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Prevalence and factors associated with alcohol and tobacco use among

non-institutionalized elderly persons

Abstract

Odbyjective: The present study aims to evaluate the prevalence of and factors associated
with the use of tobacco and alcohol among elderly people living in the northern part of
the city of Juiz de Fora, Minas Gerais, Brazil. Method: A cross-sectional study conducted
through a home survey was performed with a sample of 423 elderly citizens. Interviews
were conducted through a questionnaire including the Fagerstrom and Audit-C tests.
The data were subjected to descriptive statistical analysis and multinomial regression.
Results: The prevalence of elderly smokers was 9.0%), 32.0% were former smokers, 26.7%
of the sample consumed alcoholic beverages and 3.2% used alcohol and smoked. In
the multinomial logistic regression model, the factors that were significantly associated
with smoking were the male gender, an age of 60 to 70 years old; the presence of self-
reported health problems; while the consumption of alcohol was associated with the male
gender and frailty. Conclusion: There was a low prevalence of elderly people living in the
community who consumed alcoholic beverages and/or were smokers. Such individuals,
however, almost exclusively suffered from impaired health and potentially a poor quality
of life. Regarding the profile of such elderly persons, there were similarities between the
socio-demographic and health variables, suggesting the possibility of a more targeted
approach to these individuals.
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INTRODUCTION

Increased life expectancy is a global phenomenon
with a number of repercussions for the care of the
elderly, from direct care at home to the need for
greater investment in public policies and programs,
including the expansion of the basic care network
aimed at this population'?.

Although aging is a natural process, it also causes
various anatomical and functional changes in the
body, with effects on health conditions; the elderly
may experience gradual cognitive loss and exhibit

behavioral and emotional changes’.

For decades, tobacco consumption was tolerated
and even admired. The mass media broadcast
cigarette advertisements which reinforced a belief
in the beauty, virility and masculinity of smoking,
establishing the habit as a lifestyle. Today there is
an emphasis on the harmful effects of smoking
in television programs and magazine articles and
newspapers. The change in the profile of information
and media coverage over time is explained by
the high morbidity and mortality rate**. In 2011,
smoking was responsible for 147,072 deaths, 2.69
million years of life lost, 157,126 acute myocardial
infarctions, 75,663 strokes and 63,753 diagnoses of
cancer. The cost to the health system was R$23.37
billion. Monitoring the effects and use of tobacco
has become an important strategy for strengthening
public health policies®.

Alcohol consumption is the third biggest cause
of illness and premature death worldwide®. While
various forms of consumption classification exist,
the ingestion of alcohol drinks by the elderly can
be potentially harmful to health regardless of their
pattern (quantity and frequency), even without the
formal diagnosis of abuse or dependence’. The use
of alcohol and drugs by elderly individuals can cause
the worsening of their physical and/or mental state,

social isolation and cognitive impairment®.

A Portuguese study showed that 6% to 11% of
elderly patients admitted to general hospitals had
symptoms of alcohol dependence’. The prevalence
of smoking among the elderly, meanwhile, is lower
than in adults'’, due to the early death of smokers,
the cessation of the habit with the onset of diseases

and the choice to adhere to healthier behaviors.
However, the absolute number of elderly smokers
tends to increase with the aging of the population'.

The deleterious effects of smoking cause a
reduction in life expectancy. Female smokers live
for 4.47 fewer years than non-smokers, while men
who routinely use tobacco have a 5.03-year reduction
in life expectancy in comparison with non-smokers.
In addition, smoking causes a reduction in quality
of life due to the pathological conditions related to
the habit'.

Smoking is particulatly associated with consumers
of alcoholic drinks'. This combination of exposure
to risk factors predisposes the subject to significant
alterations in visual and cognitive capacity, which
cause personal and family suffering and high social
costs®.

However, few data exist in Brazil regarding the
prevalence of smoking and alcohol consumption
in the elderly population. The present study aims
to evaluate the prevalence and factors associated
with the use of tobacco and alcohol in a sample of
elderly residents of the municipal region of Juiz de
Fora (Minas Geralis).

METHOD

A cross-sectional population-based study was
performed of non-institutionalized individuals
aged 60 years and older living in the northern zone
of the city of Juiz de Fora, Minas Gerais, Brazil.
The sample is representative of the population
of the municipal region, as the north zone is the
largest region in the urban area and has the second
largest quantitative population, as well as the largest
number of neighborhoods and concentration of
informal settlements and social programs. The
present study originates from the second phase of
a longitudinal study, the first phase of which was
carried out in 2010™.

