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Abstract: With increasing substance misuse among older adults, we examined the question
of whether older adults may be less likely to endorse certain DSM-5 criteria for alcohol and
cannabis use disorders (AUD and CUD). We used the 2021-2023 National Surveys on Drug
Use and Health (N = 17,494 for AUD and N = 12,264 for CUD) and descriptive statistics
to compare the 65+ and under 65 age groups in their endorsements of 11 DSM-5 criteria.
A multivariable logistic regression model was fitted for each criterion as the dependent
variable with the age group as the independent variable and other characteristics as covari-
ates. For AUD, the 65+ age group was associated with lower odds of endorsing seven out
of eleven DSM-5 criteria, including social impairments (e.g., failure to fulfill role obliga-
tions (aOR = 0.30, 95% CI = 0.16-0.56); social problems (aOR = 0.46, 95% CI = 0.30-0.71);
given-up activities (aOR = 0.66, 95% CI = 0.47-0.94); hazardous use (aOR = 0.53, 95% Yes
CI = 0.34-0.81); and physical/psychological problems (aOR = 0.51, 95% CI = 0.37-0.70). For
CUD, the 65+ age group was less likely than the under 65 age group to endorse hazardous
use (aOR = 0.04, 95% CI = 0.01-0.17) and withdrawal (aOR = 0.39, 95% CI = 0.20-0.73 for
criterion A and aOR = 0.16, 95% CI = 0.05-0.48 for criterion B). Clinicians should be aware
that older adults might not express the full range of symptoms in the same way as the
younger age groups. A more nuanced understanding of older adults’ social context may be
needed for accurate diagnosis.

Keywords: DSM-5; older adults; alcohol use disorder; cannabis use disorder; social
impairment; physical and psychological problems

1. Introduction

The prevalence of substance use disorder (SUD) among older adults (ages 65 and
older) has increased over the past two decades. This increase has been attributed to longer
life expectancy, the aging of the baby boom generation that has had more liberal attitudes
toward substance use, increased prescription medication use, and the expanded legal-
ization and increasingly permissive attitudes toward cannabis and its derivatives, along
with their increased availability and marketing/advertising [1-6]. Older adults are more
vulnerable to the adverse effects of substance use and misuse, as it can worsen chronic
illnesses, functional impairments (e.g., from substance-affected falls and fall injuries), and
psychological and cognitive health problems [6]. Aging-related changes in pharmacoki-
netics and pharmacodynamics and the interactions with prescription drugs can result in
serious adverse outcomes in the cardiovascular, digestive, endocrine, and central nervous
systems [7-10].

Given SUD’s adverse physical, psychological, and cognitive effects in later life, it is
essential to screen for and identify substance misuse and SUD in older adults, as screening
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and diagnosis are the first steps toward treatment engagement. Research has shown notable
increases in publicly funded SUD treatment admissions among those ages 55 and older
over the past two decades [11-14]. These studies indicated that while an increasing share
of these admissions included substances other than alcohol, alcohol use disorder (AUD)
remained the most common primary SUD in this age group, accounting for over 60% of all
admissions. Treatment admission data also showed that nearly one in six cases aged 55 and
older involved cannabis or cannabis use disorder (CUD) [15]. Older adults have been the
fastest-growing group of cannabis users, with 8.0% of the 65+ age group in 2022 reporting
past-year cannabis use, compared to 2.9% in 2015-2016 [16,17]. Despite the increases in
older adult SUD treatment admissions, the 2022-2023 National Survey on Drug Use and
Health (NSDUH) showed that less than one in seven adults with SUD overall, and even
lower proportions of older adults, reported receiving SUD treatment in the past year [18].
Furthermore, although older adults have more contact with healthcare providers than
younger adults, most older adult treatment admissions were not referred by healthcare
providers, suggesting room for improvement in SUD screening and referral to treatment [6].

