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Abstract OBJECTIVES: To test the hypothesis that early-onset alcoholism can be differenti-
ated from alcoholism in the elderly by more severe substance related problems, 
more frequent family history, higher mortality rate, and antisocial behaviour.
METHODS: 73 elderly (E) alcoholics (mean age 70.2 yrs) were compared with 90 
young (Y) alcoholics (mean age 43.9 yrs) and 70 elderly non alcoholics (mean age 76 
yrs). We focused on, family history (FH), co morbidity, mortality, biological markers 
(AST, GGT, MCV), and demographics.  Geriatric Scale of Depression, Standardized 
Mini-Mental State Examination and Munich Alkoholism Test were also used. All 
results analysed by the SPSS. RESULTS: FH was significantly (p<0.001) more often 
positive in Y (52%) than in E (15%) and C (10%). Significantly (p<0.001) more E 
(57.5%) are married than Y (37.8%) and C (21.4%), significantly (p<0.001) more E 
(72. 6%) has elementary education compared with Y (44.4%). E alcoholics abstain 
significantly (p<0.001) more (>27 months) than Y ones (~11 months). Significantly 
(p<0.001) more Y (43%) had forensic history than E (8.2%). Significantly (p<0.01) 
more death rate was found in E (19.2%)  than in Y (5.6%) and C (1.4%). Signifi-
cantly (p<0.01) more E (61%) prefer spirits than Y (21%), but significantly more Y 
(>63%) combine spirits with beer and wine than E (>32%). Significantly (p<0.001) 
more alcoholics (E and Y) had elated levels of MCV (>70%), AST and GGT (>60%) 
than C. We have found significantly (p<0.001) higher rate of comorbidity of CNS 
diseases, GIT, injuries, haematological and infectious diseases in the groups of 
elderly and young alcoholics than in C subjects. On the other hand, prevalence 
of cardiovascular, ORL, ophtalmological, endocrine and orthopedic diseases were 
significantly (p<0.01) higher in C. To compare elderly patients with young ones, we 
found significantly (p<0.01) higher rate of respiratory, endocrine, cardiovascular 
and CNS diseases, and dementia in E alcoholics (p<0.001). Depression and abuse 
of prescribed medication was significantly (p<0.01) more often in the C, but suicide 
attempts, neurotic spectrum disorders and personality disorders were significantly 
(p<0.01) often in group of Y. CONCLUSION: Young alcoholics have significantly more 
often positive FH, drink significantly bigger amounts of alcohol, have more forensic 
history, and personality disorders in comparison to elderly ones. On the other hand 
elderly alcoholics tend to have more somatic complication due to alcohol abuse, 
but drink less alcohol, tend to abstain longer, and have less psychopathic traits. 
In contrast to literature, the majority of elderly alcoholics are married, have low 
education and do not belong to high social classes. 
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Introduction

The number of elderly people in the population 
is increasing rapidly throughout the world. Between 
1950 and 1990, life expectancy for the world as a whole 
increased from 36.4 to 64.7 years [23]. Currently, 7% of 
the global population and 15% of population of industrial 
countries, are more than 65 years age [58]. 

It seems that memory disorders and depression are 
the most common mental disorders of old age, however 
there has been increasing evidence of alcohol problems 
in the elderly too. The problem of alcoholism in the 
elderly is contradictive. Many authors state that the rate 
of alcoholism has decreasing tendency, and the number 
of abstinents is greater among the elderly than in younger 
[1]. In contrast other researchers claim that alcoholism is 
common in the elderly [26, 4, 19], but it tends to be under-
recognised [14]. It occurs in 10 to 15% of the population 
over age 65. 28–44% of older psychiatric inpatients are 
heavy users of alcohol. Despite the higher prevalence of 
alcohol use in elderly people, their risks and problems are 
often unrecognized [18]. The failure to diagnose alco-
holism in this population is multifactorial, and include 
nonspecifity of alcohol – related presentations (many of 
the symptoms of alcoholism may be attributed to ”old 
age”), patients denial (patient‘s and family members are 
more likely to hide the problem, shy, belief that alcohol 
is the last remaining comfort, therapeutic pessimism), 
and lower index of suspicion (it reflects the clinicians’ 
unwillingness to recognise that patients can and do 
develop alcohol problems in later life [5]. 

About two third of elderly alcoholic patients started 
drinking at a young age. Late-onset drinking accounts 
for the remaining one third of elderly persons who abuse 
alcohol, among whom a higher level of education and 
income is found [2]. Stressful life events, such as bereave-
ment or retirement, may trigger late-onset drinking [31, 
60].

