Alcohol abuse in elderly 
emergency department patients. Journal of the American Geriatrics Society, 40, 1236-1240.

Adams, W. L., Yuan, Z., Barboriak, J. J., & Rimm, A. A. (1993). Alcohol related hospitaliza-
tions in elderly people: Prevalence and geographic variation in the United States. Journal 
of the American Medical Association, 270, 1222-1225.

Aira, M., Hartikainen, S., & Sulkava, R. (2008). Drinking alcohol for medicinal purposes by 
people aged over 75: A community-based interview study. Family Practice, 5, 1-5.

Barbor, T. F., Biddle-Higgins, J. C., Saunders, J. B., & Monteiro, M. G. (2001). The alcohol 
use disorders identification test: Guidelines for use in primary health care. Geneva, 
Switzerland: World Health Organization.

Bien, T. H., Miller, W. R., & Tonigan, J. S. (1993). Brief intervention for alcohol problems: A 
review. Addiction, 88, 315-335.

Blazer, D. (1995). Alcohol and drug problems. In E. W. Busse & D. G. Blazer (Eds.), Textbook 
of geriatric psychiatry (pp. 341-356). Washington, DC: American Psychiatric Press.

Appendix (continued)

 7. How often during the last year have you had a feeling of guilt or remorse 
after drinking?
(0) Never
(1) Less than monthly
(2) Monthly
(3) Weekly
(4) Daily or almost daily

 8. How often during the last year have you been unable to remember what 
happened the night before because you had been drinking?
(0) Never
(1) Less than monthly
(2) Monthly
(3) Weekly
(4) Daily or almost daily

 9. Have you or someone else been injured as a result of your drinking?
(0) No
(2) Yes, but not in the last year
(4) Yes, during the last year

10. Has a relative or friend or a doctor or another health worker been concerned 
about your drinking or suggested you cut down?
(0) No
(2) Yes, but not in the last year
(4) Yes, during the last year

 at PENNSYLVANIA STATE UNIV on April 8, 2016jag.sagepub.comDownloaded from 

http://jag.sagepub.com/


658   Journal of Applied Gerontology

Blow, F. C., & Barry, K. (2002). Use and misuse of alcohol among older women. Alcohol 
Research & Health, 26, 308-315.

Blow, F. C., Brower, K. J., Schulenberg, J. E., Demo-Dananberg, L. M., Young, J. P., & 
Beresford, T. P. (1992). The Michigan Alcoholism Screening Test—Geriatric Version 
(MAST-G): A new elderly-specific screening instrument. Alcoholism: Clinical & Experimental 
Research, 16, 372.

Bortz, J. J., & O’Brien, K. P. (1997). Psychotherapy with older adults: Theoretical issues, 
empirical findings, and clinical applications. In P. D. Nussbaum (Ed.), Handbook of neu-
ropsychology and aging. Critical issues in neuropsychology (pp. 431-451). New York: 
Plenum Press.

Brief Intervention and Treatment for Elders Program Directory. (n.d.). Retrieved October 20, 
2008, from http://www.pacdaa.org/pacdaa/lib/pacdaa/Ferrante_Handout.pdf

California Department of Aging. (2007). Aging in California. Retrieved May 5, 2008, from 
http://www.aging.ca.gov/

Callahan, C. M., & Tierney, W. M. (1995). Health services use and mortality among older primary 
care patients with alcoholism. Journal of American Geriatrics Society, 43, 1378-1383.

Cummings, S. M., Bride, B., & Rawlins-Shaw, A. M. (2006). Alcohol abuse treatment for older 
adults: A review of recent empirical research. Journal of Evidence Based Social Work, 3, 
79-99.

Draper, B. (1994). Suicidal behavior in the elderly. International Journal of Geriatric 
Psychiatry, 9, 655-666.

Dufour, M., & Fuller, R. K. (1995). Alcohol in the elderly. Annual Review of Medicine, 46, 
123-132.

Fink, A., Elliott, M. N., Tsai, M., & Beck, J. C. (2005). An evaluation of an intervention to 
assist primary care physicians in screening and educating older patients who use alcohol. 
Journal of the American Geriatrics Society, 53, 1937-1943.