The symptom checklists/criteria in the fifth edition of the Diagnostic and Statisti-
cal Manual (DSM-5) are the gold standard for diagnosing psychiatric and substance use
disorders [19]. Studies have shown that the DSM-5 SUD formulation tends to be substan-
tially more inclusive than the DSM-IV formulation, leading to the identification of a larger
number of mild-severity individuals (who meet 2-3 diagnostic criteria out of 11) being cap-
tured [20,21]. For example, Bailey et al. [21] showed the estimated past-year DSM-5 AUD
prevalence rate in the 2020 NSDUH was 10.1%, compared with a 5.4% rate of past-year
DSM-IV alcohol abuse or dependence, without increases in drinking behavior. Choi et al.’s
study [16] based on the 2022 NSDUH also reported an increase in the DSM-5 past-year
CUD rates in the adult population to 7.0% in 2022 from 6.3% in 2017 per Compton et al. [22],
with the increase exclusively due to the rise in mild CUD. However, unlike the case of AUD,
the increase in CUD likely also reflected the substantial increase in cannabis use and use
frequency. Caulkins [23] showed that between 1992 and 2022, daily /near-daily cannabis
users aged 12 and older grew from 0.7 million to 17.7 million, which surpassed the number
of alcohol users. Especially, with the legalization of medical cannabis use in the majority of
the U.S. states, older adult medical cannabis users who tend to use it more frequently than
nonmedical users have been increasing [24].

While the DSM-5 SUD symptom checklists may be more inclusive in identifying mild
SUD, research has also suggested that some checklist items may be subject to age-related
biases, although other items, such as loss of control, craving, tolerance, and withdrawal,
may apply to all age groups [25-28]. Specifically, older adults who are disengaged from the
labor force, live alone or have limited social circles, drive less, and use substances at home
in isolation from others are less likely to endorse social impairment items/criteria (i.e.,
failure to fulfill role obligations, giving up important social, occupational or recreational
activities, and social problems) and hazardous use. A Canadian survey of older past-month
cannabis users showed that they reported significantly higher loneliness than their peers
who never used it [29], suggesting that many older cannabis users may have smaller
social networks, fewer social interactions, and lower relationship conflicts. Age-related
changes in role functioning and social circumstances may lead to the under-identification
of SUDs, especially severe SUD cases among older adults. Mannes et al. [28] found that
greater role/social functioning impairment resulted in greater odds of severe AUD (meeting
6-11 criteria). Another study of multinational samples of adults also found that social and
interpersonal problems were the strongest indicators of DSM-5 severe AUD [30]. At the
same time, older adults may also be less likely to endorse continued use despite the physical
and psychological effects of substance use and hazardous use, which are also strongly
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associated with severe AUD [28]. Older adults may attribute physical and psychological
problems to aging, not to substance misuse. Research has also shown that older adults are
most likely to reduce alcohol consumption based on healthcare professional advice, tangible
adverse health effects, and potential interactions with medications [31-33]. A qualitative
study of boomer cannabis users also showed that these individuals used cannabis in ways
that minimized physical and social harm [34].

Despite the likely age group differences in endorsing diagnostic criteria and their
significant implications for identifying SUDs in older adults, little empirical research has
examined the extent of such differences. The primary aim of this exploratory/descriptive
study, based on nationally representative epidemiologic data on U.S. adults (ages 18+) with
AUD or CUD, was to compare the 65+ age group with the under 65 (18-64 years) age group
regarding their endorsement of the 11 DSM-5 SUD symptom criteria. The study hypotheses
were (H1) compared to the under 65 age group, the 65+ age group would have lower
odds of endorsing criteria for social impairments (failure to fulfill role obligations; social,
occupational, or recreational activities given up; continued use despite social problems),
continued use despite physical and psychological problems, and recurrent use in physically
hazardous situations and (H2) no significant associations would exist between age group
and the other DSM-5 criteria, controlling for other demographic characteristics and self-
rated health. The findings will contribute to a better understanding of potential age group
differences in the DSM-5 symptoms of AUD and CUD and of the need for age-appropriate
SUD assessments for older adults.

2. Materials and Methods
2.1. Data Source

Data for this study came from the 2021-2023 NSDUH, funded by the U.S. Substance
Abuse and Mental Health Services Administration. The NSDUH is an annual epidemiologic
survey of the civilian, non-institutionalized population, aged 12 years and older, to measure
the prevalence of substance use, mental illnesses, SUDs, behavioral health treatment,
physical/functional health, and healthcare utilization. The NSDUH began using DSM-5
criteria for SUDs in 2021, following a pilot implementation of DSM-5 alongside DSM-IV
in its 2020 survey. The NSDUH uses a multi-stage, stratified sampling design, with states
as the first level of stratification, and an independent, multi-stage area probability sample
within each state and the District of Columbia [35]. Because of the COVID-19 pandemic,
data in 20212023 were collected using both in-person and web-based modes. The overall
percentages of interviews that were completed via the web were 54.6% in 2021, 40.7% in
2022, and 36.0% in 2023 [36]. The combined number of adult respondents in the 2021-2023
NSDUH was 139,524 (47,291 in 2021, 47,100 in 2022, and 45,133 in 2023). The analytic
samples in this study were those who were diagnosed with past-year AUD (N = 17,494) or
CUD (N =12,264).