In this second phase of the study, the sample size
required was calculated from the study developed in
2010 and data from the 2010 Census. Based on the
multiple outcomes investigated in the current stage,
the sample size was calculated based on a prevalence
of 50%, deff 1.5 (considering the cluster stratification
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effect) and a significance level of 95%. The 2010
study was comprised of 420 elderly persons and the
participants were selected by random stratified and
cluster sampling in multiple stages. The primary
units wete the census tracts. For the draw, the sectors
were grouped into strata defined in accordance with
the different modalities of health care to which the
population of the sector was assigned, subdivided
into primary care (Family Health Strategy (FHS) or
traditional), secondary care or areas without coverage.
The selection of these sectors was performed
independently with probabilities proportional to
the size of each stratum.

For the 2014 survey, the calculation of the sample
size was estimated from the data of the previous
work and the results of the 2010 IBGE census
based on the population of the area delimited at
the level of census sector disaggregation. There were
changes in the quantitative population and in the
constitution of these sectors, which required the
resizing of the representative probabilistic sample
based on stratification and clustering. All the elderly
participants of the first phase were visited again. The
losses from population dynamics over the four years
were compensated for by the oversampling method,
respecting the sampling by clusters. Age, gender
and level of education were the variables selected
to determine the entry of new subjects.

Thus, 248 elderly persons included in the 2010
sample participated in the study, in addition to 175
new eldetly persons, and the study was composed of
423 individuals. In cases where elderly persons did
not reach the minimum score in the Mini Mental
State Exam (MMSE), they were judged incapable of
responding to the questionnaire, and their caregiver
became the respondent (in this case the questions on
self-perception were not answered). In the absence
of another respondent, the elderly were excluded
from the study.

The questionnaire used was previously
standardized and tested through a pilot study with
50 elderly individuals residing in a region other
than that selected for this survey, in order to verify
the applicability of the instrument and to improve
the interviewing technique of the researchers in a
practical manner. Data collection took place in the
home of the elderly between September 2014 and

March 2015. Quality control of the information
collected was carried out, in which 10% of the sample

was evaluated by a new partial interview.

Alcohol and/ot tobacco consumption were
considered as the dependent variables. The
independent variables were grouped into three
blocks: demographic and socioeconomic variables
(Block 1: gender, age, schooling, self-reported skin
color, marital status, socioeconomic level - Brazilian
Association of Research Companies, Classification
of 2013); variables related to the health of the elderly
(Block 2: self-reported morbidities; frailty, measured
according to the Edmonton Scale; suggestion of
anxiety and/or depression, according to the Patient
Health Questionnaire Scale (PHQ-4); falls) and
variables related to the health service (Block 3: use
of the Unified Health System - SUS, health plan,
satisfaction with the medical health service, medical
consultation in the last three months, hospitalization
in the last three months, emergency service care in
the last three months). The Fagerstrém Test and
the Audit-C, respectively, were used to evaluate
and classify the questions on tobacco and alcohol
consumption, with both answered only by the elderly

themselves.

Data were submitted to descriptive univariate
analysis to obtain the frequencies and prevalences
of the variables investigated. For the quantitative
variables, measures of central tendency and dispersion
were calculated. The chi-squared test was used in
the bivariate analysis, with Rao-Scott correction. All
analyzes were performed in an appropriate module

for complex analysis.

The multivariate analysis was based on the
proposed theoretical model of determination by
hierarchical blocks of variables (Figure 1) to control
possible confounding factors. According to literature,
the hierarchical blocks were constructed with the
demographic and socioeconomic variables included
in the first block (distal determinants) included. These
were responsible for conditioning the variables of the
other levels of associated factors. The second block
(composed of intermediate determinants) included
questions regarding the health profile of the eldetly,
while the third block included the variables related

to the health services.
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Variables that obtained a value of p<0.10 were
included in the bivariate analysis. The technique of the
gradual withdrawal of variables based on significance
levels was used, with those that maintained a value of
$<0.05 remaining in the final model. To estimate the
crude and adjusted odds ratios (OR), the multinomial
logistic regression model was used, with a robust
estimation of variance and a 95% confidence interval
(95% CI). The odds ratio is suitable for this analysis
in view of the low frequency of the events of interest
in the sample and does not lead to overestimation
of the prevalence ratio.

