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ABSTRACT 

 
Substance use in older adults is a public health concern, having both mental health and 

physical health impacts. The social determinants of health (SDOH) framework can aid in 

developing effective interventions to ensure healthy aging and coping in the older adult 

population. This study uses the SDOH framework to evaluate risk factors that contribute to 

substance use to cope with stress in older adults. A multiple regression analysis was used for 

secondary data analysis of the Health and Retirement Study to examine predictors of 

substance use to cope with stress in older adults. The main findings indicated predictors of 

substance use to cope with stress were social and community context, followed by the SDOH 

categories of health and healthcare, and neighborhood physical cohesion. The findings 

identify the importance of emphasizing access to equitable healthcare and healthy aging in 

communities. Implications for clinical practice include the implementation of policies and 

services that provide support to communities in which older adults reside. The social 

determinants of health framework may be an essential tool to develop policies and solutions 

addressing substance use, barriers to health, and community wellness. As the population 

ages, policy changes and community programs can counteract the stressors associated with 

aging to promote healthy aging and coping in communities.  
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CHAPTER 1- INTRODUCTION 

Introduction 

Social determinants of health (SDOH) are environmental and structural conditions in 

which individuals exist (World Health Organization, 2008).  Research into the social 

determinants of health has increased due to growing health care costs and SDOH impact on 

health outcomes (Schroeder, Malone, McCabe, & Lipman, 2018).  Research has demonstrated a 

link between social determinants of health and health inequalities in which substance use is 

categorized as a health issue (World Health Organization, 2008).    

The prevalence of substance use among older adults in the United States is increasing 

(Mauro, Canham, Martins, & Spira, 2015).  Longitudinal findings indicate that substance use 

may become more prevalent in later life and increase adverse health outcomes (American 

Counseling Association, 2011; Bartels & Naslund, 2013; Fullen 2016).  Millions of older adults 

in the United States have a substance use disorder yet remain one of the most underserved 

populations in mental health counseling (American Counseling Association, 2011; Bartels & 

Naslund, 2013).   

Statement of the Problem 

The World Health Organization (WHO) has found a link between social determinants of 

health and health inequalities (World Health Organization, 2008).  Substance use is categorized 

as both a behavioral and health issue. The American Counseling Association has identified the 

older adult population as one of the most underserved populations in mental health counseling 

with growing rates of substance use and mental health issues (American Counseling 

Association, 2011).   

However, older adults are often overrepresented in health care utilization, making this 

population one of the most visible physical health populations and an almost invisible 
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population in mental health and substance use (American Counseling Association, 2011; Bartels 

& Naslund, 2013; Mauro, Canham, Martins, & Spira, 2015). As such, the older adult population 

faces health inequalities regarding substance use and mental health treatment (American 

Counseling Association, 2011; Bartels & Naslund, 2013; World Health Organization, 2008).  A 

quantitative correlational study is needed to investigate how social determinants of health and 

substance use to cope with stress in older adults are related.  A study examining the possible 

correlation between SDOH and substance use to cope with stress in the older adult population 

could lead to the development of strategies to address social determinants in the treatment of 

substance use among millions of older adults in the United States. 

Overview of the Literature 

Human Development 

 It is well established that human development occurs in the context of environmental 

influences.  Urie Bronfenbrenner's ecological systems model suggests that human development 

is an outcome of interrelated processes between individuals and their environments.  The model 

includes four levels.   They are the microsystem, mesosystem, exosystem, and macrosystem 

(Bronfenbrenner, 1994).    

The model assumes that developmental outcomes occur through the interactions of 

environments with individuals on biological and psychological levels.   Complex interactions 

occur on all levels of environments and act upon the individual as the individual acts upon the 

environment (Bronfenbrenner, 1994; Rosa & Tudge, 2013).  As such, research conducted in 

human development must account for the interactions of environmental systems and individuals 

that influence human development (Bronfenbrenner, 1977).   

 

 



 

3 

 

Wellness 

Wellness has a long history in the field of mental health counseling (Roscoe, 2009).  The 

World Health Organization (WHO) first defined wellness as a concept beyond the absence of 

health issues (World Health Organization, 1967).  Models of wellness were first introduced 

theoretically in counseling and have emerged as evidence-based models focusing on mental, 

physical, and social wellness (Myers & Sweeney, 2008).   

Wellness is a dynamic state that occurs across the lifespan (Roscoe, 2009).  Counseling 

is rooted in wellness and integrates strengths-based approaches to human development across 

the lifespan (Myers & Sweeney, 2008).  As the average life expectancy in the United States 

increases, the older adult population is seeing an increased need for wellness counseling (Fullen, 

2016).   

Social Determinants 

Focusing on environmental structures, the World Health Organization’s (WHO) 

Commission on Social Determinants of Health (CSDH) created the Social Determinants of 

Health framework.  Health inequality is the result of social policies, economic systems, and 

political environments.  This lens diverges from a medical framework of health that excludes 

social factors in health policies, which contributes to the health inequities (World Health 

Organization, 2008). 

Social determinants of health are the environmental and structural conditions in which 

individuals exist.  Social determinants of health are categorized into five social and economic 

factors to include health and health systems, economic stability, education, social and 

community context, and neighborhood and built environments.  Examples of concepts that fall 

under the social determinants of health framework include but are not limited to poverty, access 
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to food and health resources, education, culture, neighborhood and community safety, and crime 

(Schroeder, Malone, McCabe, & Lipman, 2018; World Health Organization, 2017).   

Due to socioeconomic structures influencing environmental conditions, the social 

determinants of health focus on social and economic structures in environments.  Social 

determinants of health have yielded research into the relationship between social determinants 

and health outcomes.  Research has demonstrated a link between social determinants of health 

and health inequalities as psychosocial factors intersect with environmental factors to influence 

health outcomes (World Health Organization, 2008).   

Research supports social factors’ influence on health by associating health indicators and 

individuals' social positions.  Current research focuses on the social and structural factors that 

influence individual health (Wood, 2012).  The social determinants of health framework 

accounts for the unequal distribution of social influences.  As such, factors of ethnicity and 

racism influence an individual’s social position while social exclusion influences the 

determinants of health in disadvantaged areas across the life span (World Health Organization, 

2008).   

Intersecting social locations influence an individual’s social environment, the physical 

environment, and access to health services.  The more oppressed a person is by intersecting 

systems, the more likely their health is to suffer (Social Determinants of Health Framework Task 

Group, 2015).  For older adults, the duration of environmental and psychosocial stress 

experienced across the lifespan contributes to older age health risks (Wilkinson & Marmot 

2003).  The social determinants of health framework integrates social justice through resolving 

systematic health inequity through addressing social factors that impact health accessibility and 

the complex intersections of social determinants and health (Wood, 2012).  Integrating 
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intersectionality in health inequality research accounts for complex systems of interaction in the 

determinants of health outcomes (Gkiouleka, Huijts, Beckfield, & Bambra, 2018).     

Substance Use 

Due to the rise of life expectancy in the United States, the older adult population is 

growing (Bartels & Naslund, 2013). However, older adults are underserved, with less than 3% 

seeking mental health counseling (American Counseling Association, 2011). Substance use 

disorders represent an under researched issue among older adults.  As the older adult population 

continues to grow, there is a corresponding increase in the prevalence of substance use disorders 

among older adults in the United States.  Research indicates that untreated substance use issues 

are associated with negative health outcomes (Fullen, 2016).  

Due to increased negative health outcomes, concerns about substance use among an 

aging population in the United States have emerged in healthcare and counseling.  Older adults 

may use substances as a means to cope with stressors, leading to negative health outcomes or 

substance use disorders (Hunter & Gillen, 2006). Older adults may face an increase in stressors 

in later life due to changes associated with aging, such as changes in health, environment, and 

supportive relationships (Major, Whelton, Schimel & Sharpe, 2016).  Substance use to cope with 

stress is the use of substances to alter affective states in an attempt to cope with stressful events 

(Mauro, Canham, Martins, & Spira, 2015). Research has demonstrated that substance use is a 

complex and common mechanism to cope with undesirable affective states (Corcoran & 

Corcoran, 2001; Hunter & Gillen, 2006; Pervin, 1988).   

Purpose of the Study 

The purpose of the study is to investigate the relationships among social determinants of 

health and substance use to cope with stress in older adults.  This study examines the 

relationship between substance use to cope with stress in older adults and the social determinants 
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of health framework.  This study seeks to further the literature and understanding of the older 

adult population, the risk of substance use to cope with stress, and the social determinants of 

health.  

This quantitative study applies the social determinants of health framework to the 

behavioral and health issue of substance use to determine the extent of the relationship between 

social determinants of health and substance use to cope with stress.  The study examines the 

extent of the relationship between the social determinants of health on substance use to cope 

with stress in a community-based sample of older adults.   

Need for the Study 

Although research has demonstrated the ability of social and environmental structures to 

impact health outcomes, current substance use prevention focuses on individual behavioral 

interventions.  A majority of substance use interventions implemented in the United States focus 

on the adolescent population by targeting early skill, knowledge, and attitude changes that occur 

around adolescence or early adulthood (Spooner & Hetherington, 2005).   

Programs that focus on single risk factors for substance use assume that prevention is 

effective if specific risk factors are resolved.  Common interventions are those that increase 

knowledge regarding the dangers of substance use and increasing the resistance skills of 

individuals (Spooner & Hetherington, 2005).  These interventions are limited as they fail to 

account for complex intersections of environments and individuals across the lifespan 

(Hankivsky et al., 2017).  Complex intersections of the individual and environments across the 

lifespan influence the ability of single risk factor interventions to realize sustained efficacy 

(Spooner & Hetherington, 2005).  

Studies on environmental factors in substance use focus on individual environmental risk 

factors instead of the environmental factors that influence outcomes.  Due to social 
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determinants’ influence on health through complex intersectional structures of social 

environments, ongoing research is needed to focus on how environments shape substance use 

(Spooner & Hetherington, 2005).  There is a gap in the literature related to the social 

determinants of health and substance use in the older adult population (Spooner & Hetherington, 

2005).  A subset of the older adult population copes with stress through the use of substances, 

but the characteristics of these individuals and the association between substance-use coping and 

social determinants of health are unclear (Mauro, Canham, Martins, & Spira, 2015).  

Understanding the associations between substance-use coping and the social determinants of 

health could have implications for targeted policies that improve coping strategies in older adult 

communities (Mauro, Canham, Martins, & Spira, 2015).  

Longitudinal data is needed to identify gaps and social stratifications of health inequities 

over time.  The association between substance-use coping among older adults and social 

determinants of health remains unclear (Mauro, Canham, Martins, & Spira, 2015).  Therefore, 

Researching the social determinates of health and substance use can inform clinicians in 

developing effective treatment interventions (Braveman & Gottlieb, 2014).   

This study is needed to address the gap in the literature related to the social determinants 

of health and substance use in the older adult population (Spooner & Hetherington, 2005).  

Research incorporating the social determinants of health (SDOH) framework may assist in 

developing effective mental health counseling interventions for the increasing older adult 

population (Cross-Deney & Robinson, 2017).  With the increased understanding of substance-

use coping and social determinants of health in older adults, policies may be implemented to 

increase support and coping strategies in older adult communities (Mauro, Canham, Martins, & 

Spira, 2015). 
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Research Questions 

The study will seek to answer the following questions: 

1. Is there a relationship among the five categories of the social determinants of 

health framework and risk of substance use to cope with stress in older adults?   