2.2. Measures
2.2.1. DSM-5 SUD Ceriteria

The criteria include the following 11 items: (1) taking the substance in larger amounts
or for a longer duration than intended; (2) unsuccessful efforts to cut down or control use
(loss of control); (3) spending a great deal of time obtaining, using, or recovering from
use of the substance; (4) intense cravings or a strong urge to use; (5) recurrent use despite
failing to fulfill major role obligations at work, school, or home; (6) continued use despite
social problems; (7) giving up or reducing important social, occupational, or recreational
activities (given-up activities); (8) recurrent use in physically hazardous/dangerous sit-
uations; (9) continued use despite a physical or psychological problem that could have
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been caused or made worse by the substance; (10) an indication of increased tolerance,
i.e.,, needed more of the substance to obtain the same effect; and (11) the development of
withdrawal symptoms (a), which can be relieved by taking more of the substance (b). For
past-year AUD and CUD diagnoses, all NSDUH respondents were queried about these
11 criteria (yes = 1, no = 0 for each) if they used alcohol and cannabis, respectively, on six or
more days in the preceding 12 months. Mild, moderate, and severe symptom severities are
characterized by meeting 2-3, 4-5, and 6-11 criteria.

2.2.2. Age Groups and Covariates

We followed the NSDUH categories (18-25 years, 26-34 years, 3549 years, 5064 years,
and 65+ years), and then the 18-64 age groups were combined as the under 65 age group.
Covariates in this study were gender (male, female); race/ethnicity (non-Hispanic White,
non-Hispanic Black, Hispanic, non-Hispanic Asian and pacific islander, American In-
dian/Alaska Native, multi-racial); education (<high school, some college/associate degree,
college degree); work status (employed full time, employed part time, unemployed, other);
and self-rated health (on a 5-point scale: 1 = poor through 5 = excellent).

2.3. Analysis

We used Stata/MP 18’s svy function (College Station, TX, USA) with the subpop
command in all analyses to account for NSDUH’s multi-stage, stratified sampling design
to ensure that variance estimates incorporate the full sampling design. For this study’s
3-year pooled data set, adjusted person-level analysis weights were created by dividing
the final person-level analysis weights by the number of years of combined data (three in
the current study) following NSDUH guidelines for combining sampling weights across
multiple survey years. All estimates presented in this study are weighted, except sample
sizes. First, we used Pearson’s x? tests to examine the differences in the prevalence of
past-month and past-year alcohol and cannabis use and past-year AUD and CUD in the five
age groups (18-25, 26-34, 3549, 50-64, and 65+). Second, focusing on those with past-year
AUD or CUD, we used Pearson’s x? tests and t-tests to compare gender, race/ethnicity,
education, work status, and self-rated health between the 65+ and under 65 age groups.
Third, we used Pearson’s x? tests to compare the age group differences in the percentages
of those with AUD and CUD, respectively, who endorsed each of the 11 symptom criteria.
We used t-tests to compare the total number of endorsed criteria and used Pearson’s x?
tests to compare the symptom severity (mild, moderate, and severe) distributions. Fourth,
to test the study hypothesis (associations between age group and SUD criteria), we fitted
12 separate logistic regression models per AUD and CUD, with each DSM-5 criterion as the
dependent variable, age group (65+ vs. under 65) as the independent variable, and other
demographic variables and self-rated health as covariates. (We used two separate models
for the two [A and B] withdrawal criteria.) For sensitivity analyses, we also fitted logistic
regression models per AUD and CUD for each SUD criterion with the five age groups,
with the 35-49 age group as the reference category, as the independent variable. Because
the sensitivity analysis results of both AUD and CUD pertaining to the 65+ age group did
not deviate from those of the 65+ age group vs. the under 65 age group comparison, they
are not reported. We present the logistic regression results as adjusted odds ratios (aORs)
with 95% confidence intervals (Cls). As a preliminary diagnostic, the variance inflation
factor (VIF), using a cut-off of 2.50 [37], from linear regression models was used to assess
multicollinearity among covariates. VIF diagnostics indicated that multicollinearity was
not a concern. Significance was set at p < 0.05.
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3. Results
3.1. Prevalence of Alcohol and Cannabis Use and Use Disorder, 2021-2023, by Age Group