The Guidelines and Regulatory Norms for
Research Involving Human Beings were followed,
in accordance with Resolution 466/2012 of the
National Health Council. The Research Ethics
Committee of the Universidade Federal de Juiz
de Fora (the Federal University of Juiz de Fora)
approved the study (Approval No. 771/916), which
was financed by the National Council for Scientific
and Technological Development (Process No.
480163/2012-0). All the eldetly participants of this
research read and signed the Free and Informed
Consent Form.

Block 1: Demographic and socio-economic variables

Gender, age, skin color, socioeconomic level, marital status.

Block 2: Health profile variables

Mortbidity, frailty, history of falls, suggestion of anxiety and/or
depression.

Block 3: Variables associated with health services
Type of SUS coverage, health plan, consultations in the last 3
months, hospitalization in the last 3 months, emergency care in the

last 3 months.

Tobacco consumption

Alcohol consumption

Alcohol and tobacco

consumption

Figure 1. Theoretical research model of the association of independent variables with alcohol and/ot tobacco

consumption in hierarchical blocks.
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RESULTS

A total of 423 questionnaires were analyzed, of
which 23 elderly persons were excluded due to a
failing score in the MMSE and the absence of another
respondent. The final sample consisted of 400 eldetly
individuals. A total of 315 (78.8%) questionnaires
were answered by the elderly themselves while 85
(21.2%) were answered by another respondent. The
comparison of the profiles of the eldetly according to
respondent indicated similarity between the groups,
and so the questionnaires were analyzed jointly.

The participants, in terms of their
sociodemographic characteristics, were mostly
women (64.5%), married or involved in a common-
law-marriage (55.8%), self-declared as white (45.5%),
with an average gross monthly family income between
1147.00 and 1685.00 reais (59.0%). The mean age was
73.8 years (+ 8.0) with 4.2 years of schooling (+ 3.4).
The presence of comorbidities was reported by 89.0%
of the elderly, and 57.8% had some level of frailty
(according to the Edmonton Scale). The suggestion of
anxiety was identified in 72.7% of the elderly and the
suggestion of depression in 77.1% (PHQ-4 Scale). In
terms of health services, most of the eldetly reported
using the Unified Health System (96.5%) and 60.3%
had health insurance. Of the elderly who used medical
health services, 81.3% were satisfied with the service.

The characteristics of the sample according to
the independent variables are described in table 1.

In terms of alcohol consumption, 26.7% of the
elderly persons drank alcohol. Of these, according
to the Audit-C classification, 78.6% consumed one
standard dose while drinking, 83.3% never consumed
eight or more standard doses at one time (binge, or
heavy, alcohol use) and 5.4% were classified as at
risk consumers.

The prevalence of smoking was 9%, of whom
58.3% had smoked for around 31 to 50 years,
and the prevalence of ex-smokers was 32%. The
Fargestrém Test was applied to the elderly smokers
who were approved in the MMSE (n=30): 40%
smoked their first cigarette of the day between six
and 30 minutes after waking; 66.7% did not find not
smoking in prohibited areas difficult; 70% stated
that the first cigarette in the morning is the one that
gives the most satisfaction; 56.7% smoked more in
the early morning than during the rest of the day;
63.3% did not smoke when bedridden by illness;
and 56.7% smoked less than ten cigarettes per day.
In the consumption classification, 23.3% of the
elderly persons exhibited a high degree of nicotine
dependence. The prevalence of the elderly who used
alcoholic beverages and who smoked was 3.2%
among those interviewed.

In block-adjusted multivariate analysis, the gender
variable was statistically significant (p<<0.05) for both
alcohol consumption and smoking in block 1, while
age was statistically significant for smoking only. In
block 2, the variables frailty and presence of a self-
reported comorbidity were significant for alcohol
consumption and smoking, respectively. In block 3
there were no statistically significant variables for
any of the outcomes.

Table 2 shows the results following multinomial
logistic regression analysis. The male gender variable
(adjusted OR=2.14, 95% CI 1.14-4.04/adjusted
OR=2.23, 95% CI 1.02-4.88) remained in the final
model for alcohol consumption and smoking; the
variables age (adjusted OR=20.54, 95% CI 2.69-
157.08) and presence of self-reported comorbidities
(adjusted OR=0.36, 95% CI 0.13-0.99) remained for
smoking; while the presence of frailty variable was
maintained (adjusted OR=0.31, 95% CI 0.12-0.80)
for the consumption of alcohol.
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Table 1. Sample characteristics according to independent variables. Juiz de Fora, Minas Gerais, 2016.

