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Abstract
Person-centred care (PCC) in residential care facilities (RCFs) is valuable but creates
challenges for care professionals balancing involvement and a partnership approach for
residents while considering the health and safety outcomes of all residents. This review
evaluates what is known about the substance use and misuse of residents living in
RCFs and what is important to study in future research to enhance PCC, especially in
cases in which residents wish to choose unhealthy behaviours. A scoping review was
conducted and exclusion criteria were set. The included papers were assessed on methodo-
logical quality using the Mixed Methods Appraisal Tool and the results were qualitatively
analysed. The included papers consisted of studies regarding alcohol, tobacco and illicit
drugs. The results showed that care professionals are involved in facilitating and regulating
alcohol and tobacco. The focus of the included papers is on alcohol and tobacco. Five of
the 16 papers assessed the residents’ perspective. This review highlights the importance
of incorporating the perspectives of residents, care professionals and the organisation to
enhance PCC and enable residents to make shared and well-informed decisions in dia-
logue with care professionals. Future research should also assess the distinction between
substance use and misuse, and how this affects implementing PCC in RCFs.

Keywords: long-term care; substance use; substance misuse; nursing home residents

Introduction
Residential care facilities (RCFs) provide complex, 24-hour, long-term care for
older adults with mental and/or physical impairments. RCFs do not provide specia-
lised care, such as addiction treatment, but they provide a home for frail older
adults who are unable to take care of themselves anymore due to their mental
and/or physical impairments. Residents living in RCFs are highly dependent on
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their environment and their care-givers are essential, physically and psychologically
(Fazio et al., 2018).

Care for older adults has been shifting from the biomedical care model towards a
person-centred model of care (Koren, 2010). The predominant aim within the bio-
medical model was care to enhance safety, health and longevity for residents by
focusing on health outcomes (White-Chu et al., 2009). The traditional model
was disease-focused and impersonal (Morgan and Yoder, 2012). To incorporate
the residents’ personal experiences of wellbeing and dignity, this model was grad-
ually replaced with the person-centred model of care (Edvardsson et al., 2008). The
international literature provides a range of definitions of person-centred care
(PCC). PCC is a holistic, biopsychosocial model of care that is responsive to
the needs and values of people, and gaining an understanding of these values
is a central aspect of PCC in practice (McCormack, 2004; Royal College of
Psychiatrists, 2018). This model of care focuses on the wellbeing and quality of
life of residents and involves residents by offering them choices and shared decision
making to maximise each individual’s potential (Edvardsson et al., 2008; Brownie
and Nancarrow, 2013; Royal College of Psychiatrists, 2018). PCC in practice
includes, for example, offering choices to residents concerning personal matters,
such as determining one’s own bedtime and food and beverage choices (Koren,
2010). According to Fazio et al. (2018), PCC has psychosocial benefits for residents
and staff, exemplified in a decrease in agitation and improved quality of life in
residents and reduced stress in staff.

When PCC is implemented regarding substance use and misuse, practical and
ethical issues may arise for care professionals balancing residents’ personal auton-
omy with the health and safety of all residents (Lester and Kohen, 2008). According
to the ‘dignity of risk’ principle, residents should be able to have choices to fulfil
their wishes, even if this results in adverse outcomes for themselves (Ibrahim
and Davis, 2013). This complements the concept of PCC and means that residents
should be offered informed choices and involvement in decision making regarding
their substance use. In general, substance use, such as alcohol use and misuse, was
reported as a potential hidden health and social problem in older adults
(Iparraguirre, 2015). When residents are known with current substance misuse or
have a history of misuse, implementing PCC means acting in the interest of the resi-
dent and his or her environment. This includes a consideration of the potential harm
and the potential beneficial effects such as a possible increase in social participation
(Kelly et al., 2018). Therefore, implementing PCC could create challenges for care
professionals when the needs and values of residents result in adverse outcomes.

A previous systematic review studied the prevalence of alcohol and substance
misuse among community-dwelling older adults and found that substance mis-
use is common but underdiagnosed (Fingerhood, 2000). Alcohol misuse was
most common, but prescriptive sedative misuse was also found (Fingerhood,
2000). However, this study did not focus on older adults living in RCFs, where
the dependency of the environment is eminent. In addition, the review solely
studied substance misuse and did not include substance use in general. The
aim of the current study is to review what is known about substance use and mis-
use, regarding alcohol, tobacco or non-prescribed drugs, among older adults liv-
ing in RCFs. Moreover, this review aimed to identify what is important to study
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in future research to enhance PCC in cases in which residents wish to choose
unhealthy behaviours, such as smoking tobacco and drinking alcohol.

Methods
Study design

The Preferred Reporting Items for Systematic Reviews and Meta-Analyses
extension for Scoping Reviews (PRISMA-ScR) checklist was used as a guideline
to conduct this review (see the online supplementary material; Tricco et al.,
2018). Scientific papers were gathered using six databases: PsycINFO, MEDLINE,
PubMed, CINAHL, Social Services Abstracts and Sociological Abstracts, as most
relevant publications are expected to be found in medical, psychological, nursing
and sociologically oriented journals.

Table 1. Search terms

Search terms about substance use Search terms about residential care facilities

1. Substance use OR 1. Nursing home* OR

2. Substance abuse* OR 2. Nursing homes* OR

3. Substance misuse OR 3. Long term care* OR

4. Substance-related disorders* OR 4. Residential care facility OR

5. Drug use OR 5. Residential care facilities OR

6. Drug abuse OR 6. Residential facility* OR

7. Drug misuse* OR 7. Residential care institution OR

8. Alcohol OR 8. Residential care institutions OR

9. Alcoholism* OR 9. Elder care OR

10. Tobacco* OR 10. Elderly care OR

11. Smoking* OR 11. Aged care facility OR

12. Cannabis* OR 12. Aged care facilities OR

13. Marijuana use* OR 13. Homes for the aged* OR

14. Cocaine* OR 14. Assisted living facility* OR

15. Heroin* OR 15. Assisted living facilities* OR

16. Methadone* OR 16. Institutional care OR

17. Opioid-related disorders* OR 17. Care home OR

18. Ecstasy OR 18. Care homes

19. MDMA OR

20. Amphetamine* OR

21. Methamphetamine* OR

22. GHB OR

23. Psilocybin*

a *MeSH terms
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Search strategy

The search was performed on all six databases on 26 February 2019 and updated on
6 August 2019. The search string was designed based on two themes (Table 1). The
first terms were related to substance use. Substance use in this review includes all
kinds of use or misuse of all substances, except for medically prescribed medication.
These were excluded because the use of prescribed medication is not voluntary and
misuse of prescribed medication is minimal in RCFs because care professionals are
responsible for administration of this medication. The second terms relate to RCFs
for older adults. In this review, studies are included when performed in facilities
that provide intensive and complex inpatient 24/7 long-term care for older adults
with mental and/or physical impairments. These facilities provide care to older
adults representing the general population, which might include a minority of
older adults with substance use disorders. This specific sub-group is not the
main focus of this review. Facilities which provide specialised psychiatric or addic-
tion care were excluded, e.g. Veteran Affairs settings were excluded from this review
due to different demographic features and more prevalent mental health problems
in this population. Veteran Affairs settings consist of a largely male population with
a high prevalence of substance use disorders (Lemke and Schaefer, 2012).