Table 1 shows that of the U.S. adult population, 67.1% and 22.0% used alcohol and
cannabis, respectively, in the past year, and 11.2% and 6.6% had respective disorders. The
65+ age group had the lowest rates of AUD (4.8%) and CUD (0.9%), and the 18-25 and
26-34 age groups had the highest rates (15.4% for AUD and 15.9% for CUD in the 18-25 age
group; 16.7% for AUD and 11.7% for CUD in the 26-34 age group), followed by the 35-49
and 50-64 age groups.

Table 1. Prevalence of alcohol and cannabis use and use disorder by age group among individuals
aged 18 and older, 20212023 (%).

Age Group
All 18-25 26-34 35-49 50-64 65+ P

% of All Age Groups 100 13.3 15.7 24.6 24.3 221
Past-month alcohol use 52.0 50.0 60.3 56.1 51.9 43.1 <0.001
Past-year alcohol use 67.1 67.8 76.3 71.4 66.2 56.2 <0.001
Past-year alcohol use disorder 11.2 15.4 16.7 12.8 9.6 4.8 <0.001
Past-month cannabis use 15.4 25.2 24.1 16.6 12.2 57 <0.001
Past-year cannabis use 22.0 37.0 33.8 23.6 16.8 8.3 <0.001
Past-year cannabis use disorder 6.6 159 11.7 6.5 3.5 0.9 <0.001

Note: Respondents from the 2021-2023 National Survey on Drug Use and Health: Total sample N of all age groups
(18-65+) = 139,524; total population N = 255,882,892. Probability values denote age group differences based on the
omnibus Pearson’s x?2 tests.

3.2. Demographic and Health Characteristics of Individuals with AUD or CUD by Age Group

AUD: Table 2 shows that of those with past-year AUD, 9.5% were in the 65+ age group.
Compared to the under 65 age group, the 65+ age group included a higher proportion of
non-Hispanic Whites but a lower proportion of full-time workers; however, the two age
groups did not differ in terms of gender and education. The 65+ age group reported better
self-rated health.

CUD: Table 2 shows that of those with past-year CUD, 3.1% were in the 65+ age
group. Compared to the under 65 age group, the 65+ age group included fewer employed
people; however, the two age groups did not differ in gender, racial/ethnic composition,
and education. The 65+ age group reported better self-rated health.

Table 2. Characteristics of adults with alcohol and cannabis use disorders (% otherwise specified).

Alcohol Use Disorder Cannabis Use Disorder
65+ <65 65+ <65
N 740 16,754 p 145 12,119 p
% 9.5 90.5 3.1 96.9
Gender 0.067 0.076
Female 36.9 421 28.7 40.1
Male 63.1 57.9 71.3 59.9
Race/ethnicity <0.001 0.264
Non-Hispanic White 80.0 62.6 724 59.4

Non-Hispanic Black 8.5 12.2 9.4 15.2
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Table 2. Cont.

Alcohol Use Disorder Cannabis Use Disorder
65+ <65 65+ <65
N 740 16,754 p 145 12,119 p
Y% 9.5 90.5 3.1 96.9
Hispanic 7.2 18.1 8.0 17.1
Asian/ Asian Pacific Islander 29 3.6 4.6 3.1
American Indian/Alaska Native 0.6 0.7 2.1 1.1
Multi-racial 0.8 2.8 35 4.1
Education 0.954 0.483
<High school 344 33.5 48.5 42.8
Some college/associate degree 31.8 32.4 28.4 371
College degree 33.8 34.1 23.1 20.1
Work status <0.001 <0.001
Employed full-time 12.0 60.5 8.7 49.1
Employed part-time 15.5 134 9.2 16.4
Unemployed 0.3 7.0 1.2 10.2
Other 72.2 19.1 80.9 24.3
Self-rated health (1 = poor, 5 = excellent), M (SE) (3(7)(6)) (gg%) 0.005 ((2)?2) (38;) 0.043

Probability values denote group differences based on Pearson’s x or t-tests.

