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The relationship between alcohol use and later-

life depression is complex. At-risk and problem 

drinking elevates the risk of depressive symptoms. The 

co-occurrence of alcohol use disorders and depression 

increases the potential for poor mental and physical 

health outcomes in older adults. Many older adults who 

are experiencing problems related to alcohol use do not 

meet alcohol abuse/dependence criteria. Depressive 

symptoms among older adults often are overlooked or 

misdiagnosed. The role of at-risk and problem alcohol 

use in depressive symptoms and vice versa may be 

underestimated. After a review of the literature, clinical 

recommendations for addressing late-life alcohol misuse 

and depression are presented.

Introduction
Substance abuse and mental health problems among 
older adults are associated with poor health outcomes, 
increased disability, and higher health care utilization. 
The co-occurrence of alcohol problems and mental dis-
orders in late life can result in greater complexity in the 
course and prognosis of many mental and physical ill-
nesses and an overall compromised quality of life. Both 
depression and problems related to alcohol consumption, 
particularly at-risk drinking, are common in older adults. 
Approximately 5% of elderly individuals living in the 
community meet research criteria for major depression; 
moreover, 15% to 20% of older adults have significant 
depressive symptoms [1–3]. Misuse and abuse of alcohol 
also are significant health problems among older adults, 
among those living in the community, and among health 
care-seeking populations [4–6]. The combination of 
depression and problems related to alcohol consumption 
significantly increases the potential for poor mental and 
physical health outcomes. Although the signs often are 
missed or misdiagnosed among clinicians, undertaking 

the challenges of accurate identification, assessment, and 
intervention for both alcohol misuse and depressive symp-
toms are of critical importance for this population.

Alcohol Problems in Later Adulthood
The misuse and abuse of alcohol are significant health 
problems among the growing population of older adults. 
The concern for alcohol use is highlighted by the litera-
ture demonstrating that not only are alcohol misuse and 
abuse common in this population, but also that problem 
drinking likely affects a larger proportion of the elderly 
population than previously thought [7]. Prevalence esti-
mates of problem drinking in older adults derived from 
community surveys have ranged from 1% to 15%, and 
much higher rates (15% to 58%) have been estimated 
among older adults presenting in health care settings 
[4–6]. In 2002, more than 616,000 adults aged 55 
and older reported alcohol dependence in the past year 
(DSM-IV definition): 1.8% of those aged 55 to 59, 1.5% 
of those aged 60 to 64, and 0.5% of those aged 65 or older 
[8]. These rates vary widely depending on methodology 
and the definitions of at-risk and problem drinking or 
alcohol abuse and dependence. Nonetheless, these rates are 
likely to increase with the rapid increase in the older adult 
population resulting from the aging of the “Baby Boom” 
cohort (those born between 1946 and 1964), a group likely 
to have increased rates of problems with alcohol and other 
drugs because of different exposure, attitudes, and behav-
iors regarding use of substances [7,8].

Estimates of alcohol problems are much higher among 
health care-seeking populations because problem drinkers 
are more likely to seek medical care [9•]. Studies in primary 
care settings have found that 10% to 15% of older patients 
met criteria for at-risk or problem drinking [10,11]. Two 
recent studies among veterans in nursing homes reported 
that 29% to 49% of residents had a lifetime diagnosis 
of alcohol abuse or dependence, with 10% to 18% hav-
ing reported active dependence symptoms in the past year 
[12,13]. The interactions between alcohol and medications 
are of notable importance to older populations. Interactions 
between psychoactive medications, such as benzodiazepines, 
barbiturates, and antidepressants, are of particular concern. 
Combined difficulties with alcohol and medication misuse 
may affect up to 19% of older Americans [14,15]. Alcohol 
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use can interfere with the metabolism of many medications 
and is a leading risk factor for the development of adverse 
drug reactions [14,16]. Finally, the presence of co-occurring 
psychiatric conditions (dual diagnosis), including comorbid 
depression, anxiety disorders, and cognitive impairment, 
likely represents both a risk factor and a complication of 
alcohol abuse and medication misuse in older adults [17].