The search was limited to peer-reviewed papers, written in English. There was no
date limit set as an exclusion criterion to provide a complete and broad overview.

Study selection

The study selection was performed based on the exclusion criteria presented in
Table 2. The selection process is presented in Figure 1. First, all duplicates were
removed. The remaining papers were screened by title by one researcher, LG.
When there was no clarity whether to include or exclude a paper, the paper was
included to the abstract screening. Second, the abstracts of five papers were
screened by three researchers independently (LG, MJ and TR) to increase inter-
rater reliability in order to enhance rigour and trust. Third, of the remaining papers,
the abstracts were screened by three researchers independently (LG, MJ and TR)
and when there was no consensus, the paper was included in the full-text screening.
Fourth, the screening of the full texts was performed by three researchers independ-
ently (LG, MJ and TR). When there was no consensus, after discussion between two
researchers, the third researcher was included in the discussion. This was necessary
for one paper. Finally, the snowball method was conducted to check the references
of the included papers; however, this did not result in any additional papers.

Table 2. Exclusion criteria

1. Studies solely focusing on residential care facilities and not focusing on substance use or misuse

2. Studies conducted in a setting other than residential care facilities: short-term care settings,
hospitals, retirement communities, psychiatric institutions, inpatient palliative care settings,
residential treatment for substance use disorders, home care or Veteran Affairs settings

3. Studies focusing on use of medically necessary prescribed medication

4. Studies that are not empirical, e.g. systematic reviews, editorials or letters
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Quality assessment

The quality of the included papers was assessed by three researchers independently
(LG, MJ and TR) using the Mixed Methods Assessment Tool (MMAT;
Hong et al. 2018). The MMAT was chosen because it enables the comparison of
studies with different study designs: qualitative, randomised controlled, non-
randomised, quantitative descriptive and mixed methods (Hong et al., 2018).
The MMAT consists of two screening questions and five methodological quality
criteria for the five different study designs.

Figure 1. Flow chart of the selection process.
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Data extraction and analysis

A qualitative approach for data extraction and analysis was chosen due to the broad
range of study designs of the included papers. This qualitative approach consisted
of a data-extraction form, which was filled in by three researchers independently
(LG, MJ and TR). The data-extraction form included: title, author, year, country,
aim, research question, included substances, study design, sample size, study popu-
lation, setting, outcome variables, main results and limitations of each paper. Three
researchers independently analysed the results qualitatively (LG, MJ and TR),
resulting in a comparison of these results and a description of contrasts and
similarities. Three recurrent themes were found: prevalence, policies and care
professionals. These themes will be elaborated in the Results section.

Results
Study characteristics

From the 2,261 papers initially found, 16 papers were included in the
data-extraction procedure, as presented in Figure 1. The study characteristics are
described in Tables 3 and 4. The included studies were conducted in five different
countries. One study was conducted in two countries (Germany and Austria), the
other studies were conducted in one country: the United States of America (N =
11), the United Kingdom (N = 2), Germany (N = 2), Austria (N = 1), and Brazil
(N = 1). The study designs were quantitative (N = 13), qualitative (N = 1), and
mixed methods (N = 2), with sample sizes ranging from 19 to 1,922 participants.
The drugs assessed in these studies were tobacco (N = 9), alcohol (N = 6) and illicit
drugs (N = 1). The studies were conducted between 1973 and 2017. The included
papers regarding tobacco use were conducted between 1994 and 2010, the study
regarding illicit drugs in 2015, and the studies regarding alcohol use between 1973
and 2017. Two studies, conducted in 1973 and 1975, focused mainly on the positive
health outcomes of drinking alcohol for residents living in RCFs. In the period from
1994 until 2017, this focus shifted towards the prevalence and possible negative health
outcomes of drinking alcohol for residents.

Quality assessment

As described in the Methods section, the methodological quality was assessed using
the MMAT, with a maximum score of 5 for each study design. The quality assess-
ment identified ten studies with scores of 3 or more and six studies with scores of 2
or less (Tables 3 and 4). These six studies have a score of less than 50 per cent of the
total score. However, no studies are excluded from this dataset, due to the limited
dataset. The scores are merely used to indicate the current quality of research in this
field.

General findings

This section provides an overview of the overall findings and is followed by two
sections elaborating the main results regarding tobacco and alcohol use.
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Table 3. Summary results for tobacco use

Reference Participants Setting Aim Outcomes Study designa
MMAT
scoreb

Adler et al.
(2002)

A 35-item survey was
conducted with 115
RCF social workers; 47
from Georgia (24.4% of
participants smoked),
68 from Minnesota
(6.2% of participants
smoked)

The Georgia Nursing
Home Association
and the Minnesota
Nursing Home
Social Workers
Association, USA

The aim is to
understand the
demands placed on
social workers with
regard to facilities’
smoking policies

Sixteen of the facilities from Georgia and 29 of the facilities
in Minnesota permitted resident smoking within the
facility in designated areas. Seventeen of these 45 facilities
offered interventions to assist residents to quit smoking.
Twenty-one of the facilities that prohibited smoking
offered interventions to assist in smoking cessation.
Ninety-six per cent of all respondents felt residents have
the right to make decisions that may not be in their best
interest and 95% agreed people have the right to choose
to smoke. Sixty-two per cent felt that residents specifically
have the right to smoke. Fifty-two per cent of all social
workers agreed that facilities have the right to limit
activities of residents, such as smoking. RCF social workers
in smoke-free facilities were more likely to feel that
residents should not have the right to make their own
decisions regarding smoking; 13.6% struggle ethically with
the smoke-free policy. Social workers in smoking facilities
were more likely to report ethical concerns about the
personal financial cost of smoking for residents

Quantitative descriptive
studies

4/5

Adler et al.
(1997)

A random sample of
174 social workers from
whom 114
questionnaires were
completed and
returned; 108 were
non-smokers

The Minnesota
Nursing Home
Social Workers and
the nursing homes
in which they work,
USA

The aim is to
examine smoking
behaviour in nursing
home residents

Sixty-two facilities permitted residents to smoke and 52
facilities were smoke-free. Greater conflicts concerning
smoking arose between residents and staff in facilities
permitting smoking (61%) than those that are smoke-free
(conflicts in 31% of these facilities). First, the greatest
conflict was a result of a lack of adequate and appropriate
space for smoking; second, the amount of time staff spend
facilitating smoking; third, issues of health effects and
personal safety; 59.7% of the social workers at
smoke-permitted facilities did not want the policy to
change as no longer being able to smoke would present
an additional loss for the resident. Of the social workers in
smoke-free facilities, 76.9% agreed with the policy; none of
these respondents smoked themselves

Quantitative descriptive
studies

3/5
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Table 3. (Continued.)