3.3. Endorsement of SUD Criteria by Age Group

AUD: Table 3 shows that for both the 65+ and the under 65 age groups, craving was
most frequently endorsed (66.4% of the 65+ age group and 69.1% of the under 65 age group),
followed by larger amount/longer duration (56.8% and 66.1%), tolerance (45.3% and 51.1%),
withdrawal (43.0% and 45.2%), time spent (39.9% and 69.1%), loss of control (38.9% and
33.6%), physical and psychological problems (19.0% and 31.0%), given-up activities (11.7%
and 15.1%), social problems (9.3% and 16.8%), hazardous use (8.7% and 13.2%), and
failure to fulfill role obligations (3.3% and 8.6%). Age group differences were statistically
significant for the larger amount/longer criterion, time spent, physical and psychological
problems, social problems, hazardous use, and failure to fulfill role obligations, with smaller
proportions of the 65+ age group endorsing all these criteria. The 65+ age group endorsed
an average of 3.4 criteria, and the under 65 age group endorsed 4.1 criteria (t = —5.39,
p <0.001). Of AUD symptom severity, 69.0%, 16.4%, and 14.6% of the 65+ age group
and 53.8%, 24.3%, and 22.0% of the under 65 age group had mild, moderate, and severe,
respectively, severities (overall age group difference: F[1.97,98.40] = 13.47, p < 0.001).

CUD: Table 3 shows that for both the 65+ and the under 65 age groups, time spent
(79.4% of the 65+ age group and 81.0% of the under 65 age group) was most commonly
endorsed, followed by craving (68.5% and 78.8%), tolerance (45.3% and 51.1%), withdrawal
(41.6% and 65.6%), larger amount/longer duration (31.1% and 45.4%), loss of control (18.1%
and 26.1%), physical and psychological problems (12.1% and 11.9%), given-up activities
(7.7% and 14.0%), social problems (4.9% and 6.3%), failure to fulfill role obligations (3.6%
and 6.6%), and hazardous use (0.2% and 3.5%). Age group differences were statistically
significant for hazardous use and withdrawal only, with lower proportions of the 65+ age
group endorsing these two criteria. The 65+ age group endorsed an average of 3.2 criteria,
and the under 65 age group endorsed 4.0 criteria (t = —5.07, p < 0.001). Of CUD symptom
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severity, 70.6%, 25.4%, and 4.0% of the 65+ age group and 49.9%, 31.7%, and 18.3% of the
under 65 age group had mild, moderate, and severe, respectively, severities (overall age
group difference: F[1.61,81.00] = 5.17, p = 0.012).

Table 3. Endorsement of DSM-5 SUD criteria by age group (% otherwise specified).

Alcohol Di i Di
Alcohol Use Disorder cohol Use Disorder Cannabis Use Disorder
65+ <65 65+ <65
N 740 16,754 p 145 12,119 14
% 9.5 90.5 3.1 96.9
Larger amount/longer duration 56.8 66.1 0.005 311 454 0.100
Unsuccessful efforts to cut down/control use 38.9 33.6 0.059 18.1 26.1 0.116
A great deal of time is spent obtaining, using, 39.9 55.0 <0.001 9.4 81.0 0.734

and/or recovering
Craving/strong urge to use 66.4 69.1 0.296 68.5 78.8 0.070

Recurrent use failing to fulfill major role
obligations at work, school, or home

Continued use despite social problems 9.3 16.8 <0.001 49 6.3 0.705

3.3 8.6 0.001 3.6 6.6 0.457

Important social, occupational, or recreational

activities given up or reduced 11.7 15.1 0.093 7.7 14.0 0.195
Recurrent use in physically hazardous situations 8.7 13.2 0.023 0.2 3.5 <0.001
Contigs‘;eci(‘:lfg‘iip;igﬁﬁcal or 19.0 310 <0001 121 11.9 0975
Tolerance 45.3 51.1 0.109 50.6 59.0 0.257
Withdrawal 43.0 452 0.550 41.6 65.6 0.003
Withdrawal symptoms 42.7 44.4 0.663 41.5 64.9 0.004
The Sameg i‘:ﬁi;‘gjﬁ;‘e taken to 8.1 101 0.325 2.0 114 <0.001
No. of endorsed criteria, M (SE) (gﬁ) (égg) <0.001 (Sig) (832) <0.001
Symptom severity <0.001 0.012

Mild 69.0 53.8 70.6 0.100

Moderate 16.4 24.3 254 0.116

Severe 14.6 22.0 4.0 0.734

Note: Probability values denote group differences based on Pearson’s x or t-tests.