Fink, A., Hays, R. D., Moore, A. A., & Beck, J. C. (1996). Alcohol-related problems in older 
persons: Determinants, consequences and screening. Archive of Internal Medicine, 156, 
1150-1156.

Fink, A., Tsai, M. C., Hays, R. D., Moore, A. A, Morton, S. C., Spritzer, K., et al. (2002). 
Comparing the alcohol-related problems survey (ARPS) to traditional alcohol screening 
measures in elderly outpatients. Archives of Gerontology and Geriatrics, 34, 55-78.

Fleming, M. F., Manwell, L. B., Barry, K. L., Adams, W., & Stauffacher, E. A. (1999). Brief 
physician advice for alcohol problems in older adults a randomized community-based 
trial. Journal of Family Practice, 48, 378-384.

Friedlander, A. H., & Norman, D. C. (2006). Geriatric alcoholism: Pathophysiology and den-
tal implications. Journal of the American Dental Association, 137, 330-338.

Gordon, C. (2001, October). Staying Healthy Project: Implementation and preliminary find-
ings of a community-based alcohol prevention study for older adults. Poster session pre-
sented at the annual meeting of the American Public Health Association, Atlanta, GA.

Graham K. (1986). Identifying and measuring alcohol abuse among the elderly: Serious prob-
lems with existing instrumentation. Journal of Studies on Alcohol, 47, 322-326.

Guner, T. D., & Arndt, S. (2004). Maximizing treatment of substance abuse in the elderly. 
Behavioral Health Management, 24(2), 38-43.

Helzer, J. E., Burnham, A., & McEvoy, L. T. (1991). Alcohol abuse and dependence. In 
L. N. Robbins & D. A. Regier, (Eds.), Psychiatric disorders in America: The epidemiog-
logic catchment area study (pp. 81-115). New York: McMillian.

 at PENNSYLVANIA STATE UNIV on April 8, 2016jag.sagepub.comDownloaded from 

http://jag.sagepub.com/


Woodruff et al. / Alcohol Use Risk Levels Among Older Patients   659

Hinkin, C. H., Castellon, S. A., Dickson-Fuhrman, E., Daum, G., Jaffe, J., & Jarvik, L. (2001). 
Screening for drug and alcohol abuse among older adults using a modified version of the 
cage. American Journal of Addictions, 10, 319-326.

Menninger, J. A. (2002). Assessment and treatment of alcoholism and substance-related dis-
orders in the elderly. Bulletin of the Menninger Clinic, 66, 166-183.

Moore, A. A., Beck, J. C., Babor, T. F., Hays, R. D., & Ruben, D. B. (2002). Beyond alcohol-
ism: Identifying older, at-risk drinkers in primary care. Journal of Studies on Alcohol and 
Drugs, 63, 316-324.

Morton, J. L., Jones, T. V., & Manganaro, M. A. (1996). A performance of alcoholism screen-
ing questionnaires in elderly veterans. American Journal of Medicine, 101, 153-159.

Myers, J. K., Weissman, M. M., Tischler, G. L., Holzer, C. E., Leaf, P. J., Orvaschel, H., et al. 
(1984). Six month prevalence of psychiatric disorders in three communities. Archives of 
General Psychiatry, 41, 959-967.

National Institute for Alcohol Abuse and Alcoholism. (1998). Alcohol and aging. Retrieved 
May 25, 2008, from http://pubs.niaaa.nih.gov/publications/aa40.htm

O’Connell, H., Chin, A., Cunningham, C., & Lawlor, B. (2003). Alcohol use disorders in elderly 
people: Redefining an age old problem in old age. British Medical Journal, 327, 664-667.

O’Connell, H. O., Chin, A.-V., Hamilton, F., Cunningham, C., Walsh, J.B., Coakley, D., et al. 
(2004). A systematic review of the utility of self-report alcohol screening instrument in the 
elderly. International Journal of Geriatric Psychiatry, 19, 1074-1086.

Oslin, D. W. (2004). Late-life alcoholism: Issues relevant to the geriatric psychiatrist. 
American Journal of Geriatric Psychiatry, 12, 571-583.