Categorizing at-risk drinking in older adults
Although DSM criteria are widely used and distinguish 
between abuse and dependence, the majority of older 
adults who are experiencing problems related to their 
drinking do not meet DSM-IV criteria for alcohol abuse 
or dependence [7,18]. These criteria may not be perti-
nent to many older adults with substance use problems, 
as people in this age group do not often experience the 
legal, social, or psychological consequences specified in 
the criteria. For example, “a failure to fulfill major role 
obligations at work, home, or school” may be less appli-
cable to retired individuals with fewer familial and work 
obligations [7]. Further, a lack of tolerance to alcohol may 
not be as appropriate an indicator of alcohol-related prob-
lems in the elderly as in younger age groups. Most DSM
criteria for tolerance are based on increased consumption 
over time. This ignores the physiologic changes of aging 
that lead to physiologic tolerance at lower levels of alcohol 
consumption. Another important aspect of the DSM cri-
teria relates to the physical and emotional consequences 
of alcohol use. These criteria may be especially important 
in identifying alcohol problems in older adults.

Compared with younger adults, older individuals 
have an increased sensitivity to alcohol that increases 
potential harm. Sensitivity to and tolerance of ethanol 
are affected by physiologic aging processes, as well as by 
health problems more common at older ages [7,14]. Alco-
hol consumption in amounts considered light or moderate 
for younger adults may have untoward health effects on 
older individuals. There is an age-related decrease in lean 
body mass versus total volume of fat, and the resultant 
decrease in the aqueous volume increases the effective 
concentration of alcohol and other mood-altering chemi-
cals in the body [19]. Liver enzymes that metabolize 
alcohol and other drugs are less efficient with age. Central 
nervous system sensitivity to drugs also increases with 
age. Because drinking produces higher and longer-lasting 
blood alcohol levels in older adults than in younger people 
when comparable amounts of alcohol are consumed, 
many problems common among older people, such as 
chronic illness, poor nutrition, and polypharmacy, may 
be exacerbated by even small amounts of alcohol [19].

At-risk drinking in later adulthood
To address at-risk drinking, the National Institute on 
Alcohol Abuse and Alcoholism (NIAAA) developed 
separate alcohol consumption guidelines for adults aged 
less than 65 and for those aged 65 or older [14]. These 

guidelines are based on current rigorous research and, 
therefore, change as our knowledge changes and expands. 
Based on the biological, psychological, and social circum-
stances of aging, older adults pose special challenges for 
developing appropriate alcohol consumption guidelines. 
Of particular concern in this age group is the potential 
interaction of medications and alcohol. For some people, 
any alcohol use coupled with the use of specific over-the-
counter or prescription medications can be problematic. 
Hence, recommended limits on alcohol consumption for 
older adults generally are lower than those set for adults 
aged less than 65.

Both the NIAAA and the Center for Substance Abuse 
Treatment’s Treatment Improvement Protocol on older 
adults now recommend that individuals aged 65 and older 
consume no more than one standard drink per day or seven 
standard drinks per week [7,14]. In addition, older adults 
should never consume more than two standard drinks on 
any drinking day, with four or more drinks on any drink-
ing day defined as a binge episode. In the United States, 
one standard drink contains 12 g of ethanol; in the United 
Kingdom and Europe, one standard drink contains 8 g of 
ethanol. This means that individuals can equate the quan-
tity of alcohol across beverage types: Totals of 12 oz of 
beer, 5 oz of wine, and 1.5 oz of distilled spirits all contain 
roughly equivalent amounts of alcohol. These drinking 
guidelines for older adults are consistent with research 
data evaluating the relationship between consumption and 
alcohol-related problems in this age group [20]. The recom-
mendations also are consistent with the current evidence 
on the beneficial health effects of drinking [9•,21].

Positive and negative aspects of alcohol consumption
However, the evidence remains conflicted regarding the 
positive and negative aspects of alcohol consumption. 
There is growing evidence that among otherwise-healthy 
adults, especially middle-aged adults, moderate alcohol 
use may reduce cardiovascular disease, may reduce the 
risk of some dementing illnesses, and may have benefits 
in reducing cancer risk [22–24]. However, little research 
in these areas is conducted with older adults. Alcohol in 
moderate amounts may improve self-esteem or provide 
relaxation. Alcohol often is consumed socially and may 
help to reduce stress, at least temporarily. One study of 
moderate and heavy drinking among older adults found 
that the greater the number of drinks consumed per day, 
the poorer the psychosocial functioning reported by the 
subject [25]. The frequency of drinking was not related 
to psychosocial well-being, suggesting that binge drink-
ing was a more significant factor. Levels of alcohol use 
that are often considered moderate but are above recom-
mended guidelines of no more than one drink per day pose 
challenges for clinicians who advise older adults [26].