3.4. Associations Between Age Group and Criterion Endorsement: Logistic Regression Results

In Table 4, each row of the first column shows each DSM-5 criterion as the dependent
variable. Each row of the second (AUD) and fourth (CUD) columns shows the odds ratios
for the 65+ age group versus the under 65 age group, adjusting for other demographic
variables and self-rated health. Each row of the third (AUD) and the fifth (CUD) columns
shows model statistics for each logistic regression model.

AUD: The second column in Table 4 shows that the 65+ age group was less likely
than the under 65 age group to endorse larger amount/longer duration (aOR =0.71,
95% CI = 0.52-0.96), time spent (aOR = 0.59, 95% CI = 0.44-0.78), failure to fulfill role obli-
gations (aOR = 0.30, 95% CI = 0.16-0.56), social problems (aOR = 0.46, 95% CI = 0.30-0.71),
given-up activities (aOR = 0.66, 95% CI = 0.47-0.94), hazardous use (aOR = 0.53,
95% CI = 0.34-0.81), and physical/ psychological problems (aOR = 0.51, 95% CI = 0.37-0.70).
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CUD: The fourth column in Table 4 shows that the 65+ age group was less likely than
the under 65 age group to endorse hazardous use (aOR = 0.04, 95% CI = 0.01-0.17) and with-
drawal (aOR = 0.39, 95% CI = 0.20-0.73 for criterion A and aOR = 0.16, 95% CI = 0.05-0.48
for criterion B).

Table 4. Associations between age group and each criterion endorsement for AUD and CUD: logistic
regression results.

Alcohol Use Disorder
aOR (95% CI)

65+ vs. <65 Years

Cannabis Use Disorder
aOR (95% CI)

65+ vs. <65 Years

Model Statistics Model Statistics

Larger amount/longer

F(13,38) = 4.93; F(13,38) = 5.68;

0.71 (0.52-0.96) * 0.54 (0.27-1.10)

duration p < 0.001 p < 0.001
Loss of control 121 (0.92-1.58) F(ls'i%));oi'gl; 0.70 (0.39-1.23) F(1§’283.;02'26;
A great deal of time 0.59 (0.44-0.78) ** F(1;’380);0?'73; 1.15 (0.66-2.01) F(1§'380)50:i'66;
Craving 0.76 (0.56-1.02) P(ls’ESO).(TO?'M; 0.61 (0.34-1.12) P(lslisg;o\?%;
Role fulfillment 0.30 (0.16-0.56) *** F(K;?;Sz)zozf 00; 0.52 (0.09-2.98) F(ls,iSO);OZJZ;
Social problems 0.46 (0.30-0.71) ** F(1?;3<82)30112 8; 0.79 (0.18-3.55) F(l;,iSO)EOZiBS;
Activities 0.66 (0.47-0.94) * F(1:;9I3<82)T)0115 60; 0.57 (0.20-1.67) F(ls'is());oi'76;
Hazardous situations 0.53 (0.34-0.81) ** F(lf;,3<82)?)312 09 0.04 (0.01-0.17) *** F(l;,j%);oi.%
Physicapll{c})ﬁ}éilslogical 0.51 (0.37-0.70) *** F(lC;,fiSZ)BOlfB% 0.98 (0.36-2.63) F(l;,iSO)EOSl.SZ;
Tolerance 0.79 (0.58-1.09) F(l;),iSO);O?-%; 0.74 (0.41-1.34) F(ls’is()).1=7g47;
Withdrawal A 0.78 (0.58-1.04) F(li’sfz)zgf 2 039 (0:20-0.73) F(1§’380)5051'44;
Withdrawal B 0.69 (0.39-1.21) F(ls’isg‘goﬁ'%; 0.16 (0.05-0.48) ** F“ﬁig&;ﬁ”;
N for each model 17,489 (population size = 28,203,184) 12,263 (population size = 16,523,201)

Design df 50 50

Covariates controlled in each model: Gender, race/ethnicity, education, work status, and self-rated health.
*p <0.05 ** p <0.01; ** p <0.001.