Philpot, M., Pearson, N., Petratou, R., Dayanandan, R., Silverman, M., & Marshall, J. (2003). 
Screening for problem drinking in older people referred to a mental health service: A 
comparison of CAGE and AUDIT. Aging & Mental Health, 7, 171-175.

San Diego County. (2008). Emergency department discharge patient summary: Aggregate 
report. Retrieved November 22, 2008, from http://www.hasdic.org/documents/EMS-ED 
AggregateReport2006.pdf

Saunders, J. B., Aasland, O. G., Babor, T. F., de la Fuente, J. R., & Grant, M. (1993). 
Development of the alcohol use disorders screening test (AUDIT): WHO collaborative 
project on early detection of persons with harmful alcohol consumption—II. Addiction, 
88, 791-804.

Sorocco, K. H., & Ferrell, S. W. (2006). Alcohol use among older adults. Journal of General 
Psychology, 133, 453-467.

Substance Abuse and Mental Health Services Administration. (2004). 2004 national survey on 
drug use and health. Rockville, MD: U.S. Department of Health and Human Services.

Substance Abuse and Mental Health Services Administration. (2008). Screening, brief inter-
vention, and referral to treatment: What is SBIRT? Retrieved July 8, 2008, from http://
sbirt.samhsa.gov/index.htm

Tuvey, C. L., Schultz, S. K., & Klein, D. M. (2006). Alcohol use and health outcomes in the 
oldest old. Substance Abuse Treatment, Prevention, and Policy, 1, 8.

Waller P. (1998). Alcohol, aging and driving performance. In E. S. L. Gomberg, A. M. Hegedus, 
& R. A. Zucker (Eds.), Alcohol problems and aging (pp. 301-320; NIAAA Research 
Monograph No. 33). Rockville, MD: US Department of Health and Human Services.

Welte, J. W., & Mirand, A. L. (1995). Drinking, problem drinking and life stressors in the 
elderly general population. Journal of Studies on Alcohol and Drugs, 56, 67-73.

Widner, S., & Zeichner, A. (1991). Alcohol abuse in the elderly: Review of epidemiology 
research and treatment. Clinical Gerontologist, 11, 3-18.

 at PENNSYLVANIA STATE UNIV on April 8, 2016jag.sagepub.comDownloaded from 

http://jag.sagepub.com/


660   Journal of Applied Gerontology

Susan I. Woodruff, PhD, is a behavioral epidemiologist and professor at the School of Social 
Work at San Diego State University. She has over 20 years of experience in the area of health 
research, much of it with underserved, high risk, and understudied populations. Currently, she 
is the evaluation manager on the California Screening, Brief Intervention, Referral and 
Treatment Services (CASBIRT), a Substance Abuse and Mental Health Services Administration-
funded demonstration project.

John D. Clapp, PhD, is the director of the Center for Alcohol and Drug Studies at San Diego 
State University. He is a professor at the School of Social Work and an adjunct professor for 
the Graduate School of Public Health at San Diego State University. He is the principal inves-
tigator of CASBIRT.

Daniela Sisneros, MSW, received her masters degree in social work with an emphasis in 
administration from San Diego State University. She is currently the center coordinator at the 
Center for the Alcohol and Drug Studies, in addition to serving on the evaluation team for the 
CASBIRT program

Elizabeth Clapp, MPH, has worked as a project manager in nonprofit and academic settings 
for 18 years. She has managed several large-scale, multisite research and service programs. At 
the time of this work, she was the project manager for the CASBIRT program.

Cameron McCabe, BA, received his bachelors degree in psychology from San Diego State 
University. He is currently the data coordinator for the CASBIRT program’s evaluation team.

Raymond DiCiccio, MSW, has been providing prevention, evaluation, and treatment services 
for San Diego County and the State of California for 16 years. He is currently the project direc-
tor and coprincipal investigator for the CASBIRT program.

 at PENNSYLVANIA STATE UNIV on April 8, 2016jag.sagepub.comDownloaded from 

http://jag.sagepub.com/