With the mixed results regarding the detrimental 
effects and potential benefits of alcohol use, clinicians 
may feel confused regarding whether they should rec-
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ommend no change in consumption or a reduction in 
consumption for older adults who do not meet criteria 
for abuse/dependence. This confusion can lead to the 
recognition of at-risk drinking levels without provid-
ing any recommendations regarding use. Conigliaro et 
al. [27] surveyed patients in all age groups identified as 
“problem drinkers” who recently had a primary care 
visit. The majority of the patients remembered having 
a discussion with their doctor about drinking, but only 
one half remembered being advised to reduce consump-
tion. For older adults who are more susceptible to both 
the physiologic and the psychosocial effects of substance 
use, erring on the side of caution with nonconfronta-
tional messages and follow-up generally is the most 
practical and effective approach.

Depression in Later Adulthood
In addition to concerns about the potential for problems 
related to alcohol misuse, mental health issues such as 
depression have been recognized as major public health 
concerns in older adults. Up to 15% to 20% of older 
adults have significant depressive symptoms [1]. Estimates 
vary for the prevalence of major depression, depending on 
procedures and definitions used for calculation. One-year 
prevalence for major depression using DSM criteria esti-
mates approximately 5% or less for older individuals [2]. 
An estimated 2 million of the nearly 35 million Americans 
aged 65 or older have a depressive illness (major depres-
sive disorder, dysthymic disorder, or bipolar disorder), 
and an additional 5 million may have “subsyndromal 
depression,” or depressive symptoms [3].

Relevant diagnosis is important to a discussion of 
depression among older adults. Most older adults with 
depressive symptoms do not meet full DSM criteria 
for major depression [2]. For example, major depres-
sive disorder cannot be diagnosed if symptoms last for 
less than 2 months after bereavement, among other 
exclusionary factors. Some clinicians and experts use 
the diagnostic entity minor depression, a subsyndro-
mal form of depression. According to Mental Health: 
A Report of the Surgeon General [2], the diagnosis of 
minor depression is not yet standardized, but the crite-
ria are similar to the DSM criteria for major depression, 
but with fewer symptoms and less impairment. Rather 
than a single syndrome, minor depression is considered 
a diverse group of syndromes that may include dysthy-
mia (a mild but chronic form of depression), an early or 
residual form of major depression, or a response to a 
major stressor.

Among older adults, depressive symptoms are much 
more common than major depression. The prevalence of 
major depression declines with age, whereas depressive 
symptoms increase [28]. Depressive symptoms and syn-
dromes have been identified in 8% to 20% of older adults 
in the community, and 17% to 35% of older patients 

in primary care settings [1,2,29]. Among residents in 
long-term care settings, one research study found 15.7% 
displayed possible major depression, and 16.5% displayed 
minor depressive symptoms [30]. The impact of a com-
bination of depressive symptoms can be as disabling as 
major depression [2]. Subsyndromal depression, par-
ticularly common among older adults, is associated with 
increased risk of major depression, physical disability, and 
medical illness, and high use of health services [2,3,31].

Depression is not a normal part of aging. In addition 
to emotional distress and pain, depression in older adults 
leads to impairments in physical, mental, and social func-
tioning [2]. Although research has clearly demonstrated 
the importance of diagnosing and treating depression in 
older adults [32], depression among older adults often is 
unrecognized. Depression is more difficult to detect and 
assess among older patients and consequently remains 
undertreated. Although treatment often is successful, a 
notable proportion of older adults receive insufficient or 
no treatment at all for their depressive symptoms in pri-
mary care settings [2,3,33].