Reference Participants Setting Aim Outcomes Study designa
MMAT
scoreb

Barker
and Lewis
(1998)

Interviews with 19
administrators were
conducted, with a
mean age of 45; 61%
were female and 42%
were former smokers.
In addition,
observations of
resident smoking and
management by staff
and interviews with
residents and staff were
conducted in several
larger facilities

Fifteen long-term
care facilities in San
Francisco, USA, with
a mean of 126 beds
per facility

The aim is to balance
the rights and needs
of all parties
regarding smoking in
nursing homes and
how smoking policies
influence the conduct
of everyday life in
nursing homes

Estimates of administrators of the proportion of older
adults in their facilities who smoked varied between 2 and
10% smoking residents and three reported none of the
residents smoked. No facility totally banned smoking, but
a variety of practices were reported to control resident
smoking: first, designated areas, mostly public spaces
instead of private spaces. Forty-seven per cent of the RCFs
allowed smoking in residents’ rooms. Second, supervision
of smoking, depending on the location of smoking and the
mental and physical competence of the resident. Third,
control of smoking opportunities and smoking materials,
31% had fire-retardant materials available. Three facilities
(20%) allowed residents to keep their own materials for
smoking; one facility reported that the smoking materials
of all residents were controlled by staff and 60% of the
facilities reported keeping the smoking materials of
residents classed as ‘unsafe’ smokers. Fourth, assistance
with smoking. Administrators addressed smoking using
two distinct views, first, assisting residents with smoking
was seen as an integral part of nursing care duties to
enhance quality of life and, second, assisting residents
with smoking was seen as a costly practice keeping staff
from their primary duties. Fifth, doctor’s orders; five
facilities mentioned physician’s orders. From these five,
four restricted smoking in specific individuals if this was
ordered by the physician and one permitted smoking only
if a physician agreed. Eighty-nine per cent of the
administrators saw smoking as an addiction and 72% as a
dirty habit. Seventy-eight per cent claimed that everyone,
including an older adult, has the right to smoke but not
wherever or however they pleased. The greatest
motivation for the development of a smoking policy by
administrators was a fear of fire. Smoking policies were
rarely discussed with residents or staff, and it was not
clear if care-giving staff knew exactly what the official
smoking policy was

Mixed methods 2/5
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Barker
et al.
(1994)

Data were derived from
archives and records,
observations,
ethnography and
interviews. Interviews: 5
administrators, 16
physicians, 31
registered nurses, and
49 other nursing staff
or aides, 9 ancillary
professional staff such
as social workers, 10
housekeepers, 57
residents

Long-term care
facility in a West
Coast city of
California, USA, with
more than 20 wards

The aim of this study
is to appreciate the
complexities,
incongruities and
ambiguities affecting
older residents
smoking in long-term
care

Fifteen per cent of older residents were known to staff as
current smokers. Forty-two per cent of the 244 structured
observations of interactions in public places included
smoking by older residents. The ongoing debate of smoking
by residents comprises four central themes in rank order in
terms of importance: safety, health, autonomy and quality
of life. Health of smoking and non-smoking residents and
staff was a concern for staff. Staff could see smoking as the
only part over which the resident has some control and this
could enhance autonomy and quality of life. Policies and
management protocols were developed in absence of input
from care-giving staff or older residents. Policies were
defended as preserving autonomy, but the concept of
autonomy was simplified in these policies and were more
often breached than upheld. Each ward developed its own
management strategies to comply with overall institutional
policy; when a resident was labelled an ‘unsafe smoker’,
this was rarely reversed or reviewed. Nurses disliked making
residents use fire-retardant aprons because it diminished
the resident’s dignity

Qualitative 2/5

Carosella
et al.
(2002)

Interviews were
conducted with 95
residents of a long-
term care community
with a mean age of
73.6; 38 male; 25
smokers and 70 non-
smokers

Long-term care
community hospital
in Western New
York, USA: a
residential health
care facility for
complex or chronic
health conditions

The aim is to build an
evidence base from
the residents’
perspective to
address smoking in
long-term care
facilities

Residents classified as ‘current smokers’ smoked for a
mean of 37.5 years and a mean of 11.6 cigarettes a day.
Fifty-six per cent of all smokers and 77% of all non-
smokers agreed that smoking is harmful to their health;
44% of all smokers and 24% of all non-smokers reported
that quitting smoking would not improve a smoker’s
health; 55% of all residents (smoking and non-smoking)
reported that exposure to environmental tobacco smoke
hurts non-smokers’ health. Within this sample, smoking
status tended to remain as it had been prior to entering
the long-term care setting and 68% of all smokers were
categorised as ‘precontemplators’, having no intention to
quit within the next six months. Forty-eight per cent of all
smoking residents reported having received cessation
advice from their physician or a nurse since their
admission

Mixed methods 1/5
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Table 3. (Continued.)

Reference Participants Setting Aim Outcomes Study designa
MMAT
scoreb

De
Carvalho
et al.
(2010)

Interviews with 116
smoking residents of
one of 13 long-term
care facilities with a
mean age of 70 (81
men and 35 women)
and a minimum MMSE
score of 15 for illiterate,
22 for older adults with
1–11 years education
and 27 for more than
11 years of education

One long-term care
facility in the
Federal District of
Brasilia, Brazil

The aim is to
determine the
prevalence of
smoking among
older adults in a
long-term care
facility and
determine whether
the degree of
nicotine dependence
is associated with
socio-demographic
variables, affective
ties, motivation to
stop smoking and
depression

Twenty-three per cent of the residents aged 60 years and
older were smokers, 77.6% showed a moderate or high
degree of nicotine dependence and 57.7% showed a low
motivation to quit smoking. There were significant
associations between the degree of nicotine dependence
and monthly income, level of education, affective ties,
motivation to quit smoking and probable depression.
Prevalence of smoking decreases as the age bracket
increases. Older adults who maintain any type of affective
ties seem less dependent on nicotine