Alcohol Consumption Smoking
Variables Yes No Yes No Ex

n (%) n (%) n (%) n (%) n (%)
Block 1: Demographic and socioeconomic variables
Gender
Male 42 (39.6) 64 (60.4) 13 (9.2) 49 (34.5) 80 (56.3)
Female 42 (20.1) 167 (79.9) 23 (8.9) 187 (72.5) 48 (18.6)
Age
60 - 70 years 37 (27.2) 99 (72.8) 25 (15.9) 84 (53.5) 48 (30.6)
71 - 80 years 34 (274) 90 (72.6) 10 (6.7) 89 (59.7) 50 (33.6)
Over 80 years 13 (23.6) 42 (76.4) 1(11) 03 (67) 30 (31.9)
Schooling
Illiterate 6 (20.7) 23 (79.3) 6 (12.2) 30 (61.2) 13 (26.5)
1 to 4 years 47 (24) 149 (76) 21 (8.5) 149 (60.1) 78 (31.5)
5 yeats or more 31 (34.4) 59 (65.6) 9(8.7) 57 (55.3) 37 (35.9)
Marital Status
Married or common-law-marriage 49 (27.8) 127 (72.2) 22.(9.9) 118 (52.9) 83 (37.2)
Other 35 (25.2) 104 (74.8) 14 (7.9) 118 (66.7) 45 (25.4)
Socioeconomic Level
AorB 29 (32.6) 60 (67.4) 7 (6) 67 (57.3) 43 (36.8)
C 48 (26.1) 136 (73.9) 22.(9.3) 142 (60.2) 72 (30.5)
DorE 7 (16.7) 35 (83.3) 7 (14.9) 27 (57.4) 13 (27.7)
Block 2: Variables related to health of elderly person*
Comorbidities
Presence 71 (25.4) 208 (74.6) 29 8.2) 217 (61.1) 109 (30.7)
Absence 13 (36.1) 23 (63.9) 7 (15.6) 19 42.2) 19 (42.2)
Illnesses of nervous system
Yes 1(8.3) 11 (91.7) 2 (11.8) 11 (64.7) 4(23.5)
No 70 (26.2) 197 (73.8) 27 (8) 206 (60.9) 105 (31.1)
Mental ot behavioral disturbances
Yes 1(4.2) 23 (95.8) 5(12.5) 31 (77.5) 4 (10)
No 70 (27.5) 185 (72.5) 24 (7.6) 186 (59) 105 (33.3)
Circulatory system diseases
Yes 56 (27.5) 148 (72.5) 21 (8) 158 (60.5) 82 (31.4)
No 15 (20) 60 (80) 8 (8.5 59 (62.8) 27 (28.7)
Respiratory system diseases
Yes 2(15.4) 11 (84.6) 2 (11.1) 11 (61.1) 5(27.8)
No 69 (25.9) 197 (74.1) 27 (8) 206 (61.1) 104 (30.9)
Endocrine system diseases
Yes 15 (19.5) 62 (80.5) 10 (9.8) 61 (59.8) 31 (30.4)
No 56 (27.7) 146 (72.3) 19 (7.5) 156 (61.7) 78 (30.8)

to be continued
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Continuation of Table 1

Osteomuscular system diseases

Yes 16 (20.3) 63 (79.7) 7(7.4) 61 (64.9) 26 (27.7)
No 55 (27.5) 145 (72.5) 22 (8.4 156 (59.8) 83 (31.8)
Neoplastic system diseases

Yes 4(26.7) 11 (73.3) 0 (0) 15 (68.2) 7 (31.8)
No 67 (25.4) 197 (74.6) 29 (8.7) 202 (60.7) 102 (30.06)
Suggestion of Anxiety

Yes 18 (20.9) 68 (79.1) 6 (7) 55 (64) 25 (29.1)
No 06 (28.8) 163 (71.2) 24 (10.5) 127 (55.5) 78 (34.1)
Suggestion of Depression

Yes 11 (15.3) 61 (84.7) 5(6.9) 47 (65.3) 20 (27.8)
No 73 (30) 170 (70) 25 (10.3) 135 (55.6) 83 (34.2)
Frailty