Depression in later life also is associated with 
increased risk of suicide. Adults aged 65 and older have 
the highest suicide rates of any age group. The suicide 
rate for those aged 85 and older is the highest (particu-
larly among older white men), at almost twice the overall 
national rate [2,34]. Despite high rates of suicide among 
the elderly, relatively low prevalence makes prospective 
studies of geriatric suicide rare. The current knowledge 
base regarding geriatric suicide is not able to distinguish 
definitively casual risk factors from correlates or fixed 
markers of risk [35]. The causes of elder suicide are multi-
faceted; no single factor precipitates or explains geriatric 
suicide. Studies regarding geriatric suicide have been 
less extensive and rigorous than those studies regarding 
suicide among other age groups [36]. Most studies rely 
on psychological autopsy techniques that do not collect 
information directly from the individual. Suicide in older 
adults has been most associated with late-onset depres-
sion. For example, one study found among individuals 
aged 75 and older and committing suicide, 60% to 75% 
had diagnosable depression [37].

Comorbid Alcohol Abuse/Dependence 
and Depression
The literature that addresses comorbid alcohol abuse/depen-
dence and affective disorders in older adults is limited. 
Research has shown a strong association between depression 
and alcohol use disorders across age cohorts; this linkage 
continues in later life. Depression and alcohol use are the 
most commonly cited co-occurring disorders in older adults. 
Among individuals aged 65 and older, 13.3% of those with 
lifetime major depression also met criteria for a lifetime alco-
hol use disorder, whereas only 4.5% had a lifetime alcohol 
use disorder without a history of depression [38].
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Studies of clinical populations have demonstrated 
the prevalence of comorbid affective disorders and 
alcohol abuse among older adults. A report specifically 
examining the relationship of geriatric depression to 
co-occurring substance use disorders found that approx-
imately one fifth of older adults with depression have a 
co-occurring alcohol use disorder [39]. Similar rates of 
co-occurring disorders have been reported in other stud-
ies of older adults in psychiatric outpatient clinics (15%) 
and psychiatric inpatient settings (21%) [40,41]. Reports 
from the National Longitudinal Alcohol Epidemiologic 
Survey (NLAES) indicated that individuals aged older 
than 65 with alcohol use disorders were three times 
more likely to have a major depressive disorder than 
those without [38].

Blixen et al. [42] found 38% of older adults admitted 
to a freestanding psychiatric hospital had both a substance 
abuse disorder and another psychiatric disorder, primar-
ily depression. Speer and Bates [40] found that 48% of 
older psychiatric inpatients had received mood disorder 
plus alcohol abuse diagnoses. Blow et al. [43] found major 
depression among 8% to 12% of older adults in alcohol 
treatment, and dysthymic disorder among 5% to 8% of 
the same population.

At-risk and problem drinking among the elderly is 
likely to exacerbate existing depressive disorders. Patients 
with this comorbidity can be more difficult to diagnose and 
treat because each illness may complicate the other [44]. 
Subsyndromal depression may be aggravated by drinking 
to the point of meeting criteria for a depressive disorder, as 
exemplified in grief-associated major depression or late-life 
adjustment disorders with depressed mood [45].

As indicated in a recent study by Oslin [46••], among 
those with comorbid depression and alcohol dependence, 
those who refrained from heavy drinking had a more 
favorable response to depression treatment than those who 
had had any relapse back to heavy drinking. Although 
abstinence was not indicative of improvement of depressive 
symptoms, the frequency and quantity of drinking had an 
inversely proportionate effect on the efficacy of depression 
treatment. Thus, there is a significant relationship between 
drinking and depression, and it is not sufficient to treat one 
without treating the other [46••].

Co-occurring addictive and psychiatric disorders 
among older adults are associated with poor health out-
comes, higher health care utilization, increased complexity 
of the course and prognosis of mental illness, heightened 
mortality, and higher rates of active suicidal ideation and 
social dysfunction relative to individuals without either 
disorder alone [2,3,7,14,17].

Among all ages, the co-occurrence of diagnosed alcohol 
abuse and mood disorders is associated with greater suicide 
risk than either diagnosis alone. Waller et al. [47] found 
that mixed-age veterans with unipolar or bipolar affective 
disorders and a concurrent alcohol use disorder consis-
tently had increased suicidality risk. Examining mixed-age 

depressed alcoholics distinguished from patients with either 
major depression or alcohol dependence alone, Cornelius et 
al. [48] found depressed alcoholics “suffer an additive or 
synergistic effect of two separate disorders, resulting in a 
disproportionately high level of acute suicidality upon ini-
tial psychiatric evaluation.”