Quantitative descriptive
studies

3/5

Watt et al.
(2004)

Survey about staff
attitudes completed by
115 health-care
professionals who
worked more than half
time; 93% were women;
30.4% smokers, 69.9%
non-smokers

Monroe Community
Hospital, USA, a
566-bed residential
health-care facility
providing long-term
care to individuals
with complex or
chronic health
conditions

The aim is to provide
an assessment of the
frequency of smoking
cessation advice and
beliefs influencing
staff to provide this
advice in a nursing
home setting

Only 45.6% of the nursing staff ever advise residents to
quit smoking, licensed nurses (54.8%) more often than
nursing assistants (34.6%). Significant differences across
smoking status of staff were found: smoking staff advised
less frequently than non-smoking staff; 64.5% of the
nursing staff did not want to change their smoking policy
and 35.5% wanted to change the policy. The likelihood of
advising residents to quit smoking was the greatest when
resident smoking represented a safety hazard. The
strongest barriers to offering cessation advice for nursing
staff were that 87.5% of the staff estimated none of the
smoking residents were interested in quitting and an
institutional policy that allows smoking. Staff who
believed advising was more a responsibility of the
physician were less likely to offer advice

Quantitative descriptive
studies

5/5
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Watt et al.
(2009)

Forty-seven
administrators of
nursing homes were
asked to send the
policies of their facility
and a tool was used to
score these policies

Forty-seven nursing
homes ranging from
35 to 700 beds,
evenly divided into
profit and non-
profit; located in 32
states of the USA

The aim is to
examine written
policies reflecting
nursing home
facilities’ decisions
regarding resident
smoking

Forty-two of the 47 facilities allowed residents to smoke
and five were designated as non-smoking facilities. Across
all facilities, there was an overall lack of
comprehensiveness of policies; 78.9% of the facilities’
policies did not include a statement that referred to
employees’ rights to choose whether to assist residents
with smoking; 13% of the facilities’ policies mentioned
that the smoking areas were well ventilated and
exclusively used by smokers and 37.2% of the policies
included safety precautions to protect against accidental
burns and fires; 85.4% of the policies did not address
tobacco education or cessation assistance and limiting
smoking or encouragement of smoking cessation was not
included in 95.3%

Quantitative descriptive
studies

3/5

Wolfsen
et al.
(2001)

Observations of and
interview with 57
residents; 19 smokers,
38 non-smokers with a
mean age of 75.8; 46%
were women; 75% of
residents were older
than 65. All residents
have two or more
cognitive or functional
impairments

A long-term care
facility with more
than 500 beds in a
major metropolitan
city of the USA. A
committee had
established a
moderately
restrictive smoking
policy

The aim is to provide
a description of
prevalence and
location of smoking
in nursing home
residents and beliefs
of nursing home
residents regarding
smoking and health

Fifteen per cent of all older residents smoked on a regular
basis, as identified by staff; 84% of the smoking occurred
outside designated smoking areas and this was rarely
addressed; 74% of the residents agreed smoking was
related to health outcomes; fewer smokers than non-
smokers related smoking to severe health consequences;
in general older nursing home residents did not strongly
believe that smoking posed a substantial risk to health

Quantitative descriptive
studies

2/5

Notes: MMAT: Mixed Methods Appraisal Tool. RCF: residential care facilities. USA: United States of America. 1. 2.
aStudy design based on the MMAT guideline
bThis score consists of the total “yes” responses for each study
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Table 4. Summary results for alcohol and illicit drug use

Reference Participants Setting Aim Outcomes Study designa
MMAT
scoreb

Brennan
(2005)

Residents 55+: 18%, age 55–64;
35%, age 65–74; 25%, age 75–80;
22%, age 81+. The sample: N = 432.
N = 216 residents with
alcohol-related disorders, matched
case-to-case with a resident (N =
216) without alcohol-related
disorders. For each resident, the
Current Resident Questionnaire was
conducted with a member of staff
familiar with the resident

Data from the
Current Resident
section of the
1995 and 1997
National Nursing
Home Surveys,
USA

The aim is to examine
whether AUDs
contribute to earlier or
more-intensive nursing
home health services

Residents with an AUD received less
assistance with basic activities of daily living
compared to residents without an AUD.
Residents with an AUD used more mental
health and social services and have a poorer
quality of social relationships. The results
showed a significant group × gender
interaction on length of stay: men with an
AUD had shorter lengths of stay and women
with an AUD had longer lengths of stay

Non-randomised
studies

5/5

Chien et al.
(1973)

Zung self-rating scale for residents
and observation rating scales by
staff (GRS and NOSIE) in 296
nursing home patients; 64
participated throughout the entire
study; 33 men and 31 women
divided into three non-random
groups: N = 13 doxepin use for
depression; N = 30 antipsychotic
drug use prescribed; N = 21 no
antipsychotic drugs needed

Two nursing
homes in the
metropolitan area
of Boston, USA

This study aims to
evaluate the
contribution of the
pub social milieu to
the benefits of
receiving a drink of
beer or wine among
nursing home
residents

The Zung self-rating scale was used to
assess the level of depression in residents
and was not used in further analysis. Three
non-random groups were compared in an
alcoholic and non-alcoholic period and
showed a trend towards improvement in
functioning in the alcoholic period on the
NOSIE in the no medication group and
significant improvement in functioning in
the alcoholic period in the two treatment
groups. No significant differences were
found between the three groups. Pub
drinking was liked by the majority of
residents and facilitated more social
interactions but not significantly more than
ward drinking

Non-randomised
studies

4/5
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Dreher-Weber
et al. (2017)

Interviews with 455 nursing home
residents older than 60: no hair
samples N = 111, hair samples N =
344. Interviews with 274
participants of nursing staff

Thirty-three
nursing homes in
connection with
the inter-regional
project ‘Alter und
Sucht’, Germany
and Austria

The aim is to describe
alcohol consumption
patterns in nursing
home residents, using
objective biomarkers
and evaluate the
validity of AUDIT-C
cut-offs in detecting
hazardous drinking in
older adults

Men drank significantly more than women:
11.5% of the men and 2.7% of the women
showed chronic-excessive consumption,
11.5% of the men and 4.7% of the women
showed regular but not excessive
consumption and 77% of the men and
92.6% of the women showed low alcohol
consumption or abstinence; 11.3% of
nursing home residents drank above the
recommended limit for older adults, as
shown by hair analysis. The best balance of
the AUDIT-C, a screening instrument to
identify hazardous alcohol consumption,
between sensitivity and specificity in older
adults, was assessed and showed best
balance with a cut-off in scores of >4 for
men and >2 for women. Nursing staff
underestimated alcohol consumption in
residents compared to hair analysis: nursing
staff reported abstinence in 31% of the
residents who drank regularly but not
excessively and in 40% of the residents that
had chronic-excessive alcohol consumption

Non-randomised
studies

4/5

(Continued )
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Table 4. (Continued.)