Present 7 (11.3) 55 (88.7) 8 (6.8) 70 (59.8) 39 (33.3)
Absent 03 (32.0) 130 (67.4) 21 (9.5) 130 (58.6) 71 (32)
Falls

Yes 29 (26.9) 79 (73.1) 964 90 (63.8) 42 (29.8)
No 55 (26.6) 152 (73.4) 27 (10.4) 146 (56.4) 86 (33.2)
Continuous use medications

1 to 4 medications 49 (28.8) 121 (71.2) 22 (10.8) 119 (58.3) 63 (30.9)
More than 4 medications 25 (20.8) 95 (79.2) 9(5.5) 103 (62.4) 53 (32.1)
Block 3: Variables related to health service

Use of Unified Health System

Yes 82 (27) 222(73) 34 (8.8) 225 (58.4) 126 (32.7)
No 2(18.2) 9 (81.8) 2(13.3) 11 (73.3) 2(13.3)
Health Plan

Yes 54 (27.8) 140 (72.2) 17 (7.1) 144 (59.8) 80 (33.2)
No 30 (24.8) 91 (75.2) 19 (11.9) 92 (57.9) 48 (30.2)
Hospitalization in previous three months

Yes 1(7.7) 12 (92.3) 1 (5.0) 12 (66.7) 5(27.8)
No 83 (27.5) 219 (72.5) 35(9.2) 224 (58.6) 123 (32.2)
Need for emergency care in previous three months

Yes 8 (23.5) 26 (76.5) 5 (11.6) 25 (58.1) 13 (30.2)
No 76 (27) 205 (73) 31 (8.7) 211 (59.1) 115 (32.2)
Medical consultation in previous three months

Yes 61 (25.3) 180 (74.7) 25(8.2) 186 (61.2) 93 (30.6)
No 23 (31.1) 51 (68.9) 11 (11.5) 50 (52.1) 35 (8.7)

*excluded or did not respond
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Table 2. Consumption of alcohol and tobacco among the elderly population based on final variables. Juiz de

Fora, Minas Gerais, 2016.

Consumption of alcohol Smoking
Variables Yes Yes Ex
Adjusted OR P Adjusted OR P Adjusted OR P
(C195%) (CI 95%) (C195%)
Gender 0.018 0.045 <0.001
Male 2.14 (1.14; 4.04) 2.23(1.02; 4.88) 6.05 (3.72;9.84)
Female 1 1 1
Age < 0.001
60 - 70 years 20.54 (2.69; 157.08)
71 - 80 years 7.37 (0.91; 59.49)
> 80 years 1
Comorbidities 0.047 0.224
Presence 0.36 (0.13; 0.99) 0.63 (0.30;1.33)
Absence 1 1
Frailty 0.015
Yes 3.23 (1.25-8.31)
No 1

DISCUSSION

The data from this study describe the prevalence
of alcohol and /ot tobacco use in the city of Juiz de
Fora, Minas Gerais. Smoking was more prevalent
among men than women, as was alcohol consumption.
The main findings regarding alcohol and tobacco
consumption in relation to the demographic and
socioeconomic variables were the prevalence of the
male gender, while the age of 60-70 years variable
predominated only in relation to smoking. In terms of
the variables regarding health, the presence of frailty
was statistically significant for the consumption of
alcohol, while the presence of comorbidities was
significant in terms of smoking.

A higher prevalence of alcoholics and smokers
was found in male individuals in a population study in
Brazil" and a study in Thailand". Reseatch conducted
in the United Kingdom and the United States has
also shown that the percentage of alcohol abuse is
higher among men'®".

Although poorly diagnosed and not adequately
assessed, alcohol consumption is common among
elderly individuals, and requires attention due to
the increasing growth of this age group. Although

actions in public health have mainly been aimed
at identifying alcoholism among adults and young
people, the physical, social, psychological and cognitive
consequences of alcohol also affect the elderly.
Cognitive disturbances (Alzheimet's and Parkinson's)
caused by alcohol are more frequent among elderly
people after long periods of consumption'®.

The estimated prevalence of alcohol consumption
in this age group is 10% in the community, 14% in
hospital emergencies, 18% in hospital admissions, and
23% to 44% in psychiatric units”. In the community
under study a prevalence of 26.7% of elderly people
who drink alcohol was found. It is important to
investigate alcohol abuse by the elderly to achieve
social and health improvements, as this can become
a serious public health problem due to demographic
and epidemiological transitions®.