2. If there is a relationship among social determinants of health and risk of 

substance use, to what extent are the five categories of social determinants of 

health predictors of risk of substance use to cope with stress in older adults?  

This quantitative study investigates the extent of relationships among social determinants 

of health and substance use to cope with stress in older adults.  This study examines substance 

use to cope with stress among older adults through the social determinants of health framework.  

The study determines the extent of the relationship among social determinants of health and the 

risk of substance use to cope with stress in older adults.    

Delimitations 

The research study only measures the relationship between social determinants of health 

and the risk of substance use to cope with stress among older adults.  This study does not 

investigate the possible mediating association between substance use to cope with stress in older 

adults and psychosocial stress.  The study does not measure the relationship of social 

determinants of health and overall mental health or physical health.  This study does not measure 

the multiple spectrums of race, ethnicity, sex, and marital status past dichotomized 

representations for analysis.  

Definition of Terms 

Substance use to cope with stress is defined as alcohol, cigarette, prescription, or other 

drug use to cope with a stressful event or day (Mauro, Canham, Martins, & Spira, 2015).  

Coping is a complex mechanism to mitigate stress that is dependent on multiple intersecting 
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factors.  Research has demonstrated that individuals use substances to cope with undesirable 

affective states.  Substance use is a common coping mechanism that may have negative effects 

(Corcoran & Corcoran, 2001; Hunter & Gillen, 2006; Pervin, 1988).   

Social determinants of health are defined as economic stability, education, health and 

health systems, social and community context, and neighborhood and built environments (Cross-

Deney & Robinson, 2017; U.S. Department of Health and Human Services, 2005).  Social 

determinants of health are categorized into five social and economic categories that encompass 

the environmental and structural conditions in which individuals exist.  Examples of concepts 

that fall under the social determinants of health framework include but are not limited to 

poverty, access to food and health resources, education, culture, neighborhood and community 

safety, and crime (Cross-Deney & Robinson, 2017; Schroeder, Malone, McCabe, & Lipman, 

2018; U.S. Department of Health and Human Services, 2005; World Health Organization, 

2017).   

Economic stability is defined as the participants’ income and years of employment.  

Income is defined as the annual sum of income sources.  Employment is defined as the total 

number of years employed. Education is defined as total years of education and obtaining a high 

school diploma.  Social and community context is defined as social support through social 

relationships, marital status, race, ethnicity, sex, and age (Cross-Deney & Robinson, 2017; 

Health and Retirement Study, 2008; U.S. Department of Health and Human Services, 2005).   

The health and healthcare category is defined as health conditions, self-rated health, and 

instrumental and activities of daily living.  Self-rated health is rated as excellent, very good, 

good, fair, and poor.  Activities of daily living (ADL) is defined as difficulties with bathing, 

eating, dressing, walking, and getting in and out of bed.  Instrumental activities of daily living 

(IADL) are using the telephone, taking medication, handling money, shopping, or preparing 
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meals.  Chronic health conditions are defined as high blood pressure, diabetes, cancer, lung 

disease, heart disease, stroke, psychiatric problems, and arthritis (Cross-Deney & Robinson, 

2017; Health and Retirement Study, 2008; U.S. Department of Health and Human Services, 

2005).   

The neighborhood and built environment category is defined as neighborhood cohesion 

and participants’ housing type.  Neighborhood cohesion is defined as how individuals perceive 

the neighborhood in which they live. Housing type is defined as either a mobile home, single-

family home, two-family home, apartment, townhouse, or other (Cross-Deney & Robinson, 

2017; Health and Retirement Study, 2008; U.S. Department of Health and Human Services, 

2005).   

Summary 

The following chapters in the dissertation proposal present a theoretical orientation for 

the study and how SDOH helps mental health counselors to understand and contribute to 

wellness across the human developmental spectrum.  Chapter 2 presents a comprehensive 

review of the literature concerning social determinants of health and substance use to cope with 

stress as established in theory and as these concepts apply to the older adult population. Chapter 

3 establishes the research questions and hypotheses as they relate to the purpose of the study.  

Chapter 3 presents the research paradigm and design.  
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CHAPTER 2- LITERATURE REVIEW 

Introduction 

The prevalence of substance use among older adults in the United States is increasing, 

yet the older adult population remains one of the most undertreated populations in mental health 

counseling (American Counseling Association, 2011; Bartels & Naslund, 2013; Mauro, 

Canham, Martins, & Spira, 2015).  Untreated substance use issues are a health risk that is 

associated with negative health outcomes among older adults (Fullen, 2016). 

With many older adults facing potential health risks, research into the social 

determinants of health has increased as health care costs also increase (Schroeder, Malone, 

McCabe, & Lipman, 2018).  Research has demonstrated a link between social determinants of 

health, health issues such as substance use and health inequities (World Health Organization, 

2008).   The characteristics of older adults that use substances to cope with stress and the 

association between substance-use coping and social determinants of health remain unclear 

(Mauro, Canham, Martins, & Spira, 2015).   

The focus of the following literature review is to define social determinants of health and 

the associations with substance use to cope with stress in older adults.  The literature review will 

discuss concepts of wellness in mental health counseling.  The literature will then cover human 

development and consideration in mental health counseling.  Next, the literature review will 

discuss intersectionality as it relates to the field of mental health counseling.  The literature 

review will then explore social determinants of health and the application to the field of mental 

health counseling.  Finally, the literature review will focus on substance use and the implications 

for older adults and mental health counseling.  The literature review will explore the application 

of social determinants and substance use to cope with stress in older adults in the counseling 

field.  



 

12 

 

Human Development 

 It is well established that human development occurs in the context of environmental 

influences.  Urie Bronfenbrenner's ecological systems model suggests that human development 

is an outcome of interrelated processes between individuals and their environments.  The model 

includes four levels.   They are the microsystem, mesosystem, exosystem, and macrosystem 

(Bronfenbrenner, 1977; Bronfenbrenner, 1994).    

The microsystem is the immediate environment in which a person occupies roles for tine 

periods.  The microsystem includes home, work, and school settings.  A mesosystem is a system 

of interrelated microsystems between which interactions occur.  Exosystems encompasses 

influential social structures that act upon or include the immediate microsystems and 

mesosystems.  Exosystems include neighborhood, government, commercial, transit, and 

communication systems.  A macrosystem is a broad system of culture that conveys meaning.  

Macrosystems include political, social, and economic systems (Bronfenbrenner, 1977; 

Bronfenbrenner, 1994).    

The model assumes that developmental outcomes occur through the interactions of 

environments with individuals on biological and psychological levels.  Complex interactions 

occur on all levels of environments and act upon the individual as the individual acts upon the 

environment (Bronfenbrenner, 1994; Rosa & Tudge, 2013).  As such, research conducted in 

human development must account for the interactions of environmental systems and individuals 

that influence human development (Bronfenbrenner, 1977; Bronfenbrenner, 1994).  As 

counselors in the United States prepare to encounter a growing older adult population, 

counselors must understand the developmental stages of older adults and what interactions and 

environments may influence older adult development to prepare appropriate treatment strategies 

(Teitelman & O'neill, 2002).  
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Developmental stages of older adults.  

As the older adult population grows in the United States, society faces an increased need 

to engage older adults in society.  As the population of older adults increases, older adult 

development theories are looked to for further insight into an aging population and how to 

engage older adults in society to promote healthy aging (Austin, Camp, Flux, McClelland, & 

Sieppert, 2005; Erikson, Erikson, & Kivnick, 1986; Truluck & Courtenay, 2002).  Life span 

theorists believe that purpose is a driving factor in the healthy aging of the older adult population 

(Erikson, Erikson, & Kivnick, 1986; Payne, Robbins, & Dougherty, 1991). 

Human development is believed by lifespan theorists to have an ideal endpoint in older 

adulthood.  An ideal endpoint in older adulthood may be considered increased wisdom and 

insight (Erikson, 1959; Staudinger & Kunzmann, 2005). This growth to an ideal endpoint is 

facilitated by ongoing challenges and new experiences in environments (Staudinger & 

Kunzmann, 2005). 

Older adult development is a continual process of responses to environmental situations 

across development. Life span theorists believe that human development occurs across eight 

stages (Truluck & Courtenay, 2002).  Although the titles of the eight stages may vary, one of the 

most widely known lifespan theorists is Erik Erikson (1950).  

Erikson. 

Erikson’s (1950) lifespan theory of human development focuses on eight dichotomous 

life stages,  or crises, through which humans must resolve sequentially.  The eight stages are 

trust versus mistrust, autonomy versus shame and doubt, initiative versus guilt, industry versus 

inferiority, identity versus role confusion, intimacy versus isolation, generativity versus 

stagnation, and integrity versus despair (Erikson, 1950; Goodcase & Love, 2017; Perry, 
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Ruggiano, Shtompel & Hassevort, 2015). For older adult development, the focus is on the last 

two stages, generativity versus stagnation, and integrity versus despair. 

The stage of generativity versus stagnation is how older adults influence generations the 

emerge after them. Although generativity may occur in middle adulthood, older adults may 

maintain generativity through the roles of grandparents and mentors.  Having a perceived 

purpose in older adulthood may promote healthy aging (Ehlman & Ligon, 2012; Erikson, 1950; 

Erikson & Erikson, 1997; Schoklitsch & Baumann, 2011). 

Lifespan theorists expanding on the generativity stage propose that generativity consists 

of four categories in which generativity can occur, biological in procreation, parental in raising 

children, technical in teaching, and cultural in passing on traditions and meaning (Ehlman & 

Ligon, 2012; Kotre, 1984; Major, Whelton, Schimel & Sharpe, 2016; McAdams, St Aubin & 

Logan, 1993; Schoklitsch & Baumann, 2011). As such, generativity can occur from adulthood to 

older adulthood. A fifth category was later added to include generativity in social and ecological 

domains in which generativity occurs in a social context.   

  Generativity may engage emotional and cognitive capacities leading to healthier aging 

(Malone et al., 2016; McAdams & St. Aubin, 1992; Schoklitsch & Baumann, 2012; ). Lack of 

engagement in older adults may lead to health and mental health issues, as stagnation leads to 

despair (Ehlman & Ligon, 2012; Erikson & Erikson, 1997; Kotre, 1984; Schoklitsch & 

Baumann, 2011). Generativity and wisdom are considered ideal endpoints in older adults, and 

healthy aging as generativity may decrease the fear of death, while wisdom may encourage 

resilience (Baltes & Baltes, 1990; Major, Whelton, Schimel & Sharpe, 2016; Schoklitsch & 

Baumann, 2011). 

The last stage of integrity versus despair is a life review process that occurs during older 

adulthood in which wisdom is achieved. Integrity in the final stage of human development may 
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allow older adults to approach changes in physical and mental health with increased wisdom.  If 

the stages are not resolved, older adults may return to previous crises as they are challenged with 

physical and mental health changes (Erikson & Erikson, 1997; Perry, Ruggiano, Shtompel & 

Hassevort, 2015).  