Future Trends
Drinking patterns over the life course and among age 
cohorts vary significantly, with the Baby Boom gen-
eration drinking greater quantities and more frequently 
than earlier cohorts [49]. Grant [50] emphasized that 
the social structure, attitudes, and expectancies of each 
cohort affect the extent to which members of that cohort 
engage in heavier drinking and experience more alcohol-
related problems.

Over the last century, there has been a shift to 
increasingly earlier ages for onset of alcohol use and an 
increased likelihood of alcohol dependence among drink-
ers. Grant [50] also reported increasing convergence in 
the rates and patterns of substance abuse/dependence 
of men and women over the last century, with women 
coming closer to the higher rates of abuse/dependence 
consistently reported for men over time. Recent studies 
also indicate continuing substantial changes in patterns 
of substance use and abuse in different age cohorts, par-
ticularly among those born after World War II [15,49]. 
The results of large national survey studies such as 
the NLAES [49] indicate that the Baby Boom cohort 
appears to have higher rates of alcohol and other drug 
abuse/dependence than expected based on previous 
midlife cohorts. This combination of factors, the grow-
ing population of older adults who use alcohol and the 
risks of comorbid alcohol misuse and depression, makes 
this an important emerging trend and a concern for geri-
atric clinical practice and research.

Conclusions and Clinical Recommendations
The health care delivery system remains one of the most 
efficient and effective venues in which to detect at-risk 
drinking and depressive symptomatology in older adults. 
It also is a key setting for interventions to improve the 
quality of life for many older adults and to decrease suicide 
rates in this population. There is a growing knowledge 
base of useful screening tools, assessment, and treatments 
for late-life alcohol misuse and depression, as well as a 
better understanding of the existing barriers to timely rec-
ognition and appropriate treatment [2,7].

Many clinicians may need skills training to utilize 
methods to quickly assess the quantity and frequency of 
alcohol and other psychoactive prescription drug use, 
depression, and suicide risk among older adults. Provid-
ers are less likely to recognize and treat alcohol misuse 
or depression [2,3,7,33] in older individuals. Health 



18 Geriatric Disorders

care delivery occurs in a fast-paced environment, with 
many competing demands being placed on clinicians. In 
addition to the medical component of treatment, older 
adults also should be referred to psychosocial treat-
ments, which in conjunction with medical treatment 
will, in effect, treat the whole individual. Moreover, 
due to the patient load many health care providers face, 
it is necessary to incorporate additional staff who can 
help to relieve the physician’s burden, adding continu-
ity to the care of older adults. The continuity of care 
would enhance their quality of life. Recent research 
has shown that happiness is associated with spirituality 
and helping others [51]. Psychosocial treatment focused 
on expanding the social network and increasing spiri-
tuality could improve treatment outcomes [52]. Older 
adults dealing with depression and comorbid substance 
use disorders also may find 12-step mutual aid groups 
such as Alcoholics Anonymous helpful.

Because many older adults confront multiple chal-
lenges, including social isolation, loss and grief, economic 
difficulties, and physical illnesses, health care profes-
sionals may make the mistake of assuming symptoms 
are an inevitable result of these difficulties and thus not 
recognize characteristics of depression and/or alcohol 
misuse. Targeted training that focuses on the identifica-
tion and treatment of older adults with alcohol problems 
and/or depression could improve clinicians’ skills and 
efficacy. Effective interventions exist both for at-risk 
drinking and for late-life depression [7]. Early identifica-
tion and the use of motivational brief interventions are 
effective in reducing drinking and problems associated 
with drinking among older individuals [7] and show 
promise for those with comorbid depression and alcohol 
problems [46••,53••].

There remain challenges to instituting these best 
practice techniques in the current health care delivery 
system, including issues of Medicare coverage, mental 
health coverage in private health insurance plans, and 
access to care. However, changes in the health care 
environment in the United States underscore the impor-
tance of using these brief, cost effective techniques 
and technologies for older adults with at-risk drinking 
and/or depressive symptoms. Innovative identifica-
tion and intervention delivery methods, including the 
use of telephone disease management, are promising 
new approaches for addressing the complex issues of 
depression and alcohol problems among older adults 
[53••,54,55]. The use of alcohol and depression screen-
ing and interventions targeted to the characteristics of 
older adults moves the field toward providing best prac-
tice care to a vulnerable population.
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