Sensitivity to the effects of alcohol increases with
age: the elderly may start to suffer problems from
alcohol even if their consumption pattern remains
the same?".

According to data from Vigitel, the prevalence of
smoking in individuals aged 55 to 64 years was 13.5%,
whereas the percentage of smokers among those aged
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65 and over was 7.7%%, close to the findings for
the population of the present study. Tobacco use is
associated with worsening health status and quality
of life, as well as being a risk factor for premature
mortality and disability due to cardiovascular
diseases, chronic obstructive pulmonary disease
(COPD) and cancer, among other conditions™.

In terms of age group, it has been found that
smoking is most prevalent in elderly persons aged

between 60 and 69 years old***

, which agrees with
the data of the present study. As age increases, the
percentage of smokers decreases®. Smoking is
currently more prevalent among eldetly men®"*,
corroborating with the findings of the present
study. Another study indicates a higher prevalence
of the habit among elderly women, although these
findings come from outpatient clinics which care
for individuals who wish to quit smoking, which not
only reflects a greater concern on the part of women
for caring for their health, but also the seeking out

of treatment aimed at stopping smoking”.

There are currently a number of pharmacological
and non-pharmacological strategies to aid with
quitting smoking, which may also be an alternative
for the elderly””?®. No studies have been identified
to date on the need for smoking groups exclusive to
the elderly, but the participation of this population
in quit smoking programs together with other
age groups has been suggested, in order to favor
the dynamics and the enrichment of the thematic
repertoire and allow intergenerational relationships.
Older people generally have fewer social ties than
young people and adults, so a group approach is
preferred, expanding their network of relationships,
affective bonds, and interdependent relationships™.

Older smokers, who have survived the excessive
rates of premature death from smoking, tend to be
less motivated to quit the habit, underestimate the
risks to their health and consider themselves to be

relatively immune to tobacco-related harm?.

A strong association has been found in literature
between smoking and alcohol consumption in the
elderly*. However, few studies have investigated the
trends and consequences of smoking and alcohol
consumption in this population. A direct association

between smoking and alcohol consumption in elderly

people with depression has also been found™. In the
present study, depression was significantly associated
with alcohol consumption.

In a study conducted in Minnesota, the presence
of frailty in the elderly, especially in the age group
between 60 and 79 years, correlated with smoking
and sometimes with concerns about alcohol
consumption®. In the present study, however, the
presence of frailty was associated only with alcohol
consumption. Frailty is a term commonly used for
elderly individuals at risk of precarious outcomes,
although the concept is sometimes pootly or variably
defined in literature, lacking both a consensual
definition and clinical picture®.

The propensity of an individual to develop alcohol-
related diseases is linked to multiple dimensions such
as the pattern and duration of consumption, and
also in association with physiological, biological,
psychological and social factors™.

Limitations of the present study include potential
memory bias, considering the use of self-reporting by
the elderly or caregivers, as well as its cross-sectional
design, which does not allow the evaluation of
temporal relationships or changes in exposure status
over time. However, the importance of population-
based studies and the minimization of possible
selection biases should be emphasized.

CONCLUSION

In the present study the prevalence of smoking
was 9%, that of alcohol consumption was 5.4%, and
that of the current use of tobacco and alcohol was
3.2%. The profile most associated with the habits
in question was elderly, younger and frailer men.

Eldetly persons often become more vulnerable
to alcohol and tobacco use, and such behavior can
gradually result in a major public health problem as
the number of older people in the world progressively
increases. They are part of a group which suffers
from various health problems and uses a number
of medications, which, combined with the harmful
substances present in tobacco and alcohol, make
the elderly more susceptible to interactions, the
aggravation of installed conditions and difficulties
with recovery and social interaction.
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The prevalence of current smoking in the
elderly decreases with advancing age, being more
prevalent in the 60-70 year age range. The majority of
smokers are elderly men rather than elderly women.
The prevalence of alcohol consumption is equally
distributed among age groups and, according to the
alcohol consumption screening test, the majority do
not fall within the risk of harmful consumption.

There is a shortage of theoretical instruments that
discuss this issue in the elderly, with recent studies
prioritizing young and adult smokers and alcohol
users. Furthermore, when elderly smokers and/or
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