The resolution of the final stage is a challenge for many older adults, leading to despair 

and frustration with daily living tasks (Erikson & Erikson, 1997; Perry, Ruggiano, Shtompel & 

Hassevort, 2015). The resolution of the final stage determines how older adults approach death, 

with integrity and satisfaction or with despair and regret. Successful resolution of the final stage 

leads to the ideal endpoint of wisdom and transcendence in human development (Erikson, 1950; 

Erikson, 1959; Goodcase & Love, 2017; Ojo, 2015; Staudinger & Kunzmann, 2005).  

Wellness 

Wellness has a long history in the field of mental health counseling (Roscoe, 2009).  The 

World Health Organization first defined wellness as a concept beyond the absence of health 

issues (World Health Organization, 1967).  Models of wellness were first introduced 

theoretically in counseling and have emerged as evidence-based models focusing on mental, 

physical, and social wellness (Myers & Sweeney, 2008).  Wellness is a dynamic state that occurs 

across the lifespan (Roscoe, 2009).  Counseling is rooted in wellness and integrates strengths-

based approaches to human development across the lifespan (Myers & Sweeney, 2008).  As the 

average life expectancy in the United States increases, the older adult population is seeing an 

increased need for wellness counseling (Fullen, 2016).   

Wellness and older adults.  

As life expectancy increases in the United States, it is important to examine wellness in 

older adults and the implication for counseling practice (McMahon & Fleury, 2012).   By 

shifting the lens of wellness to older adults in the context of ongoing development, wellness in 
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older adults is relevant for counseling practice (Meyers & Sweeney, 2005; Roscoe, 2009).  Older 

adults may face increased health risks, chronic conditions, and degenerative diseases that impact 

physical and mental wellness (McMahon & Fleury, 2012; Reicherter & Greene, 2005).  

As older adults face challenges associated with aging and longer life expectancy, older 

adults with social supports can successfully cope with changes associated with aging and older 

adult life (Foster, Galjour & Spengel, 2015).  Even though research has shown that the 

prevalence of mental health issues in older adults is lower than those of younger adults, research 

suggests that these rates may increase with corresponding increases in life expectancy and 

increased comorbidities (Foster, Galjour & Spengel, 2015; Joe, Chaudhuri, Chung, Thompson & 

Demiris, 2016; National Institute of Mental Health, 2012).  Although research has reported that 

overall mental health issues in older adults are less prevalent, suicide risk among older adults 

increases after the age of 85 years old (Dixon, 2007).  These variations of wellness among older 

adults in social contexts challenge theory development in wellness to account for social contexts 

(McMahon & Fleury, 2012).   

Wellness conceptualization in older adults accounts for healthy aging, including physical 

and cognitive function, as well as social engagement (Joe, Chaudhuri, Chung, Thompson & 

Demiris, 2016).  The increase in suicide risk among older adults has been attributed to physical 

and social changes, including loss and impending death, leading to depression in older adults 

(Dixon, 2007).  As such, social capital and engagement have been found in research to mitigate 

negative health factors and improve health outcomes (Clark & McCann, 2003; Joe, Chaudhuri, 

Chung, Thompson & Demiris, 2016).   

Social Determinants of Health 

Integrating intersectionality in health inequality research accounts for complex systems 

of interaction in the determinants of health outcomes (Gkiouleka, Huijts, Beckfield, & Bambra, 
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2018).  Focusing on environmental structures, the World Health Organization’s (WHO) 

Commission on Social Determinants of Health (CSDH) created the Social Determinants of 

Health framework.  Health inequality is the result of social policies, economic systems, and 

political environments.  This lens diverges from a medical framework of health that excludes 

social factors in health policies, which contributes to the health inequities (World Health 

Organization, 2008). 

Social determinants of health are the environmental and structural conditions in which 

individuals exist.  Social determinants of health are categorized into five social and economic 

factors to include health systems, economics, education, social context, and environment.  

Examples of concepts that fall under the social determinants of health framework include but are 

not limited to poverty, access to food and health resources, education, culture, neighborhood and 

community safety, and crime (Cross-Deney & Robinson, 2017; Schroeder, Malone, McCabe, & 

Lipman, 2018; World Health Organization, 2017).   

Due to socioeconomic structures influencing environmental conditions, the social 

determinants of health focus on social and economic structures in environments.  Social 

determinants of health have yielded research into the ways social determinants influence health 

outcomes.  Research has demonstrated a link between social determinants of health and health 

inequalities as psychosocial factors intersect with environmental factors to influence health 

outcomes (World Health Organization, 2008).   

Research supports social factors’ influence on health by associating health indicators and 

individuals' social positions.  Current research focuses on the social and structural factors that 

influence individual health (Wood, 2012).  The SDOH framework accounts for the unequal 

distribution of social influences.  As such, factors of ethnicity and racism influence an 

individual’s social position while social exclusion influences the determinants of health in 
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disadvantaged areas across the life span (World Health Organization, 2008).  The social 

determinants of health framework integrates social justice through resolving systematic health 

inequity through addressing social factors that impact health accessibility and the complex 

intersections of social determinants and health (Wood, 2012).   

Environmental social and political factors that impact health function through individual 

characteristics of race, gender, and class that also interact with one another.  Health inequities 

arise from socially avoidable differences in populations and communities.  These social 

determinants that result in health inequities disproportionately impact marginalized and 

disenfranchised populations in society due to larger social issues (Wallace, 2012; Wallace, 

2014). 

Intersecting social locations influence an individual’s social environment, the physical 

environment, and access to health services.  The more oppressed a person is by intersecting 

systems, the more likely their health is to suffer (Social Determinants of Health Framework Task 

Group, 2015).  For older adults, the duration of environmental and psychosocial stress 

experienced across the lifespan contributes to older age health risks (Wilkinson & Marmot 

2003).   

Social and political environments are structures that promote discrimination through 

policies that disproportionately impact populations across the structure (Social Determinants of 

Health Framework Task Group, 2015; Wallace, 2014).  The United States Social Security is an 

example of a system that implements a set of neutral criteria based on gender; however, due to 

embedded systems of gender discrimination in the societal and environmental structures, the 

Social Security system for older adult women is inherently flawed.  The system as it is set up, 

even though it was constructed to be neutral, reinforced gender inequities in older women who 

struggle economically (Wallace, 2012; Wallace, 2014) 
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Economic stability.  

A large social issue in the United States is economic stability. As society ages and 

lifespans increase, many older adults either rely on incomes from retirement and social security 

or continued employment into older age (Ford & Orel, 2005).  Older adults with limited 

retirement funds may face opposing issues remaining in the workforce.  Some older adults may 

value working into old age while others may struggle to maintain work in older adulthood due to 

declining health (Bjursell, Nystedt, Björklund, & Sternäng, 2017). Women face greater 

challenges to economic stability due to societal structures of inequality in the workforce that 

financially impact retirement (Ford & Orel, 2005). Socioeconomic status can be an important 

factor contributing to older adult life satisfaction (Bielderman, De Greef, Krijnen & Van der 

Schans, 2015).  

Older adults may be more susceptible to economic hardships during economic market 

downturns due to many older adults living on fixed incomes. It is estimated that approximately 

half of older adult households have no retirement savings (Cagney, Browning, Iveniuk, & 

English, 2014; Ford & Orel, 2005).   Research has demonstrated that an increase in foreclosure 

rates is correlated with an increase in emergency hospital utilization.  Economic instability may 

impact older adults leading to depression, physical health degradation, and an overall decrease in 

quality of life (Cagney, Browning, Iveniuk, & English, 2014). As such, economic stability and 

education have been identified as factors contributing to the quality of life in older adults 

(Bielderman, De Greef, Krijnen & Van der Schans, 2015). 

Education.  

Education levels contribute to older adult employability and economic stability (Bjursell, 

Nystedt, Björklund, & Sternäng, 2017).  Along with economic stability, education has been 

identified as an important factor contributing to the quality of life of older adults. Lifelong 
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learning is the continued formal and informal education of adults across the lifespan.  Learning 

has been identified as a way to stimulate older adults both cognitively and intellectually  

(Bielderman, De Greef, Krijnen & Van der Schans, 2015; Leung & Liu, 2011; Yamashita, 

López, Keene, & Kinney, 2015). Transformational learning can be a way to engage adults to 

promote continued growth, increased self-efficacy, ongoing activity in society, and healthy 

aging both physically and psychologically (Bielderman, De Greef, Krijnen & Van der Schans, 

2015; Leung & Liu, 2011). 

Older adults with low educational attainment in early adulthood are less likely to pursue 

formal continuing education programs (Yamashita, López, Keene, & Kinney, 2015). 

Educational attainment in early adulthood contributes to positive cognitive function across the 

lifespan. Research has shown that educational attainment may also guard against mental health 

issues in older adulthood (Paul, Holly, & Stuart, 2014). 

Social and community context.  

Older adults with positive social relationships may demonstrate greater overall 

wellbeing. However, older adults are more likely to spend time in solitude. Increased solitude in 

older age may lead to negative affective states  (Pauly, Lay, Scott, & Hoppmann, 2018). When 

an individual is disconnected from their community or does not have good social support, it may 

put them at risk of experiencing the negative physical and psychological effects of loneliness.  

Loneliness can arise when an individual’s desires for relationships is incongruent with their 

current relationship state (Dykstra, Van Tilburg & Gierveld, 2005; Pauly, Lay, Scott, & 

Hoppmann, 2018). A lack of perceived social support and community context may have 

negative impacts on older adults (Bielderman, De Greef, Krijnen & Van der Schans, 2015; 

Cagney, Browning, Iveniuk, & English, 2014). 
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As older adults age, the likelihood of experiencing loss of relationships increases. These 

losses can increase stress for older adults and also diminish the social support available. To 

displace loss, social support can be increased through other avenues within the community to 

create new relationships so that social isolation does not become a risk to physical and 

psychological health in older adults (Dykstra, Van Tilburg & Gierveld, 2005; Nahum-Shani & 

Bamberger, 2011). 

Social support can be a coping mechanism that insulates older adults from stress 

experienced during life changes. Creating new relationships through social participation is a 

determinant of healthy aging in older adults (Levasseur et al., 2011; Nahum-Shani & 

Bamberger, 2011). Positive social relationships correlate with increased longevity, mental 

health, and health outcomes in older adulthood (Pauly, Lay, Scott, & Hoppmann, 2018). Older 

adults that are more engaged in their community and have positive relationships demonstrate 

better health outcomes.  Therefore, social relationships shape older adults’ health (Levasseur et 

al., 2011; Nahum-Shani & Bamberger, 2011; Pauly, Lay, Scott, & Hoppmann, 2018).   

Health and healthcare.  

Health issues can create barriers for individuals attempting to achieve life goals. Poor 

health is correlated with low achievement through an inability for individuals to participate in 

activities and engage in relationships.  Health issues can lead to increased stress that negatively 

impacts an individual’s quality of life (Jason, 2014).  Older adults are a population that is at 

increased risk of experiencing health issues as they age (Cline, 2015). 