Reference Participants Setting Aim Outcomes Study designa
MMAT
scoreb

Klein and Jess
(2002)

Interviews with administrators or
staff about residents in 111 facilities
(facility administrators or an
appropriate executive staff
participated in the interview), 74%
of the respondents were woman

Licensed
intermediate care
facilities and
licensed homes
for older adults in
a north-eastern
state of the USA

The aim is to provide a
descriptive assessment
of the policies,
practices and
problems that
currently exist in
several sheltered living
environments for older
adults

Of the responding facilities, 57.7% (N = 64)
took an alcohol history of their residents at
admission. A variety of information was
asked about their alcohol history, e.g. 28.1%
of these facilities asked specifically about
past alcohol-related problems or about being
in treatment or recovery; 55.8% felt it was
appropriate or very appropriate for older
residents to have access to alcoholic
beverages; 13.5% of the facilities only
allowed residents to drink outside the
facility; 26.4% had regular cocktail hours;
58.6% required doctor’s permission to
enable alcohol consumption; and 36.9%
reported not allowing alcohol consumption
at all. However, respondents stated rules
were not always followed. Three facilities
denied admission to any applicant with a
history of alcohol problems and 20 facilities
refused admission to applicants who were
actively engaged in problematic drinking;
83.8% reported some problems arising from
alcohol use, such as falls or social and
behavioural problems; 86.5% reported a
belief in the disease model of alcoholism;
74.8% reported no staff received any special
training related to alcohol

Quantitative
descriptive
studies

3/5
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Mishara et al.
(1975)

Two institutions providing care to
older adults: (1) ‘Residence’:
residents living here are free to
come and go and receive minimal
supervision and physical care. (2)
‘Nursing Home’: residents with a
generally poor functional status and
greater need for supervision and 24/
7 availability of nursing care.
Assessment methods for physical
health, functional and
socio-emotional status, previous
drinking history and sleep patterns
in 84 residents of ‘Residence’ (19
men, 65 women), mean age of 78;
61 residents of ‘Nursing Home’ (22
men, 39 women), mean age of 76

Two care
institutions for
older adults,
‘Residence’ and
‘Nursing Home’,
in downtown
Boston, USA

The aim of this study is
to evaluate the
possible beneficial or
detrimental effects of
having alcoholic
beverages available

Participants from ‘Residence’ functioned on
a more adequate level than those from
‘Nursing Home’. The study was conducted
in two phases. Phase one: group one had
nine weeks with alcoholic beverages
available and group two had nine weeks
with non-alcoholic beverages available.
Phase two: group one had nine more weeks
with alcoholic beverages available and
group two had nine weeks with alcoholic
beverages available. After the first phase,
behavioural changes were observed in
‘Nursing Home’: increase in communication,
initiative, activity level and socialisation. At
‘Residence’, a generally higher functional
level was shown and behaviour became
more varied: participants asserted their
individual ideas and preferences more
frequently and effectively. After phase two,
no significant negative effects were seen
due to the exposure of alcoholic beverages,
most changes were beneficial as described.
Positive significant findings were more
common in the experimental group
compared to the control group and for
drinkers opposed to non-drinkers

Randomised
control trial

3/5

(Continued )
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Table 4. (Continued.)

Reference Participants Setting Aim Outcomes Study designa
MMAT
scoreb

Weyerer et al.
(1999)

A standardised assessment sheet
was filled in by staff about 1,922
residents; 77.1% female; 84.4%
from the nursing care sectors,
15.6% from residential care; mean
age of 81.1; all residents had been
diagnosed with dementia

Twenty randomly
selected
residential and
nursing homes for
older adults in the
city of Mannheim,
Germany

The aim is to provide a
description of alcohol
problems among
nursing home
residents; prevalence,
demographic and
clinical features,
association with
institutionalisation, or
a risk of falling

Prevalence of mental and behavioural
disorders due to alcohol was relatively high:
7.4% of the residents were medically
diagnosed with these disorders upon
admission to the RCF. There was a higher
percentage with this diagnosis among male
residents (19.1%) compared to female
residents (3.8%). According to staff, 3.4% of
the residents had abused alcohol once or
on several occasions in the previous four
weeks and men significantly more than
women. The prevalence of abusive alcohol
use receded during the course of the stay.
Medical diagnosis of an alcohol problem
was a valuable predictor of later drinking in
the home. The risk of falling was
significantly elevated among residents with
alcohol problems

Quantitative
descriptive
studies

3/5
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White et al.
(2015)

Interviews with 40 nursing facility
directors; 25% male, 72.5% female,
2.5% unspecified; with a mean age
of 50, average of 23 years of work
experience

Residential
long-term care
facilities licensed
for serving senior
citizens in the
Commonwealth
of Kentucky, USA

The aim is to provide
an examination of
policies in nursing
homes regarding illicit
drug use in nursing
home residents;
whether it is perceived
as a current issue and
attitudes of
administrators
regarding illicit drug
use

Five per cent of the facilities have a specialty
programme for residents with a substance
abuse problem. Some facilities have
services for residents who have problems
with alcohol abuse (15%), illicit drug use
(17.5%) and abuse of prescription drugs
(17.5%). Fifteen per cent have experienced
problems with residents obtaining alcohol,
7.5% with residents obtaining illicit drugs,
17.5% with residents improperly obtaining
prescription drugs. Thirty per cent
implemented policies or procedures
addressing non-medical use of drugs; 17.5%
reported to have a policy regarding use of
medical marijuana; 40% stated that during
admissions their facility uses assessments
for substance abuse, such as the CAGE and
AUDIT-M; 67.5% asked families or others
about possible substance use of residents at
admission

Quantitative
descriptive
studies

1/5

Notes: AUD: alcohol use disorder. MMAT: Mixed Methods Appraisal Tool. RCF: residential care facilities. USA: United States of America. 1. 2.
aStudy design based on the MMAT guideline
bThis score consists of the total “yes” responses for each study
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First, six of the included papers show the role of care professionals in observing,
facilitating or regulating the alcohol and tobacco use of residents (Barker et al.,
1994; Barker and Lewis, 1998; Carosella et al., 2002; Klein and Jess, 2002;
Watt et al., 2004; Dreher-Weber et al., 2017). For example, Barker and Lewis
(1998) reported that care professionals decide when and how many cigarettes a resi-
dent is allowed to smoke per day. Moreover, Dreher-Weber et al. (2017) found an
underestimation of the prevalence of alcohol use by nursing staff compared to the
hair analysis.