4. Discussion

This study used the recent three years of nationally representative epidemiologic data
on adults with AUD and CUD, respectively, to describe age-related patterns in endorsing
DSM-5 SUD criteria. Comparing the 65+ and under 65 age groups is crucial for conduct-
ing age-appropriate clinical assessments of SUDs, which can, in turn, aid in enhancing
treatment engagement among older adults with SUDs. Our findings indicate that the
constellations of the most frequently endorsed criteria for AUD and CUD (i.e., by one-third
to three-fourths of those with respective SUD) were identical for both age groups: craving,
larger amount/longer duration, tolerance, withdrawal, and time spent. The next most
frequently endorsed criteria were continued use despite physical/psychological problems
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(almost 1/3 of the under 65 age group and nearly 1/5 of the 65+ age group with AUD; 12%
of both age groups with CUD) and given-up or reduced activities (15% of the under 65 age
group and 12% of the 65+ age group with AUD; 14% of the under 65 age group and 8%
of the 65+ age group with CUD). For those with AUD, the continued use despite social
problems criterion was also endorsed by 17% of the under 65 age group and 9% of the
65+ age group.

4.1. AUD

Multivariable analyses showed that the 65+ age group had significantly lower odds of
endorsing seven criteria out of eleven (i.e., except for loss of control, craving, tolerance, and
withdrawal) for AUD. Compared to the under 65 age group, the odds of the 65+ age group
endorsing failure to fulfill role obligations were less than one-third, and the odds of en-
dorsing social problems, hazardous use, and continued use despite physical/psychological
problems were approximately one-half. These findings support the study hypothesis that
some DSM-5 criteria may not apply to certain older adults. As discussed, older adults are
likely to face fewer external pressures to reduce drinking and less noticeable disruption
in social roles or functioning, as they may have fewer social interactions to be affected by
alcohol misuse. In their study of DSM-IV AUD criteria using item response theory analyses,
Kuerbis et al. [38] also noted that reduced interactions with wider networks among older
adults may result in more intense disturbances to smaller networks but endorsed only at a
higher severity level. Some older adults might also have adjusted their drinking behavior
to avoid social conflicts and for fear of stigma [39]. Older adults may also underreport
or fail to recognize physical and psychological problems related to alcohol use. Some
may attribute physical, mental, and cognitive health problems to aging itself, rather than
alcohol consumption, and may even mistakenly believe that alcohol helps manage the
related illness symptoms [9,40,41]. There is also the possibility that older adults are more
aware of and accustomed to managing the symptoms of AUD or have learned to cope with
them [42], potentially masking the severity of the disorder. Nevertheless, as the lack of
significant age group differences in the likelihood of endorsing the loss of control, craving,
tolerance, and withdrawal indicates, older adults who are addicted to alcohol are likely
to engage in the same disordered alcohol consumption behaviors as younger age groups.
With aging-related physiological changes, older adults are more vulnerable to the adverse
consequences of AUD on physical, mental, and cognitive (including memory or attention)
health, requiring increased medical attention [1].

4.2. CUD

Consistent with the bivariate analysis results, the multivariable analysis results show
that the 65+ age group had lower odds of endorsing only two criteria (hazardous use
and withdrawal). Understandably, older adults are less likely to engage in hazardous
use of cannabis if they use it for a medical purpose, for example, for pain relief, sleep
issues, or anxiety, which may not significantly interfere with their daily functioning or
interpersonal relationships. Medical cannabis users may be more intentional about their
cannabis use, perhaps using it in more controlled ways. As discussed, older adults with
CUD may try to adopt safer and less harmful ways of use [34]. Since cannabis has long
been stigmatized as an illicit drug, some older cannabis users tend to employ strategies
to conceal their use or minimize stigma in accessing, using, and discussing their use with
peers or healthcare providers [43-45]. The adoption of cautious strategies to avoid dealing
with shame and stigma may also contribute to lowering withdrawal symptoms. A study
found that cannabis users aged 50 and older reported fewer undesirable acute effects and
withdrawal symptoms compared with younger users aged 18-29 [46].
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Although it was hypothesized that the larger amount/longer duration, time spent,
craving, and tolerance would be equally likely to be endorsed in both age groups, the
lack of significant age group difference in social impairment criteria in CUD is intriguing.
This null finding may be due to the small sample size for the 65+ age group and the small
percentages of those who endorsed failure to fulfill role obligations and social problems
in the under 65 age group, i.e., smaller than in the case of AUD. Cannabis, in some
cases, might be perceived as less impairing. Thus, those with CUD might not perceive or
report impairments in the same way they would with alcohol, particularly if cannabis is
used for therapeutic or medicinal purposes. Recent studies showed that, in general, the
risk perceptions of using cannabis 1-2 times a week among cannabis users were much
lower than the risk of using alcohol 1-2 times a week [47,48]. Drug harm studies also
showed that alcohol is the most harmful substance to self and society [49,50]. Cannabis,
on the other hand, has shown some evidence for its therapeutic potential for neuropathic
pain, seizure disorders, appetite stimulation, muscle spasticity, and treatment of cancer-
related nausea/vomiting, thus creating a perception of cannabis having health-related
utility [51-53]. However, it is notable that 80% of those with CUD in both age groups
endorsed that they spent a great deal of time obtaining, using, or recovering, and close to
70% of the 65+ age group and 80% of the under 65 age group reported craving. These were
significantly higher than among those with AUD and indicate the heavy toll of CUD in
daily life.