Older adults in the United States represent a diverse group of individuals that utilize 

health care services for multiple chronic conditions and treatments to include prescription 

medications (Cline, 2015). Chronic conditions account for a majority of healthcare costs and 

hospitalizations in the United States, with older adults experiencing an increase of chronic 
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conditions as they age (Charness, 2014). As older adults age, they may face decreased energy, 

sleep issues, and challenges related to health outcomes. Older adults have higher risks of age-

related health issues and diseases (Bielderman, De Greef, Krinjen & Van der Schans, 2015; 

Nahum-Shani & Bamberger, 2011; Whitson, et al., 2015).   Retaining higher levels of physical 

function in older adulthood has been associated with an increased quality of life for older adults 

(Bielderman, De Greef, Krinjen & Van der Schans, 2015; Nahum-Shani & Bamberger, 2011).   

As adults age, they may experience declines in physical health and cognitive abilities  

(Bielderman, De Greef, Krinjen & Van der Schans, 2015; Nahum-Shani & Bamberger, 2011; 

Whitson, et al., 2015). Cognitive declines in older adulthood can impact older adults’ abilities to 

complete activities of daily living (ADL) such as grooming, bathing and feeding, and 

instrumental activities of daily living (IADL) that include managing household finances and 

chores. This change in the independence of daily living can increase the stress and mental health 

issues experienced by older adults (Mograbi, Faria, Fichman, Paradela, & Lourenço, 2014). 

Mental health and substance use are also prevalent health concerns among the older adult 

population that incur healthcare costs (Canady, 2018). Substance use can pose an increased risk 

for older adults due to health-related sensitivities to substances, including prescription use. 

Prescription medications may interact with other substances causing increased impairment and 

fall risk for older adults (Ahangari, Stewart Williams, & Myléus, 2016).  

Older adults are at risk for mental health issues that contribute to ongoing health issues 

as well as hospital utilization (Canady, 2018). Depression in older adulthood has been linked to 

increased disability and morbidity in older adults.  However, persisting stigma related to mental 

health among older adults contributes to underreported health issues and underutilized services 

(Lee & Dugan, 2015).  
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When older adults experience higher levels of substance use and mental health issues 

along with a loss of independence due to related health and cognitive concerns, there is an 

impact on both the individual and society. Healthcare costs increase as older adults are 

undertreated for mental health and substance use issues, but utilize hospitals more frequently. 

Decreases in the quality of life for older adults becomes a community issue.  Communities must 

build healthcare systems and societal structures that promote healthy aging among older adults 

(Whitson, et al., 2015). 

Neighborhood and built environment.  

Older adults spend more time in their communities and neighborhoods due to varying 

factors of age that may limit mobility.  A neighborhood is a geographic location in which 

individuals live, interact and contribute to social structure (Rehkopf et al., 2006; Schieman, 

2009; Shen et al., 2017; Wallace 2014). Neighborhoods are distributed by income, making lower 

socioeconomic neighborhoods at increased risk for lack of access to resources (Rehkopf et al., 

2006; Wallace 2014).  For older adults living in low socioeconomic communities, their mortality 

risk increases, making them more vulnerable (Rehkopf et al., 2006; Wallace 2014).   

Neighborhood cohesion is the degree in which the individuals in a neighborhood are 

connected and includes the stability of a neighborhood’s population. Neighborhood cohesion 

may include common values, trust, and support.  Neighborhood cohesion is associated with 

increased health outcomes as it may increase trust and activity within the community (Schieman, 

2009; Shen et al., 2017).  

Neighborhood context has been studied in the field of mental health counseling and has 

been found to impact individuals living within the environment.  Stressors within a 

neighborhood environment may place older adults at an increased risk of mental health issues.  

Neighborhoods can also be intertwined with affluence as most neighborhoods are geographically 
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located in socioeconomic groups  (Cain, Wallace, & Ponce, 2018; Schieman, 2009; Winters et 

al., 2015). 

Neighborhood contexts impact the mental and physical health of older adults.  Older 

adults are more dependent on their neighborhoods, which can impact numerous health outcomes.  

Research has found that older adults' physical, mental, and social functioning are impacted by 

neighborhood contexts (Cain, Wallace, & Ponce, 2018; Levasseur et al., 2011). 

 Older adults located in safe neighborhoods that support community and social 

engagement demonstrated improved physical and mental health (Bromell & Cagney, 2013; 

Cain, Wallace, & Ponce, 2018). Subsequently, older adults located in a neighborhood that is 

perceived to lack cohesion may create challenges and barriers to social engagement, resource 

attainment, and physical wellbeing.  Older adults’ proximity to resources and services, as well as 

neighborhood stability, is a supportive factor in health outcomes (Cramm, Van Dijk & Nieboer, 

2012; Levasseur et al., 2011; Schieman, 2009).  

Community development aims to influence the capacity of people to contribute to their 

community among marginalized populations, yet has not focused on older adults in their 

communities. Older adults can contribute to their communities despite ageist stereotypes that 

may exist in society. The active involvement of older adults in their communities may increase 

self-efficacy and social engagement, creating a mutually beneficial relationship between older 

adults and their communities (Austin, Camp, Flux, McClelland & Sieppert, 2005; Levasseur et 

al., 2011).  

Social determinants and older adults.   

Social determinants of health is an emerging field in the study of health and the potential 

contributors to health issues and health inequities across populations.  Older adults are often an 

understudied population across multiple domains of theory and research. As the older adult 
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population continues to grow in the United States, it is important to consider the impact of social 

determinants on the health of older adults. While there is limited research on social determinants 

of health and older adults, most of the research appears to be focused on specific social 

determinants. There is a need for research that examines all domains of social determinants of 

health and older adults (American Counseling Association, 2011; Bartels & Naslund, 2013; 

Mauro, Canham, Martins, & Spira, 2015; Spooner & Hetherington, 2005).   

Substance Use 

Substance use has been identified as a top health problem and priority.  Substance use in 

the United States costs billions of dollars a year in healthcare expenses and environmental 

impacts (Hall & Queener, 2007). Substance use disorders have undergone several revisions to its 

concepts and definitions.  Substance use disorders were once classified as drug addiction, 

habituation, and dependence undergoing iterations to redefine and reclassify substance use. The 

current working definition of substance use stems the Diagnostic and Statistical Manual 5 

(DSM-5) including criteria for physiological, behavioral, cognitive and consequences to be 

diagnosed with a substance use disorder (American Psychiatric Association, 2013a; American 

Psychiatric Association, 2013b; Rehm, et al., 2013). The new definition of substance use 

disorders does not rely on disease language as defining disease can vary across time and 

environmental factors (Rehm, et al., 2013). 

It can be difficult for researchers to distinguish between heavy use and addiction as 

routine tolerance and withdrawal could historically be mistaken for old definitions of 

dependence and addiction.  Therefore, substance use disorder is the most accurate definition at 

this time.  Substance use has both short term and long-term effects on neurotransmission and the 

brain. Researchers have demonstrated that first occurrence substance use, as well as chronic 

substance use, can impact neurotransmission and change serotonin and dopamine levels in the 
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brain.  These chemical changes in the brain act on the reward pathways that have been identified 

in self-medication theory (Newlin & Strubler, 2007; Render, et al., 2019; Rehm, et al., 2013). 

The self-medication theory of substance use focused on comorbid mental health 

disorders and substance use. This theory proposes that substance use is a coping mechanism for 

strong affective states. In this theory, individuals use substances to change their affective states 

through self-medication (Hall & Queener, 2007; Khantzian 1974, 1977, 1999).  

Research on adolescent and young adult substance use behavior found potential links 

between values and health behaviors.  Although multiple studies support correlations between 

value systems and youth substance use behaviors, research has not been able to adequately 

demonstrate strong connections in values and use among substances (Young & West, 2010). 

Substance use has negative effects on adult health and wellbeing.  Adults experiencing substance 

use may also experience relational, employment, educational, and mental health issues. Risk 

factors for substance use in adults may include familial, social, and environmental factors. 

Adults that used substances before adulthood have an increased risk of developing a substance 

use disorder (Brook, et al., 2013; Rehm, et al., 2013). Substance use in adults may also pose 

increased health risk factors (Hall & Queener, 2007).  

Substance use and health.  

Substance use in the United States has economic impacts on the healthcare system. 

Substance use can lead to health complications.  Due to the health impacts that substance use 

may have on adults, it is important to explore the correlation of substance use and health (Hall & 

Queener, 2007; Kay, Taylor, Barthwell, Wichelecki, & Leopold, 2010). 

Poor health has been linked to substance use. The stress experienced by health issues can 

be removed through substance use to cope with the condition. As such, substance use is a way to 

self-medicate to cope with health issues that may be causing stress (Jason, 2014; Stogner and 
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Gibson 2010, 2011). Research has also demonstrated that health issues may increase the risk of 

substance use through increased psychological distress (Jason, 2014).  

The internalized stigma associated with health issues can also lead to increased mental 

health and subsequent substance use to cope with psychological distress and poor health. These 

issues may also lead to an increased risk of prescription drug misuse that is intended to treat 

negative affective and physical symptoms. As individuals seek treatment for presenting 

symptoms, medical providers may encounter individuals who may utilize prescription 

medications to cope with health issues (Jason, 2014; Stogner and Gibson 2010, 2011). 

Medical professionals are often the first line of contact for individuals who use 

substances. This initial contact can be due to individuals when seeking treatment for other 

related medical issues.  Medical professionals may screen individuals to determine if substance 

use may be contributing to their presenting health problems. Correctly identifying substance use 

related health issues may help to reduce cost and increase treatment efficacy (Kay, Taylor, 

Barthwell, Wichelecki, & Leopold, 2010). 

Alcohol use and health.  

Alcohol use can lead to health risks and increased utilization of health services (Cherpitel 

& Ye, 2015; Kay, Taylor, Barthwell, Wichelecki, & Leopold, 2010; Shah, Paulson, & Nguyen, 

2018) Alcohol use can lead to liver disease ranging from fatty liver, hepatitis, and cirrhosis. Any 

alcohol consumption increases the risk of developing liver disease and other health related issues 

(Kay, Taylor, Barthwell, Wichelecki, & Leopold, 2010). 

While some alcohol consumption may reduce the risk of cardiovascular disease, higher 

levels of alcohol consumption can be attributed to an increased risk for cardiovascular disease 

(Cherpiel & Ye, 2015; Kay, Taylor, Barthwell, Wichelecki, & Leopold, 2010). Coronary heart 
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disease, hypertension, and stroke are common risks associated with higher levels of alcohol 

consumption (Kay, Taylor, Barthwell, Wichelecki, & Leopold, 2010). 

Older adults may be at increased risk of health impacts from alcohol use due to 

physiological changes that occur during aging (Cherpitel & Ye, 2015).  Alcohol use can disrupt 

the endocrine system and increase levels of cortisol in individuals. Elevated cortisol can result in 

an increased risk of hypertension, metabolic issues, and immune system issues. Alcohol use may 

also negatively impact the hypothyroid, pituitary, and adrenal glands (Kay, Taylor, Barthwell, 

Wichelecki, & Leopold, 2010). 

Obesity is another health risk associated with alcohol use. Obesity can increase the risk 

of other health issues such as hypertension, heart disease, diabetes, and cancer. Increased alcohol 

use is correlated to increased weight and nutrition issues, with increased weight gain in the 

abdominal region increasing the risk for diabetes and other health issues (Kay, Taylor, 

Barthwell, Wichelecki, & Leopold, 2010). 

Tobacco use and health.  