Second, the populations under study varied: three studies assessed the perspec-
tive of administrators, two the perspective of social workers, six the perspective of
nursing staff and five the residents’ perspective. From these five studies, three stud-
ies assessed the residents’ perspective through interviews with residents themselves
(Carosella et al., 2002; De Carvalho et al., 2010; Dreher-Weber et al., 2017) and two
added observations to their data (Mishara et al., 1975; Wolfsen et al., 2001). Two
studies described their methods as assessing the residents’ perspective but did
not present this perspective in their results (Barker et al., 1994; Barker and
Lewis, 1998). Both studies stated that they did not include the residents’ perspective
because the views of residents on smoking and smoking management were consist-
ent with the staff’s perspective (Barker et al., 1994; Barker and Lewis, 1998).

Third, studies assessing the use of alcohol and tobacco differed in focus and,
therefore, are discussed separately in this paper. Studies regarding tobacco use
balanced the right of residents to smoke with the regulation of smoking due to
health and safety issues, whereas studies on alcohol focused more on the health
of residents in relation to alcohol use. The study regarding illicit drug use describes
issues regarding alcohol use and not further specified substance use. Therefore, this
study was not assessed separately but discussed in the section regarding alcohol use.

Tobacco

Nine papers assessed tobacco use in residents living in RCFs (Barker et al., 1994;
Adler et al., 1997, 2002; Barker and Lewis, 1998; Wolfsen et al., 2001; Carosella
et al., 2002; Watt et al., 2004, 2009; De Carvalho et al., 2010). Results of these stud-
ies showed that policies of RCFs state that residents have the right to smoke.
However, facilities often regulate smoking, with safety as the most important rea-
son, specifically a fear of fire (Barker et al., 1994). The struggle to balance the pos-
sibilities to smoke with health and safety for all was reflected in three themes, which
will be discussed here: prevalence, policies and the role of care professionals.

Prevalence
The results concerning the prevalence of tobacco use in residents show the import-
ance of the possibilities to smoke and the low motivation of residents to quit
smoking.

Four studies showed that the prevalence of smoking residents varied from 0 to
23 per cent (Barker et al., 1994; Barker and Lewis, 1998; Wolfsen et al., 2001; De
Carvalho et al., 2010). In three of these studies, the prevalence in tobacco use
was based on estimates made by staff, such as care professionals or administrators,
and the prevalence was estimated to be between 0 and 15 per cent (Barker et al.,
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1994; Barker and Lewis, 1998; Wolfsen et al., 2001). One study assessed the preva-
lence through information provided by nursing staff, and this was compared with
information collected in interviews with the residents themselves, which resulted in
an overall prevalence of 23 per cent (De Carvalho et al., 2010).

The importance of smoking and the motivation to quit in the smoking residents
was also assessed (Wolfsen et al., 2001; Carosella et al. 2002; De Carvalho et al.,
2010). According to Wolfsen et al. (2001), being able to smoke when and where
residents wanted maintained their feeling of autonomy. Moreover, Carosella
et al. (2002) found a low level of behavioural change in the smoking residents;
68 per cent of all smokers did not have the intention to quit within the next six
months. De Carvalho et al. (2010) presented similar results in which 57.7 per
cent of the smoking residents showed a low level of behavioural change. The limited
motivation to quit is reflected in the smoking status, which tends to remain similar
after admission (Carosella et al., 2002; De Carvalho et al., 2010).

Policies
The struggle to balance smoking possibilities with health and safety for all was
reflected in a reported lack of overall comprehension of institutional policies
(Barker et al., 1994; Barker and Lewis, 1998; Watt et al., 2009). For example, accord-
ing to Barker et al. (1994), each unit within the studied facility developed their own
management strategies to comply with the institutional policy, partly depending on
the degree of tolerance by staff to smoking in general. These strategies varied from
designated areas in which residents are allowed to smoke to not offering cigarettes
to residents with dementia because nursing staff stated that these residents will for-
get that they smoked and, therefore, will stop asking to smoke. In addition, Barker
and Lewis (1998) reported that administrators of the 15 included facilities
approached smoking differently; residents’ smoking was seen as an integral part
of care to enhance quality of life or smoking was seen as a costly practice keeping
staff from primary care. These examples show that the implementation of the insti-
tutional policies by care professionals differed per unit, which affect the possibilities
of residents smoking.

Care professionals
The included studies show a role of care professionals in the regulation of smoking
by residents living in RCFs (Adler et al., 1997; Barker and Lewis, 1998; Watt et al.,
2004). This role could be affected by the attitudes of care professionals and, more-
over, was reflected in the implementation of policies and conflicts between residents
and staff (Adler et al., 1997; Barker and Lewis, 1998). Barker and Lewis (1998)
found that a variety of practices were reported to control smoking, such as control-
ling smoking opportunities and materials; 60 per cent of the facilities kept the
smoking materials of smoking residents who are classified as ‘unsafe smokers’
and this label was rarely reviewed or reversed.

Three studies described attitudes of administrators and care professionals
regarding smoking that affected the way care professionals act towards smoking
residents (Adler et al., 1997; Barker and Lewis, 1998; Watt et al., 2004). For
example, Barker and Lewis (1998) found that 89 per cent of the administrators
viewed smoking as an addiction and 72 per cent as a dirty habit. Administrators
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did not see assisting residents with smoking as a primary duty for care-giving staff.
Of the 19 administrators who participated in their study, 21 per cent currently
smoked, 42 per cent were former smokers and 37 per cent never smoked.
According to Watt et al. (2004), the health beliefs of staff were not predictive of pro-
viding smoking cessation advice and, moreover, they found two experienced bar-
riers to offering advice: an expected low level of motivation to quit in residents
and institutional policies that allow residents to smoke.

Adler et al. (1997) showed that significantly greater conflicts arose regarding
smoking between residents and staff in facilities permitting smoking (61%) com-
pared to smoke-free facilities (31%). The most important reasons for these conflicts
were a lack of adequate and appropriate space, the amount of time staff spend facili-
tating smoking, and issues of health and personal safety.