4.3. Limitations

There were a few study limitations. First, the validity of respondents’ self-endorsement
of SUD criteria was not checked by any supporting observation or evidence. Second,
despite the three-year pooled data, the sample size for those with CUD in the 65+ age
group was small. Third, given the small sample size, any subgroup analyses by gender and
race/ethnicity were not attempted, which calls for further research in the future. Fourth,
given that the COVID-19 pandemic was still ongoing in 2021 when people had fewer social
demands, the findings need to be interpreted with caution.

4.4. Implications

Despite these limitations, the findings are informative, as they show the importance of
better understanding the age-related social context in clinical assessment and treatment
of AUD and CUD in older adults. Clinicians should be aware that older adults might
not express the full range of SUD symptoms in the same way as younger individuals.
Specific implications for clinical assessment and treatment engagement of older adults are
as follows. First, for AUD, clinicians should consider that older adults may not report role
or social impairment as a significant issue, even if alcohol is still causing harm in other
ways. A more nuanced understanding of an older adult’s social context—such as their
social network and role in family dynamics—may be needed when assessing AUD. This
could include asking targeted questions about how alcohol use affects relationships or daily
activities, beyond just assessing its impact on formal roles. Clinicians should also be aware
that older adults might not connect their physical or psychological issues to their alcohol
consumption, even if there is a clear relationship. Incorporating questions about how
alcohol use affects physical, mental, and cognitive (including memory or attention) health,
which also identifies potential hazards that older adults might overlook or underreport,
can help identify subtle cases of AUD.

Second, when assessing CUD, clinicians should be aware that older adults might not
perceive or report impairments in the same way they would with alcohol, particularly if
cannabis is used for therapeutic or medicinal purposes. Even though older adults with
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CUD may not endorse or underreport physical or psychological problems in the same
way they would with AUD, it is still crucial to assess for physical, psychological, and
cognitive changes and the impact of these changes on their day-to-day functioning, overall
quality of life, and potential long-term effects. Clinicians should be aware of the potential
stigma surrounding cannabis use in older populations, which might prevent older adults
from acknowledging its effects or seeking help, which could lead to a misinterpretation
of the severity of their cannabis use and its impact on their functioning. The use of age-
appropriate and substance-specific screening tools that take into account the unique ways
in which cannabis might affect older adults, including its interaction with medications,
health conditions, and lifestyle, would be helpful.

Third, more research is needed to expand our study to examine older adults who have
other types of SUDs, such as opioid and other psychotherapeutic drug use disorders, illicit
drug use disorders, poly-substance use disorders, e.g., AUD and CUD, and comorbid SUD
and mental disorders. The findings from the expanded research are needed to enhance
our understanding of the best ways to identify SUDs in older adults and help them better
engage in treatment.

5. Conclusions

We found different age-related patterns of endorsing DSM-5 criteria for AUD and
CUD, with more pronounced age group differences in AUD than in CUD. The significantly
lower odds of older adults” endorsement of seven AUD criteria point to the possibility that
the overall prevalence of AUD, especially severe cases of AUD, may be underestimated
in older adults. Our study also shows that regardless of age, those with CUD may be less
inclined to perceive their CUD as causing significant harm, possibly because of societal
shifts in cannabis perceptions and the legalization of its medical and recreational use over
the recent decade. Despite the changes in the social and legal contexts, older adults with
CUD might still carry stigmatized views about cannabis use in general, particularly if they
grew up in an era when its use was heavily criminalized or frowned upon. This could
lead to underreporting or denial of issues related to CUD, even if they are experiencing
impairment. This study underscores the importance of better understanding the age-related
social context in the clinical assessment and treatment of AUD and CUD in older adults.
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