Tobacco use is a leading cause of death in the United States. Tobacco use has been 

linked to an increased risk of major health issues, including lung cancer, cardiovascular disease, 

pulmonary disease, and multiple other forms of cancer. Chronic obstructive pulmonary disease 

(COPD) is a preeminent cause of death, along with lung cancer, in which tobacco use is strongly 

associated (Kay, Taylor, Barthwell, Wichelecki, & Leopold, 2010; Mainali, Pant, Rodriguez, 

Deshmukh, & Mehta, 2015). 

  Tobacco use poses severe health risks across all ages and increases healthcare costs. 

Tobacco use increases the risk of heart disease, heart attacks, and various cancers (Mainali, Pant, 

Rodriguez, Deshmukh, & Mehta, 2015). Older adults who use tobacco may be at increased risk 
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for multiple health issues that are compounded by aging (Kay, Taylor, Barthwell, Wichelecki, & 

Leopold, 2010). 

Other substance use and health.  

Prescription drug use has increased in the United States through both prescribed and 

unprescribed means. Benzodiazepines are often prescribed to treat anxiety disorders and sleep 

issues and can pose health risks for seniors that include psychomotor impairment and cognitive 

issues, including the risk of dementia (Maust, Kales, Wiechers, Blow, & Olfson, 2016).  Opioid 

drugs are often prescribed to treat pain associated with health issues (Daoust et al. , 2018). 

Opioid prescriptions and opioid use have been increasing in the United States, with older adults 

at an increased risk for opioid use due to multiple health needs. Older adults are commonly 

prescribed opioids to treat pain associated with aging and health issues (Daoust et al., 2018; Kay, 

Taylor, Barthwell, Wichelecki, & Leopold, 2010). 

Illicit opioid use, such as heroin and synthetic opioids, is also on the rise as prescription 

policies may decrease access to prescription opioids. Opioid use may lead to an increased risk of 

cardiac issues, depressed heart rate, muscle damage, arrhythmia, cancer, immune system issues, 

and neurological issues.  Individuals using opioids may have increased risks of respiratory 

depression, potentially resulting in death (Kay, Taylor, Barthwell, Wichelecki, & Leopold, 

2010). Risk of death increases when opioids are combined with other substances, which may 

impact older adults that have multiple health issues requiring multiple medications (Daoust et 

al., 2018; Kay, Taylor, Barthwell, Wichelecki, & Leopold, 2010).  

Stimulant use in the United States can be attributed to prescription medications and illicit 

drugs. Prolonged stimulant use can result in an increased risk of health issues and mortality. 

Stimulant use can lead to an increased risk of heart issues due to stress placed on the heart and 

tissue damage. Stimulant use may also result in neurological issues, immune system 
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suppression, lung cancer, and increased psychological issues (Kay, Taylor, Barthwell, 

Wichelecki, & Leopold, 2010). 

Substance use and older adults.  

Due to the rise of life expectancy in the United States, the older adult population is 

growing (Bartels & Naslund, 2013).  However, older adults remain underserved in mental health 

counseling (American Counseling Association, 2011).  Included in mental health counseling are 

substance use issues.  Substance use is defined as consuming alcohol, tobacco, prescription, or 

other substances that alter affective states (Mauro, Canham, Martins, & Spira, 2015).   Untreated 

substance use issues are associated with negative health outcomes (Fullen, 2016).  Subsequently, 

those with untreated substance use were found to have increased healthcare costs (Malliarakis & 

Lucey, 2007). 

As the older adult population continues to increase, substance use among older adults 

may become a public health issue.  The older adult population represents a growing at-risk 

population for substance use issues that contribute to social and health problems (Rosen, et al., 

2013; Mowbray & Quinn, 2016).   Research has associated substance use with increased risks 

for health issues, inpatient admissions, and death among older adults (Bartels, Pepin, & Gill, 

2014; Han, Gfroerer, Colliver & Penne, 2009).    

Furthermore, the rates of substance use among older adults, as well as polysubstance use, 

are increasing (Millar, Starks, Gurung, & Parsons, 2017).  Older adults with health issues may 

require multiple medications that may pose an increased risk of substance use (Millar, Starks, 

Gurung, & Parsons, 2017).  Illicit use among older adults is also increasing with older adults 

using psychoactive medications, alcohol, and prescription medications (Mowbray & Quinn, 

2016). 
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Substance use has also been linked to medication non-adherence, which can lead to both 

mental health and physical health issues (Millar, Starks, Gurung, & Parsons, 2017).   

Subsequently, social and health issues lead to an increased risk of substance use among older 

adults, perpetuating a potentially harmful cycle (Bartels, Pepin, & Gill, 2014; Han, Gfroerer, 

Colliver & Penne, 2009).  The increasing prevalence of substance use and lifespans among older 

adults may result in an increased need for mental health counselors to treat this population 

(Mowbray & Quinn, 2016). 

Despite an increased need for substance use treatment, older adults experience barriers to 

utilizing treatment services (Mowbray & Quinn, 2016). Substance use among older adults is 

understudied and undertreated, with limited treatment programs focusing on the older adult 

population (Bartels, 2006; Han, Gfroerer, Colliver & Penne, 2009).  Treatment efficacy and 

evidence-based practices for substance use treatment with older adults in mental health 

counseling are limited (Bartels, 2006; Mowbray & Quinn, 2016).  Moreover, older adults are 

less likely to seek mental health counseling for substance use (Bartels, 2006; Han, Gfroerer, 

Colliver & Penne, 2009). 

Stress and older adults. 

As the older adult population increases, mental health counselors must consider ow 

quality treatment can emerge.  Substance use has multiple implications for older adults’ health, 

including mental health (Hunter & Gillen, 2006). Research has identified stress as one causal 

factor of substance use in older adults, while subsequently, substance use can serve as a coping 

mechanism for stress among older adults (Hunter & Gillen, 2006; Pearlin, 1989). 

Stress theory identified social roles that impact life events and changes result in chronic 

stressors.  Stressors occur in the environment in which a person is socially located (Hunter & 

Gillen, 2006; Pearlin, 1989).  Many stressors intersect with each other, making it difficult to 
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identify the exact causes of stress.  Stress becomes a complicated issue of intersecting variations 

of stress across environments and social roles.  Older adults experience an increase in both the 

severity and number of stressors experienced (Hunter & Gillen, 2006; Pearlin, 1983; Pearlin, 

Lieberman, Menaghan, & Mullan, 1981). 

Substance-use to cope with stress and older adults.  

Concerns about substance use among an aging population in the United States have 

emerged in healthcare and counseling  (Hunter & Gillen, 2006).  Substance use to cope with 

stress may be defined as alcohol, cigarette, prescription, or other drug use to cope with a 

stressful event or day (Mauro, Canham, Martins, & Spira, 2015).  Coping is a complex 

mechanism to mitigate stress that is dependent on multiple intersecting factors.  Research has 

demonstrated that individuals use substances to cope with undesirable affective states.  

Substance use is a common coping mechanism that may have negative effects (Corcoran & 

Corcoran, 2001; Hunter & Gillen, 2006; Pervin, 1988).   

Older adults face many stressors in later life, such as loss and death. There may be a 

decrease in the successful implementation of previous coping mechanisms due to life changes 

and loss. New coping behaviors may be utilized to adjust to later life changes (Major, Whelton, 

Schimel & Sharpe, 2016).  Research has demonstrated that the types of coping mechanisms used 

by older adults may be based on environment and social roles (Corcoran & Corcoran, 2001; 

Hunter & Gillen, 2006; Pervin, 1988).   

Substance use in older adults with late-onset substance use issues is related to mental 

health, and changes in lifestyle and peer groups.  Older adults may experience loss of peers and 

increased loneliness in older age.  Older adults experiencing a change in lifestyle due to age, 

health, and social factors may also experience boredom (Hunter & Gillen, 2006; Schonfeld & 

Dupree, 1991) 
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Research has shown that older adults are also at risk for substance use due to health-

related concerns.  As adults age into older adulthood, there may be an increase in medical 

conditions.  This increase in medical conditions can lead to an increased risk of substance use 

among older adults to cope with medical conditions (Brennan, Schutte, SooHoo, & Moos, 2011; 

Moos, Brennan, Schutte, & Moos, 2005).  As health-related issues increase in later life, 

substance consumption may decline as these health issues continue to increase.  However, 

substance use issues were shown to increase as health issues increased (Brennan, Schutte, 

SooHoo, & Moos, 2011; Moos, Brennan, Schutte, & Moos, 2005).   

Pain issues may also increase in older adults resulting in increased risk for substance use.  

Older adults using pain medications may be at increased risk for substance use issues.  Older 

adults with cognitive issues may be at an increased risk of accidental overdose when 

administering their pain medications, either due to cognitive limitations, knowledge gaps 

regarding the maximum daily dosage of medications or increasing use as needed to manage pain 

(Bruckenthal, Reid, & Reisner, 2009).  

Gaps in substance use and older adults.  

Research is increasingly incorporating environmental influences on substance use risk 

(Bowen & Walton, 2015).  Social environments are a large factor in substance use issues 

(Malliarakis & Lucey, 2007).  Researchers are focusing on cultural, environmental, and social 

policy impacts on substance use (Galea, Nandi, & Vlahov, 2004).  However, substance use 

research lacks a focus on the older adult population (Bowen & Walton, 2015).   

Effective interventions in treatment settings for substance use among older adults 

is an emerging field.  Many older adults that receive substance use treatment receive 

interventions through primary care and health clinics. Research has also focused on diagnosable 
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substance use disorders among the older adult population (Bartels, Pepin, & Gill, 2014; 

Mowbray & Quinn, 2016).   

Research focusing on substance use disorders fails to account for older adults that may 

use substances to cope with stress and does not rise to the level of a diagnosable disorder.  What 

social determinants of health may be a predictor of risk in older adults who use substances to 

cope with stress is unclear (Bartels, Pepin, & Gill, 2014; Hunter & Gillen, 2006; Mowbray & 

Quinn, 2016).   Previous research has failed to account for substance use that may still be 

hazardous to both physical and mental health but does not warrant a substance use diagnosis 

(Bartels, Pepin, & Gill, 2014; Mowbray & Quinn, 2016).    

This lack of research accounting for undiagnosable and low severity substance use may 

place older adults at some risk for increased health-related issues due to substance use.  It may 

be beneficial for mental health counselors to examine substance use at all levels to inform 

proactive prevention services for older adults.  Prevention services may alleviate the risk of 

ongoing health and social issues (Bartels, Pepin, & Gill, 2014; Mowbray & Quinn, 2016).   

Millions of older adults have a mental health or substance use disorder that, without 

treatment, may result in negative outcomes surrounding health and quality of life (Bartels, Pepin, 

& Gill, 2014).  To deliver effective treatment services, there is a need for trained mental health 

counselors with experience and training serving older adults.  Additional training is needed to 

ensure that mental health counselors can provide specialized treatment and services to address 

the needs of older adults (Bartels, Pepin, & Gill, 2014).   

Summary 

Although growing, the older adult population remains one of the most undertreated 

populations in mental health counseling (American Counseling Association, 2011; Bartels & 

Naslund, 2013; Mauro, Canham, Martins, & Spira, 2015).  With older adult population growth 
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in the United States, this population is at an increased risk of substance use issues and social and 

health problems (Mauro, Canham, Martins, & Spira, 2015).  