Alcohol

Six of the included papers studied alcohol use in residents living in RCFs (Chien
et al., 1973; Mishara et al., 1975; Weyerer et al., 1999; Klein and Jess, 2002;
Brennan, 2005; Dreher-Weber et al., 2017) and one paper also assessed illicit
drug use (White et al., 2015). Most papers regarding alcohol use focused on the
health of residents living in RCFs. The studies conducted in 1973 and 1975 mainly
observed improvement in functioning, increased communication and socialisation
in residents (Chien et al., 1973; Mishara et al., 1975). Studies conducted between
1994 and 2017 mostly assessed the negative effects of alcohol on mental and phys-
ical health (Weyerer et al., 1999; Klein and Jess, 2002; Brennan, 2005; White et al.,
2015). Forexample, Brennan (2005) studied alcohol use disorders (AUDs) in residents
and found that residents with an AUD required more mental health and social ser-
vices. AUDs were categorised as alcohol psychosis (20%), alcohol dependency
(55%), alcohol abuse or alcoholism (24%), and alcoholic liver disease or other alcohol-
related disorders (1%) according to the International Statistical Classification of
Diseases and Related Health Problems 9, Clinical Modification (ICD-9-CM). In
their results, residents with AUDs were studied as one group and compared with resi-
dentswithoutAUDs.However, the studies ofDreher-Weber et al. (2017) andWeyerer
et al. (1999) show a prevalence of problematic alcohol use in residents living in RCFs,
11.3 and 3.4 per cent, respectively, which means that the focus on negative health
effects specifically in residentswithAUDs is a small group compared to the total popu-
lation of residents living in RCFs. The focus on health was also reflected in prevalence,
policies and the role of care professionals.

Prevalence
As mentioned above, two studies assessed the prevalence of alcohol misuse in resi-
dents (Weyerer et al., 1999; Dreher-Weber et al., 2017). Dreher-Weber et al. (2017)
identified 11.3 per cent of the residents as hazardous drinkers – those who drank
above the recommended limit of less than one alcoholic unit per day (10–14
grams of alcohol per day). They also found that nursing staff underestimated the
prevalence of alcohol use in residents by comparing a hair analysis with the nursing
staff’s estimations. Nursing staff reported abstinence in 31 per cent of the residents
who drank regularly but not excessively and in 40 per cent of the residents who
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were chronic-excessive drinkers, as indicated by a hair analysis (Dreher-Weber
et al., 2017). Moreover, Weyerer et al. (1999) reported that 3.4 per cent of the resi-
dents abused alcohol once or on several occasions in the previous four weeks.
Alcohol consumption was estimated by staff and rated as ‘none’, ‘moderate’ or ‘abu-
sive’. Alcohol abuse was rated when residents met the criteria of alcohol abuse
of the International Classification of Diseases and Related Health Problems 10
(ICD-10) and moderate alcohol use was rated when residents did not meet these
criteria. Weyerer et al. (1999) also assessed the negative health outcomes in resi-
dents, specifically a health risk related to older adults. Their study reported a sig-
nificantly increased risk of falling in residents with alcohol-related problems.

To assess the prevalence and the negative health outcomes of alcohol use,
screening instruments were studied in two papers (White et al., 2015; Dreher-
Weber et al., 2017). White et al. (2015) reported that 40 per cent of the included
facilities used screening instruments, such as the CAGE or AUDIT-M, to assess
substance misuse. Dreher-Weber et al. (2017) assessed the validity of a screening
instrument, the AUDIT-C, compared to an objective biomarker (hair analysis).
These screening instruments are used to identify alcohol use in residents objectively.

Policies
In contrast to studies assessing tobacco use in RCFs, only one study regarding alco-
hol use assessed policies towards alcohol use. The study of Klein and Jess (2002)
focused on the prevention of negative health outcomes in residents and, therefore,
assessed the policies to regulate alcohol use in 111 facilities. This study showed a
variety of policies concerning alcohol use in residents, exemplified by providing
regular cocktail hours (26.4%), requiring doctors’ permission to drink alcohol
(58.6%) or not allowing alcohol use in the facility for residents (36.9%). Multiple
policies were reported, even within the same facilities. Three out of the 111 facilities
denied the admission of any applicant with a history of alcohol problems.
Moreover, 83.8 per cent of the facilities reported some problems arising from alco-
hol use, such as falls or social and behavioural problems.

Care professionals
In one study assessing alcohol use, the role of care professionals was reflected in the
management of policies (Klein and Jess, 2002). Klein and Jess (2002) described that
not all staff members followed the rules or policies of their facility regarding alcohol
consumption and 55.8 per cent of the 111 facilities felt it was appropriate or very
appropriate for older residents to have access to alcoholic drinks. Their study also
found that 86.5 per cent of the facilities believe that problematic alcohol use is a
disease. It was not further elaborated as to when care professionals defined alcohol
use as problematic. These results show that care professionals regulate the alcohol
use in residents and demonstrate an ambiguity in the definitions of appropriate
alcohol use and problematic alcohol use by care professionals.

Discussion
This scoping review was conducted to provide an overview of the published
research in substance use and misuse among older adults living in RCFs and to
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identify what is important to study in future research to enhance PCC, especially in
cases in which residents wish to choose unhealthy behaviours. The results of this
review show that the current field of research mainly focused on alcohol and
tobacco instead of other non-prescribed drugs. Moreover, the results show that
care professionals have an important role in facilitating or regulating substance
use and misuse. Finally, the number of studies conducted from the residents’
perspective are limited.

Studies regarding tobacco use showed that the view on smoking in general
changed over time. The current older population living in RCFs started smoking
when smoking was highly prevalent in all age groups and before the adverse health
outcomes were well-known (Elhassan and Chow, 2007; Lester and Kohen, 2008).
Moreover, it was found that the motivation in residents to quit smoking is low
(Carosella et al., 2002; De Carvalho et al., 2010). Most studies regarding tobacco
use were conducted between 1994 and 2010, the period in which the focus on
the residents’ perspective increased and the focus of care in general shifted towards
PCC (Fazio et al., 2018). However, when residents have a low motivation to quit
smoking and limited knowledge of the adverse health outcomes, it challenges
care professionals to implement PCC. The needs and values of residents in these
cases may be opposite to the values of care professionals themselves which may
affect the implementation of PCC in practice. Therefore, PCC in these cases
requires a supportive organisational culture and knowledge of the beliefs of care
professionals themselves to solve these emerging challenges. Amongst others,
these aspects are prerequisites of implementing PCC in practice, according to
McCormack and McCance (2006). The view on alcohol in general also evolved
over time. Studies regarding alcohol use and misuse increasingly focused on the
prevention of negative health outcomes. This is reflected in the studies regarding
alcohol use in residents living in RCFs: studies published in 1973 and 1975 focused
on the positive health outcomes of alcohol and the studies published between 1999
and 2017 focused on the negative health outcomes. This evolved view means that
the current older population living in RCFs may not be aware of the adverse out-
comes of substance use and misuse and, therefore, are not motivated to change. In
addition, the current older population living in RCFs may experience alcohol use as
beneficial, because it enhances their social participation (Iparraguirre, 2015; Kelly
et al., 2018). This may increase their self-rated health and wellbeing, despite
their mental and physical impairments, which enhances successful ageing. The
concept of successful ageing has a variety of definitions, but was consistently related
to a younger age, non-smoking, higher physical activity, better self-rated health and
no cognitive impairments (Depp and Jeste, 2006). However, the frail residents liv-
ing in RCFs do not meet these criteria. Wahl et al. (2016) suggested that the con-
cept of successful ageing should be reconsidered in the presence of physical or
mental impairments. With this broader definition, it could complement PCC by
considering how residents living in RCFs age successfully in the light of their self-
rated health and wellbeing.