With many older adults facing potential health risks, research into the social 

determinants of health has increased as health care costs also increase (Schroeder, Malone, 

McCabe, & Lipman, 2018).  Untreated substance use issues are a health risk that is associated 

with negative health outcomes among older adults (Fullen, 2016).  Research has demonstrated a 

link between social determinants of health, health issues such as substance use and health 

inequities (World Health Organization, 2008).    

Although research has shown that social issues and substance use are interrelated, the 

association between substance-use coping and social determinants of health among older adults 

remains unclear (Mauro, Canham, Martins, & Spira, 2015).  There is a gap in the literature 

related to the social determinants of health and substance use in the older adult population as 

well as evidence-based practices in mental health counseling as it relates to the older adult 

population (Spooner & Hetherington, 2005).   

It is important for mental health counselors to consider the impact of social determinants 

on the health of older adults. Limited research on the social determinants of health and older 

adults primarily focuses on individual social determinants. There is a need for research that 

examines all domains of social determinants of health and older adults to better inform practice 

and policies in the field of mental health (American Counseling Association, 2011; Bartels & 

Naslund, 2013; Mauro, Canham, Martins, & Spira, 2015; Spooner & Hetherington, 2005).   
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CHAPTER 3- METHOD 

Introduction 

The older adult population remains one of the most undertreated populations in mental 

health counseling despite rapid population growth (American Counseling Association, 2011; 

Bartels & Naslund, 2013; Mauro, Canham, Martins, & Spira, 2015).  The older adult population 

is at an increased risk of substance use issues and social and health problems (Mauro, Canham, 

Martins, & Spira, 2015). Untreated substance use issues are a health risk that is associated with 

negative health outcomes among older adults (Fullen, 2016).  Increasing research into social 

determinants of health has demonstrated a link between social determinants of health, health 

issues such as substance use and health inequities (Schroeder, Malone, McCabe, & Lipman, 

2018; World Health Organization, 2008).   

Although research has shown that social issues and substance use are interrelated, the 

association between substance-use coping and social determinants of health among older adults 

remains unclear (Mauro, Canham, Martins, & Spira, 2015).  There is a gap in the literature 

related to the social determinants of health and substance use in older adult populations (Spooner 

& Hetherington, 2005).  This quantitative study examined substance use through the social 

determinants of health framework.  The study sought to bridge gaps in research by examining 

the social determinants of health and substance use to cope with stress in older adults.  The study 

was used to determine if there is a relationship between the social determinants of health and the 

risk of substance use to cope with stress in older adults.    

Research Questions and Hypotheses 

This quantitative study applied the social determinants framework to substance use to 

determine how social determinants may influence substance use. The research examined the 

association between substance use to cope with stress and social determinants of health utilizing 
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the 2008 Health and Retirement Study (HRS) that was made available in 2014 for secondary 

analysis (National Institute on Aging, 2007).  The purpose of the study was to investigate the 

relationships among social determinants of health and substance use to cope with stress in older 

adults.  This study aimed to bridge the gap in the literature by examining the social determinants 

of health and substance use to cope with stress among older adults.  

The study sought to answer the following questions: 

1. Is there a relationship among the five categories of the social determinants of 

health framework and risk of substance use to cope with stress in older adults?   

2. If there is a relationship among social determinants of health and risk of 

substance use, which of the five categories of social determinants of health are 

predictors of risk of substance use to cope with stress in older adults?  

The following hypotheses were tested: 

1. The social determinants of health categories of neighborhood and built 

environment, social and community context, health and health systems, economic 

stability, and education will negatively predict risk of substance use to cope with 

stress in older adults.   

2. The predictor variables of neighborhood and built environment, social and 

community context, health and health systems, economic stability, and education 

will significantly and uniquely predict variance in the criterion variable of 

substance use to cope with stress in older adults.  

3. The overall model of the regression will be significant, and the amount of 

variance explained by the model will be statistically significant.  
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Participants 

This study utilized data from the 2008 longitudinal Health and Retirement Study (HRS) 

that was made available in 2014 for secondary analysis (National Institute on Aging, 2007).  The 

data collection for the 2008 data was completed from February 2008 through February 2009 

with older adults ranging from 50-101 years old.  The HRS sample was comprised of five sub-

samples consisting of people who were born 1931 through 1941 and were U. S. residents in 

1992, people who were born in 1923 or earlier and were U. S. residents in 1992 and at the time 

of data collection, people who were born in 1942 through 1947 and were U. S. residents in 1992 

and at the time of data collection without partners that were born before 1924 or between 1931 

and 1941, people who were born in 1924 through 1930 and were U. S. residents in 1998 without 

partners that were born before 1924 or between 1931 and 1947, and people who were born in 

1948 through 1953 and were U. S.  residents in 2004 without partners that were born before 

1948 (Health and Retirement Study, 2008).  

Power analysis based on a multiple regression model for 80% power recommended a 

total sample size of 114 participants. Out of approximately 16,000 participants of the 2008 

Health and Retirement Study, 1,452 participants completed the randomly assigned coping 

strategies module. Participants who completed the coping strategies module reported their 

frequency of alcohol, cigarette, prescription, or other drug use to cope with stress (Health and 

Retirement Study, 2008).  

Measures 

The 2008 Health and Retirement Study’s Coping Strategies Module asked participants to 

report their substance-use coping.  The module prompted participants with the statement, 

“Because of all the demands of work, home, family or friends, we all feel stressed at times.  The 

following questions ask about things you are most likely to do after having what you think is a 
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stressful event or day” (Health and Retirement Study, 2008).  To assess substance use to cope 

with stress, the module asked, “How often do you use [alcohol/cigarettes/prescription or other 

drugs] to help make it easier to bear?  Would you say very often, fairly often, not too often, 

hardly ever or never?” (Health and Retirement Study, 2008).  

Substance Use to Cope with Stress 

Substance-use to cope with stress was defined as alcohol, tobacco, prescription, or other 

drug use to cope with a stressful event or day. The scale was coded, ranging from 1-5 with a 

score of 1 reflecting never and a score of 5 reflecting very often. A full-scale score was obtained 

by the sum of answers for substance use.  Substance use to cope with stress was measured by the 

responses to the 2008 Coping Strategies Module’s substance-use questions from the 2008 Health 

and Retirement Study (HRS). A full-scale score was obtained by the sum of answers for 

substance use and supported by extant literature on measures for full-scale scores resulting in 

scales with continuous data (Johnson & Creech, 1983; Norman, 2010; Sullivan & Artino, 2013; 

Zumbo & Zimmerman, 1993). 

Social Determinants of Health 

Social determinants of health (SDOH) are defined as five categories, including economic 

stability, education, health and health systems, social and community context, and neighborhood 

and built environments. The SDOH categories were measured to determine if there was a 

categorical predictor of risk for substance use to cope with stress in older adults. Each SDOH 

category was measured individually as defined to measure the extent of the relationship between 

SDOH and substance use to cope with stress.   

Neighborhood and Built Environment 

Neighborhood and built environment was measured using three components, 

neighborhood social cohesion, neighborhood physical cohesion, and living arrangement.  
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Neighborhood social cohesion was a four-question subjective measurement asking how 

participants perceive their neighborhood.  The neighborhood in which participants live was 

defined as the area within 1 mile or a 20-min walk from their home.  The participants rated their 

responses from 1 to 7. The Neighborhood Social Cohesion scale has been shown to have alpha 

reliability of .82 (Clarke et al. 2008; Cross-Deney & Robinson, 2017). 

Neighborhood social cohesion was measured by a total average of items with possible 

scores ranging from 1 to 7, with a score of 7 reflecting the highest rated neighborhood cohesion. 

Neighborhood physical cohesion was measured by reverse coding the neighborhood physical 

disorder scale and measured by a total average of items with possible scores ranging from 1 to 7, 

with a score of 7 reflecting the highest rated neighborhood physical cohesion.  Reverse coding 

was supported by reported response scoring to obtain a scale of cohesion versus disorder as the 

original scoring was based on cohesion and had to be reverse coded to obtain a disorder index  

(Smith, Ryan, & Sonnega, 2019). Living arrangement was measured based on responses to the 

living arrangement question indicating either living with a partner, not living with a partner, 

roommate, living with a relative, and unmarried living alone.   

Social and Community Context 

Social and community context was measured using marital status, race, ethnicity, age, 

perception of aging, sex, and social support.  Positive social support was measured by seven 

questions to assess positive social relationships.  Participants were asked to rate each question as 

a lot, some, a little, and not at all. There were four relationship categories of spouse, children, 

friends, and other family. All items were reverse coded to create an index of positive social 

support for each relationship category by averaging the scores for a full-scale score (Smith, 

Ryan, & Sonnega, 2019).  Alpha reliability for the positive index is .81 to .84 (Clarke et al. 

2008; Cross-Deney & Robinson, 2017).  
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Social support was measured by a total average of items with possible scores ranging 

from 1 to 4, with a score of 4 reflecting the highest rated social support. Sex was measured 

dichotomously as male or female coded as 1 indicating male and 2 indicating female. Age was 

measured as the respondent's age at the time of participants.  Perceptions of aging was measured 

by respondents’ positive and negative evaluation of aging. A unidimensional scale was created 

by averaging the scores across all eight items and is supported by the scoring of the tool (Smith, 

Ryan, & Sonnega, 2019).  Race and ethnicity was measured as coded on the respondent 

questionnaire as white, black, and other with 1 indicating white, 2 indicating black, and 3 

indicating other and hispanic.  Marital status was measured as coded on the questionnaire as 

married, separated/divorced, widowed, and never married with 1 indicating married, 2 indicating 

separated/divorced, 3 indicating widowed, and 4 indicating never married.  

Health and Health Systems 

Health and health systems was measured using self-rated health, health satisfaction, 

chronic health conditions, Activities of Daily Living (ADL), and Instrumental Activities of 

Daily Living (IADL). Self-rated health was self-reported from 1 to 5 and reverse coded with the 

highest score of 5 representing the highest self-rated health.   IADLs and ADLs were measured 

using sums of 10 dichotomous yes or no items reflecting daily living activities with a total score 

range of 0-10 with 10 reflecting no difficulty and 0 reflecting the highest difficulty completing 

ADLs and IADLs.   

Chronic health was measured using the sum of eight chronic health conditions with 

possible scores ranging from 0 to 8, with a score of 0 indicating the highest occurrence of 

chronic health conditions. Health satisfaction was measured by reverse coding responses to the 

health satisfaction question in which respondents are asked to rate their health from completely 

satisfied to not at all satisfied on a scale of 1 through 5 (Smith, Ryan, & Sonnega, 2019). 
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Education   

The SDOH category of education was measured by utilizing years of education and 

highest degree. Years of education was measured from 0-17 with 0 reflecting no formal 

education and 17 reflecting graduate education. Highest degree was measured as no degree, 

GED, high school diploma, two-year college, four-year college, master’s degree, and 

professional degree.  

Economic Stability 

Economic stability was measured by utilizing income and employment status. Income 

was measured by the sum of income received annually. Employment was measured as 

employment status with respondents indicating employed, unemployed, disabled, retired and 

other 

Procedure 

Data was obtained from the 2008 Health and Retirement Study (HRS) conducted by the 

University of Michigan and sponsored by the National Institute on Aging (grant 

U01AG009740).  Health and Retirement Study data is free to researchers on the HRS web site 

by registering for access to the data.  A username and password was issued after registration was 

approved.  Using the approved online account and log in, data files were downloaded.  

Researchers that access data agree not to identify respondents or transfer data, not share 

usernames and passwords, and to include specified citations for any research completed based 

on HRS data. The HRS would be notified of any publications, errors, or changes in contact 

information by the researcher.  

Data analysis plan.   

A secondary analysis of the Health and Retirement Study data was used to conduct a 

multiple regression analysis using the five categories of the social determinants of health 
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framework to predict risk factors for substance use to cope with stress in older adults.  The 

variables in the regression analysis were grouped according to the social determinants of health 

categories.  Multiple linear regression assessed the relationship among variables. The F-test 

assessed if the SDOH collectively predicted the substance use to cope with stress in older 

adults.  The multiple correlation coefficient R-squared was used to determine if the variance in 

substance use to cope with stress was accounted for by the SDOH.  The t-test was used to 

determine the significance of each of the coefficients to determine the extent of prediction for 

each SDOH category, and semi-partial correlations were reported to determine the unique effect 

of each predictor. Power analysis for a multiple regression was conducted using G-Power to 

determine a sufficient sample size.  Based on a power of 0.80, an alpha of 0.05, and a medium 

effect size (f² = 0.15), the recommended sample size was n = 114 (Faul et al., 2008).  SPSS 

software was used for data analysis.  
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CHAPTER 4- RESULTS 

 

Introduction 

 

This quantitative study examined the association between substance use to cope with 

stress and social determinants of health by applying the social determinants of health framework 

to substance use in older adults. This study used the 2008 Health and Retirement Study (HRS) 

that was made available in 2014 for secondary analysis to investigate the relationships among 

social determinants of health and substance use to cope with stress in older adults. This chapter 

describes the analysis of data relating to social determinants of health and substance use to cope 

with stress.  

Data Analysis 

Data was obtained from the 2008 Health and Retirement Study (HRS) that was made 

available in 2014 for secondary analysis.  The sample contained 435 older adults (n = 435) that 

completed responses to all data points used for analysis. The 2008 Health and Retirement Study 

included 16,000 participants.  Of those participants, 1,452 participants completed the randomly 

assigned coping strategies module. The sample size was reduced to 570 respondents with 

completed responses to the substance use questions, of which 435 responded to all variables 

across the five categories of social determinants of health, including economic stability, 

education, health and health systems, social and community context, and neighborhood and built 

environments. The final sample size was 435 participants (n = 435) without missing responses to 

variables.  

Multiple regression was used in SPSS to assess the relationship among variables 

measured. The statistical significance was set at 0.05. The F-test will assess if SDOH 

collectively predicts the substance use to cope with stress in older adults.  The multiple 

correlation coefficient R-squared was used to determine if the variance in substance use to cope 
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with stress is accounted for by SDOH.  The t-test was used to determine the significance of each  

coefficient to determine the extent of prediction for each SDOH category, and semi-partial 

correlations were reported to determine the unique effect of each predictor.  

Results 

Table 1 displays the percentages and means for all predictor variables. Of the 435 

participants, 62.1% were women, and the average age was 68.94 years (range 50-101; SD = 

9.95).  60.2% were married, and 81.8% were white. 48.8% had a high school diploma, and the 

average of years in school was 12.65 (range= 0-17; SD = 3. 07). The mean income was 

17785.33 (Range= 0-800001.00; SD= 63572.81).  

Multiple linear regression was performed to determine if the social determinants of 

health were predictors of substance use to cope with stress in older adults. The inclusion criteria 

for the sample were participants 50 years of age and completed the coping strategies and 

neighborhood cohesion questions on the leave-behind questionnaire in the 2008 HRS. Data 

screening was conducted before the analysis to screen and account for missing data across 

variables, resulting in a total sample size of 435 participants (n = 435).  

SPSS analysis showed no violations of the assumptions of normality, linearity, and 

homoscedasticity. Several variables demonstrated skewed distributions.  A post hoc 

transformation of the variables demonstrated little to no difference in normality from the original 

variable.  Due to the size in the dataset and the lack of difference in normality, the initial 

variables were used for analysis.  SPSS was used to check for the absence of multicollinearity 

using VIF values. VIF values for each predictor variable is below 10, indicating that the 

assumption was met.  

 

  

 



 

 

The hypothesis that the overall model of the regression would be significant, and the 

amount of variance explained by the model will be statistically significant was tested. The 

overall model was statistically significant as there was a significant effect of social determinants 

of health on substance use with SDOH predicting substance use to cope with stress in older 

adults (F= 2. 26, p < .005). The multiple correlation coefficient R-squared determined that 8.9% 

( R2 = 0. 089) of the variance in the substance use to cope with stress is accounted for by 

SDOH.  The t-test determined the significance of each coefficient to determine the extent of 

prediction for each SDOH category, and semi-partial correlations were examined to determine 

the unique effect of each predictor. 

The hypothesis that the social determinants of health categories of neighborhood and 

built environment, social and community context, health and health systems, economic stability, 

and education would negatively predict risk of substance use to cope with stress in older adults 

was tested.  Table 2 presents the correlations among the predictor variables and substance use to 

cope with stress.  The results of bivariate analyses demonstrated that the variables of 

neighborhood physical cohesion (r = -0.094; p = 0.025), self-rated health (r = -0.127; p = 0.004), 

chronic health (r = -0.088; p = 0.034), ADL/IADL (r = -0.162; p < 0.001), health satisfaction (r 

= -0.153; p = 0.001), perception of aging (r = -0.115; p = 0.008), and age (r = -0.147; p = 0.001) 

were significantly related to substance use to cope with stress in older adults. The variables of 

neighborhood social cohesion, living arrangement, positive social support, sex, marital status, 

race, ethnicity, degree, number of school years, employment status, and income were not 

significantly related to substance use to cope with stress in older adults (p > 0. 05). Table 2 

displays a summary of the results of correlations among social determinants of health and 

substance use to cope with stress.  
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The hypothesis that the predictor variables of neighborhood and built environment, social 

and community context, health and health systems, economic stability, and education would 

significantly and uniquely predict variance in the criterion variable of substance use to cope with 

stress in older adults was tested. Semi-partial correlations were examined to determine the 

unique effect of each predictor variable. Table 3 displays the semi-partial correlations for the 

unique effect of each predictor variable.  

The results of the analysis demonstrated that the variables of neighborhood physical 

cohesion (sr = -0.097; p = 0.040), ADL/IADL (sr = -0.106; p = 0.024) , and age (sr = -0.181; p < 

0.001) uniquely effect substance use to cope with stress. There was a small, negative semi-partial 

correlation between neighborhood physical cohesion (sr = -0.097; p = 0.040) and substance use 

to cope with stress in the model, and  was statistically significant. There was a statistically 

significant, small, negative semi-partial correlation between ADL/IADL (sr = -0.106; p = 0.024) 

and substance use to cope with stress. There was a small, negative semi-partial correlation 

between age (sr = -0.181; p < 0.001) and substance use to cope with stress when controlling for 

all other variables, which was statistically significant.  

 The category of neighborhood and built environment included the variable of 

neighborhood physical cohesion that significantly predicted risk of substance use to cope with 

stress in older adults. In the category of neighborhood and built environment, neighborhood 

social cohesion, and living arrangement variables did not display any significance (p > 0. 05).  

The variable of neighborhood physical cohesion (sr = -0.097; p = 0.040) significantly predicted 

the risk of substance use to cope with stress among older adults.  

The category of health and health systems was statistically significant as it included the 

variable of ADL/IADL that significantly predicted risk of substance use to cope with stress in 
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older adults.  In the category of health and health systems, ADL/IADL (sr = -0.106; p = 0.024)  

significantly predicted the risk of substance use to cope with stress among older adults.  The 

remaining variables of health satisfaction, self-rated health, and chronic health variables did not 

display any significance (p > 0. 05).  

The category of social and community context was statistically significant as there was a 

significant effect of age (sr = -0.181; p < 0.001) on substance use to cope with stress in older 

adults. In the category of social and community context, only the variable of age (sr = -0.181; p 

< 0.001) significantly predicted risk of substance use to cope with stress among older adults. 

Sex, marital status, race, ethnicity, perception of aging, and positive social support did not 

display significant correlation (p > 0. 05).    

The category of education did not significantly predict risk of substance use to cope with 

stress in older adults. The variables of highest degree and years of school did not display any 

correlation (p > 0. 05).  In the category of education, no variables significantly predicted the risk 

of substance use to cope with stress among older adults (p > 0. 05).   

The category of economic stability did not significantly predict risk of substance use to 

cope with stress in older adults. The variables of employment status and income in this category 

did not display any correlation (p > 0. 05).  In the category of economic stability, no variables 

significantly predicted the risk of substance use to cope with stress among older adults (p > 0. 

05).  

When considering the social determinants of health framework, the category of social and 

community context was most correlated with risk of substance use to cope with stress in older 

adults, followed by the SDOH categories of health and healthcare, and neighborhood and built 

environment, respectively. The results of the analysis revealed that the variables of neighborhood 



 

49 

 

physical cohesion (sr = -0.097; p = 0.040), ADL/IADL (sr = -0.106; p = 0.024), and age (sr = -

0.181; p < 0.001) uniquely effect substance use to cope with stress, demonstrating a small, 

negative semi-partial correlation between these variables and substance use to cope with stress 

that was statistically significant (p < 0. 05). The results of the analysis demonstrated that the 

variable age (p < 0.001) was most correlated with risk of substance use to cope with stress, 

followed by ADL/IADL (p = 0.024), and neighborhood physical cohesion (p = 0.040) within the 

model. Table 3 displays the semi-partial correlations for the unique effect of each predictor 

variable. 

Summary 

The framework of social determinants of health can be used to examine substance use to 

cope with stress among the older adult population. The findings of this study indicated that the 

greatest predictors of risk of substance use to cope with stress in older adults, utilizing the social 

determinants of health framework, were the categories of social and community context, health 

and healthcare, and neighborhood and built environment. The SDOH categories of education and 

economic stability showed no correlation effect on predicting the risk of substance use to cope 

with stress in older adults. Although the category of neighborhood and built environment as a 

whole did not predict the risk of substance use to cope with stress in older adults, the variable of 

neighborhood physical cohesion significantly predicted the risk of substance use to cope with 

stress among older adults.  
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CHAPTER 5- DISCUSSION 

Introduction 

This quantitative study examined the association between social determinants of health 

and substance use to cope with stress in older adults. This study utilized the 2008 Health and 

Retirement Study (HRS) that was made available in 2014 for secondary analysis to investigate 

the relationships among social determinants of health and substance use to cope with stress in 

older adults. This chapter discusses the findings of the study as related to the social determinants 

of health framework and substance use to cope with stress in older adults.  

Discussion 

This study found that by utilizing the social determinants of health framework, the 

greatest predictors of risk of substance use to cope with stress in older adults were the categories 

of social and community context followed by the SDOH categories of health and healthcare, and 

neighborhood and built environment. The socioeconomic status related categories of education 

and economic stability showed no correlation effect on predicting the risk of substance use to 

cope with stress in older adults.  