Overall, care professionals are challenged to implement PCC, because it requires
interpersonal and communication skills of care professionals to have a dialogue
with the residents to assess their needs and values, their motivation to change,
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inform them of the currently known adverse outcomes and the consequences of
their choices.

This review also showed an ambiguity for care professionals in the distinction
between alcohol use and misuse in residents (Klein and Jess, 2002). Consensus
of this distinction is essential to determine whether residents use or misuse alcohol.
The results of this review show only a small group of residents living in RCFs who
misuse alcohol (Weyerer et al., 1999; Dreher-Weber et al., 2017). Residents who
misuse alcohol require a different approach with regard to PCC, exemplified in
the protection of these residents by care professionals to help them overcome
their misuse and, in this way, act in their best interest. Therefore, this distinction
is important to know because it determines how PCC is implemented.

To enhance PCC in substance use and misuse, the role of care professionals was
found to be of great importance. The findings of this review show that care profes-
sionals decide to facilitate or regulate alcohol and tobacco use (Adler et al., 1997;
Barker and Lewis, 1998; Klein and Jess, 2002; Watt et al., 2004; Dreher-Weber
et al., 2017), which is exemplified in the implementation or the lack of implemen-
tation of policies by care professionals (Barker and Lewis, 1998). The attitudes of
care professionals towards alcohol and tobacco may affect their decision to facilitate
or regulate alcohol and tobacco use in residents. In addition, not all care profes-
sionals follow the policies of their facility (Adler et al., 1997; Barker and Lewis,
1998; Klein and Jess, 2002; Watt et al., 2004). Therefore, this review shows a gap
between organisational policies and the implementation of these policies by care
professionals, possibly due to their own values. The values and attitudes of care pro-
fessionals towards substance use and misuse may affect the dialogue with residents
to assess their needs and values and inform them of the consequences of their
choices. This may in turn affect implementing organisational policies regarding
substance use and misuse.

In this review, only five studies assessed the perspective of residents (Mishara
et al., 1975; Wolfsen et al., 2001; Carosella et al., 2002; De Carvalho et al., 2010;
Dreher-Weber et al., 2017). The other studies were conducted from the perspective
of administrators, social workers or nursing staff. There are a limited number of
studies assessing the residents’ perspective in the current field of research regarding
older adults living in RCFs in general. For example, Donnelly and MacEntee (2016)
reported limited knowledge on how residents living in RCFs feel about the quality
of care and their own quality of life. In addition, Roelofs et al. (2015) reported that
the residents’ perspective was lacking in studies regarding personal matters such as
intimacy and sexuality. The limited number of studies assessing the residents’ per-
spective could be explained due to the physical and cognitive impairments in older
adults living in RCFs (Fazio et al., 2018), which creates practical and ethical issues
when including their perspective in scientific research. However, to enhance PCC,
not only in practice but also in research, the residents’ perspective is essential.

Overall, this scoping review highlights that the focus on studies regarding sub-
stance use and misuse in residents living in RCFs is consistent with the views on sub-
stances in the general population: an increased knowledge of negative health
outcomes and, therefore, an increased focus on the prevention of negative health out-
comes. However, the shift towards PCC in RCFs increased the focus on residents’
needs and values (Royal College of Psychiatrists, 2018). This model of care involves
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residents byoffering them choices and shared decisionmaking tomaximise each indi-
vidual’s potential (Edvardsson et al., 2008; Royal College of Psychiatrists, 2018).
Therefore, challenges emerge when implementing PCC in RCFs. This review shows
that to enhance PCC in RCFs regarding substance use and misuse it is important
to understand the distinction between substance use and misuse, to focus on the
residents’ perspective, and to assess the knowledge and attitudes of residents and
care professionals towards substance use and misuse. This distinction and these per-
spectives should be consideredwhen implementing policies regarding substances and
incorporate these policies in organisational cultures.

Strengths and limitations

A complete and broad review of the current field of research was provided, as all
substances were included in this scoping review. This showed that the focus in
this field of research is on alcohol and tobacco instead of other non-prescribed
drugs. The methodological quality of the included studies appeared to be variable.
The methodological quality of some studies was scored to be low. The studies with a
lower-scored methodological quality were interpreted with more caution.

The results of this review show possible underreporting of substance use and
misuse which could bias the true prevalence of substance use and misuse in the
older adults living in RCFs as reported in this review. Dreher-Weber et al.
(2017) found an underestimation by care professionals of the prevalence of alcohol
use in residents. Other studies reported that the underreporting could be explained
due to the instruments used to assess substance use and misuse, a lack of relevant
drinking guidelines and increased contents of alcoholic drinks, such as a glass of
wine, which may bias the actual alcohol use (Greenfield and Kerr, 2008; Lovatt
et al., 2015; Britton et al., 2016).

This review focused on substance use and misuse in RCFs specifically. The
nature of RCFs varied and the definitions of RCFs were ambiguous in some of
the papers included in the selection process. Therefore, the inclusion process
with regard to equality of the studied facilities was challenging. However, this
focus on RCFs contributes to an increased awareness of the practical and ethical
issues involved in substance use and misuse in residents, and this review could
be part of a foundation for future research to address these issues by comparing
the outcomes of this review with empirical research.

Implications for future research

Future research should incorporate the perspectives of residents, care professionals
and the organisation to enhance PCC and enable residents to make shared and
well-informed decisions in dialogue with care professionals. There is a need for
well-considered and well-founded ethical decisions by care professionals
(Bolmsjö et al., 2006), especially regarding regulating or facilitating substance use
in residents living in RCFs. This may enhance providing PCC because a careful
consideration of individual interests is necessary to assess the needs and values
of residents and the limiting factors and possible consequences for themselves
and the environment involved. Moreover, future research should assess the
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distinction between substance use and misuse and how this affects providing PCC
in RCFs. The role of care professionals emphasised the dependency of residents on
their care-givers to fulfil their needs and incorporate their values. This could be
relevant in other care issues where the aim is to provide PCC. Therefore, future
research should incorporate the challenges emerging from this review involved in
implementing PCC in RCFs.
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