The findings in this study support the importance of social and community context, in 

particular age, as an important factor in older adults' ability to cope with stress. Older adults 

transitioning into the early stages of older adulthood may experience increased stress leading to 

health-harming coping behaviors, such as substance use (Major, Whelton, Schimel & Sharpe, 

2016).  Subsequently, as older adults continue to age, they were less likely to report using 

substances to cope with stress. This study found that older adults were at a decreased risk of 

substance use to cope with stress as they continued to age. The decrease of risk could be due to 

the compounding effects of health and aging, as supported by the literature reviewed (Brennan, 
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Schutte, SooHoo, & Moos, 2011; Kay, Taylor, Barthwell, Wichelecki, & Leopold, 2010; Moos, 

Brennan, Schutte, & Moos, 2005).  

The study also supports the importance of health and health systems in maintaining 

satisfaction in both overall health and functional status. Higher physical functioning was 

correlated with a lower risk of substance use to cope with stress. As older adults experience the 

stress of losing functional and physical independence, these changes may increase their risk of 

using substances to cope with stress. This study supports the literature related to substance use 

increasing as older adults cope with the stressors of aging and functional limitations (Mograbi, 

Faria, Fichman, Paradela, & Lourenço, 2014).  Adults transitioning into older adulthood were 

shown to be at an increased risk of substance use to cope with stress, which may be attributed to 

life changes that occur during the transition into older adulthood (Major, Whelton, Schimel & 

Sharpe, 2016). This study also supports the literature related to substance use to cope with stress 

decreasing in older adult age as health issues continue to increase, as the compounding effects of 

substance use and poor health may deter substance use (Brennan, Schutte, SooHoo, & Moos, 

2011; Moos, Brennan, Schutte, & Moos, 2005).   

This study also found importance in maintaining community environments that promote 

physical cohesion. As neighborhoods begin to decline physically, older adults may be at an 

increased risk of substance use to cope with stress.  Communities experiencing physical disorder, 

a lack of safety, and deserted buildings, older adults may be at an increased risk of substance use. 

As supported by the literature, promoting healthy communities by maintaining the physical 

environment may support healthy aging in place and decrease the risk of substance use to cope 

with stress in older adults (Austin, Camp, Flux, McClelland & Sieppert, 2005; Levasseur et al., 

2011; Whitson, et al., 2015). This study found importance in accounting for healthy aging in 
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older adults and communities.  The social determinants of health framework may support the 

development and implementation of supportive services for healthy aging in communities.  

This study presents important implications for health systems, clinicians, and 

communities supporting older adults. The current trends in healthcare are starting to utilize the 

social determinants of health framework to support policies and services provided that 

proactively target social determinants to support health and healthy aging. Aging in healthy 

communities can assist older adults in decreasing the risk of substance use in older adults (Cross-

Deney & Robinson, 2017; Smith, Lehning, & Kim, 2018; Vanleerberghe, De Witte, Claes, 

Schalock & Verté, 2017).   

Communities in decline may lead to an increased risk of substance use, making it 

imperative for local policies to combat community decay and reinvest in invigorating 

communities.  Supported by the literature, access to equitable healthcare in communities is also 

imperative to ensure that older adults receive the healthcare they need (Whitson, et al., 2015). If 

equitable healthcare and community services are available, the risk of substance use to cope with 

stress may reduce, improving the quality of life experienced by older adults and communities.   

This study also suggests that interventions may be warranted for older adults to increase 

positive coping strategies and decrease stress. Implementing social and community programs that 

foster healthy aging in place may reduce stress and subsequent substance use among older adults. 

Community programs that support access to equitable healthcare, community cohesion, 

mindfulness, and other clinically based programs for older adults may reduce stress and the risk 

of substance use.  
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Limitations 

This study did have limitations as the sample obtained was majority white, failing to 

represent older adults who are more diverse adequately and older adults that are from more 

diverse communities than this sample obtained. The coping skills module administered to 

participants relied on self-report, impacting the subjective nature of the variables, which may be 

more prone to underreporting.  

The construction of the coping strategies module also combines both prescribed and illicit 

drug use into one category.  It may be clinically beneficial to explore further any difference 

between prescribed and illicit drug use in older adults, as many older adults may not consider 

prescription medications along the same lines of illicit drugs.  In 2008, prescriptions for opiates 

were readily available, and current trends suggest that older adults may be turning to illicit drugs 

as their prescriptions become more difficult to obtain due to policy and law changes.  

Another limitation of the study is that the coping strategies module was only used in the 

2008 HRS.  The year 2008 in the United States was also during a recession. It is unclear from the 

data available whether the recession in 2008 disproportionally impacted older adults.  It may be 

clinically important to explore if the health-harming coping behaviors of substance use decreases 

over time as older adults age, as the literature has discussed.  

This study conducted a secondary data analysis, and as such, the researcher did not 

control the study design.  Data and respondent data were limited based on the data available, and 

the respondents selected to participate in the original study. Coding of some of the variables, 

such as race, were limited by the original development of the HRS questions as more detail could 

not be ascertained from respondents that were coded “other” in the race category.  
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Implications for Future Research 

An important consideration for future research is to determine what factors may lead to 

older adults entering into the population may choose substance use to cope with stress over other 

coping strategies.  It may be clinically beneficial to explore how to engage older adults in 

therapeutic interventions and how to increase positive coping strategies among the older adult 

population. Further research may provide direction for interventions among this population.  

The significance of neighborhood physical cohesion and disorder may present an 

opportunity for future research.  The social determinants of health framework includes the 

category of neighborhood and built environments.  As such, it becomes important to understand 

what elements of that category may correlate with substance use.  As communities experience 

decline, the risk of substance use may increase.   

It is important to understand what factors of neighborhood and built environments impact 

substance use.  This category also appears to be correlated with other health factors, aging, and 

social support, suggesting that further study may be needed to understand how neighborhood and 

built environments impact overall health satisfaction and quality of life for older adults.  

Further research may be needed to explore any differences between prescribed drug use 

and illicit drug use in older adults.  Current trends suggest that older adults may be turning to 

illicit drugs in some communities as prescription drugs become more difficult to obtain. Older 

adults may also underreport prescription drug use as the perception may be that prescription 

medications are not included when discussing drug use as a whole.  

Due to the lack of significance in the categories of education and economic stability, it 

may be beneficial to explore further what factors of these categories may be significant.  

Literature suggests that socioeconomic status may have an impact on life satisfaction with regard 
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to other populations and factors (Bielderman, De Greef, Krijnen & Van der Schans, 2015). 

However, this study did not find any significance among the population of older adults.  This 

lack of significance may also be due to the disproportion of white race contained in the sample. It 

is imperative to understand diversity or a lack of diversity in the older adult population.  It is 

important to conduct further research to understand the impact on diverse older adult populations 

and equity in this population.  

Conclusion 

The findings of this study indicate that by utilizing the social determinants of health 

framework, the greatest predictors of risk of substance use to cope with stress in older adults 

were the categories of social and community context followed by the SDOH categories of health 

and healthcare, and neighborhood and built environment. Socioeconomic related categories, 

those of education and economic stability, showed no correlation effect on predicting the risk of 

substance use to cope with stress in older adults.  

The framework of social determinants of health can be used to examine substance use to 

cope with stress among the older adult population. This framework may be an important tool to 

develop policies and solutions addressing substance use, barriers to health, and community 

wellness. As the population ages, policy changes and community programs can counteract the 

stressors associated with aging to promote healthy aging and coping in communities.  
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Table 1 

 
Demographics of Predictor Variables in the Model 

 

Variable                           Percent               Mean 

  

Average Age    68. 9 

Average Perception of Aging  3. 9  

Male   37. 9% 

Female   62. 1% 

  

Married   60. 2% 

Separated/Divorced  12. 8% 

Widowed   23. 7% 

Never Married  3. 3% 

  

White   81. 8% 

Black   13. 8% 

Other   4. 4% 

 

Hispanic   9. 8% 

Not Hispanic  90. 2% 

  

No Degree   22. 5% 

GED   3. 9% 

High school Diploma 48. 8% 

Two Year College  4. 0% 

Four Year College  10. 2% 

Master’s Degree  7. 9% 

Professional Degree 2. 8% 

 

Average Years in School   12. 65 

 

Employed   26. 3% 

Unemployed  2. 3% 

Disabled   6. 0% 

Retired   55. 8% 

Other   9. 6% 

  

Average Income    17785 

  

Living with Partner  63. 9% 

Not Living with Partner 1. 6% 

Roommate  0. 7% 

Living with Relative 9. 6% 

Unmarried Living Alone 24% 

  

Neighborhood Social Cohesion  5. 6 

Neighborhood Physical Cohesion  5. 6 

  

Self-Rated Health    3. 1 

Chronic Health    5. 9 

ADL/IADL    9. 6 

Health Satisfaction    3. 4 

Positive Social Support   3. 2                     
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Table 3 

Coefficientsa 

Model 

Unstandardized 

Coefficients 

Standardized 

Coefficients 

t Sig. 

Correlations 

B Std. Error Beta Zero-order Part 

1 (Constant) 8.508 1.268  6.712 .000   

Neighborhood 

Social Cohesion 

.173 .101 .133 1.715 .087 -.041 .080 

Neighborhood 

Physical Cohesion 

-.185 .090 -.154 -2.065 .040 -.094 -.097 

Living 

Arrangement 

.059 .084 .057 .701 .484 .045 .033 

Self-Rated Health .005 .111 .003 .043 .965 -.127 .002 

Chronic Health -.039 .068 -.034 -.576 .565 -.088 -.027 

ADL/IADL -.183 .081 -.121 -2.259 .024 -.162 -.106 

Health Satisfaction -.090 .113 -.055 -.792 .429 -.153 -.037 

Positive Social 

Support 

.023 .167 .007 .139 .889 -.025 .007 

Perception of 

Aging 

-.115 .102 -.073 -1.134 .258 -.115 -.053 

Age -.040 .010 -.230 -3.873 .000 -.147 -.181 

Sex -.046 .178 -.013 -.259 .796 .037 -.012 

Marital Status .063 .157 .032 .400 .689 .046 .019 

Race -.031 .070 -.022 -.449 .653 -.011 -.021 

Ethnicity/Hispanic .510 .326 .088 1.568 .118 .044 .073 

Highest Degree of 

Education 

.035 .096 .033 .364 .716 -.018 .017 

Number of Years 

in School 

-.025 .055 -.045 -.460 .646 -.011 -.022 

Employment 

Status 

.023 .066 .019 .345 .731 -.029 .016 

Total Income -0. 00 .000 -.017 -.350 .726 -.025 -.016 

a. Dependent Variable: Substance Use Coping 
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Table 4 

Model Summary 

Model R R Square Adjusted R Square 

Std. Error of the 

Estimate 

1 .298a .089 .050 1.673 

a. Predictors: (Constant), Total Income, Positive Social Support, Race, ADL/IADL, Living 

Arrangement, Neighborhood Physical Cohesion, Ethnicity/Hispanic, Sex, Employment Status, 

Health Satisfaction, Highest Degree of Education, Chronic Health, Age, Perception of Aging, 

Self-Rated Health, Neighborhood Social Cohesion, Marital Status, Number of Years in School 
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APPENDIX B 

 

Data Collection Surveys 
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