Objective

The aim of this study was to test the hypothesis that 
early-onset alcoholism can be differentiated from the 
alcoholism in elderly by more severe substance related 
problems, more frequent family history, higher mortality 
rate, criminal and antisocial behaviour.

Patients and methods

73 elderly patients (17 female, and 56 male) mean 
age 70.2 years, (range 65–92 years) with the diagnosis 
of Harmful drinking (F10.1) and Alcohol Dependence 
(F10.2) according to ICD-10 [34], 90 young patients (16 
female, and 74 male) with mean age of 43.9 years (range 
22–55) with the diagnosis of F10.1 and F10.2, and 70 
healthy elderly people (55 female, and 15 male), average 
age 76 years (range 65–92 years) of general population. 
Biological markers of alcoholism as aspartate aminotrans-
ferase (AST), gamma-glutamyl transferees (GGT), and 
mean corpuscular volume (MCV) were monitored in all 
subjects. The following screening instruments have used: 
Munich Alcoholism Test (MALT), number of items 24 for 
MALT-S (self-assessment) and 7 for MALT-M (medical 
assessment). The interpretation of results MALT S+M: 
0–5 points: no alcoholism, 6–10 points: suspect alcohol-
ism and 11 and more: alcoholism/alcohol dependence 
[30], Geriatric Scale of Depression [50] with 15 items, 
score 5 and more suggests depression and Standardized 
Mini-Mental State Examination (SMMSE), number of 
items 30 [35]. In all patients we also monitored, and com-
pared the co morbid somatic and psychiatric diseases, 
mortality rate, forensic history, and also demographic 
descriptions of patients, e.g. age, gender, education, and 
family status. The results were evaluated by using methods 
of descriptive and inductive statistics. For quantification 
of strength of relation between numerical variable and 
word variable we have used Eta coefficient, and statistical 
significance has been measured by ANOVA. For quanti-
fication of strength between two word variables we used 
the Cramer’s V contingental coefficient and correct test 
its variable as alternative to approximate Chi-quadrate 
test. All calculations have been realised by statistical 
analysis SPSS 13 (Figure 1). 

Inclusion criteria:
Age 18 to 55 years (for the subgroup of young alcoholics); 

and 65 and more for elderly alcoholics and control 
subgroup.

Diagnosis of Harmful drinking or dependence according 
to ICD-10 (for patients);

Objective confirmation of not drinking (for control 
subgroup);

Verbal consent.

Table I Characteristics of patients and control subjects  

Group Female Male All Mean age

Elderly 17 56 73 70.2 years (65–92)

Young 16 74 90 43.9 years (22–60)

Control 55 15 70 76 years (65–92)

All 88 145 233
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Exclusion criteria:
Non consent;
Alcohol drinking problems in control subgroup.

Results 

13.7% of E, 36.7% of Y and 8.6% of C are single. 57.5% 
of E, 37.8% of Y and 21.4% of C are married.  6.8% of E, 
18.8% of Y and 10% of C are divorced, and finally 22% of 
E, 6.7% of Y and 60% of C are widowed. 

Elementary education has 72. 6% of E, 44.4% of Y, and 
70% of C subjects. 20.5% of E,  43.4% of Y and 25.7% of C 
has secondary education, but 6.9% of E, 12.2% of Y and 
4.3% of C has academic education. 

Family history was positive in 15% of E, but 52% of Y 
and 10% of C group. 

Significantly (p<0.001) more Y (43.3%) had the his-
tory of criminal or other forensic records compared to E 
ones (8.2%).

While E in the period of five years abstain 27.58 
months, Y did so 10.96 months.

Table II Sample demographics

Characteristic Elderly Young Control

Family status

Single 13.7% 36.7% (p<0.001) 8.6%

Married 57.5% (p<0.001) 37.8% 21.4%

Divorced 6.8% 18.8% (p<0.001) 10%

Widowed 22% 6.7% 60% (p<0.001)

Education

Elementary 72.6% (p<0.01) 44.4% (p<0.01) 70%

Secondary 20.5% 43.4% (p<0.01) 25.7%

Academic 6.9% 12.2% (p<0.01) 4.3%

Family history of
Mental Disorder 15% 52% (p<0.001) 10% 

Alcoholism 6.8% 32.2% (p<0.001) 5.7% 

Forensic History 8.2% 43.3% (p<0.001) 0%

Mortality 19.2 % (p<0.01) 5.6% 1.4%

Length of Abstinence 27.58 (p<0.001) 10.96 Not applicable

Table III Co morbidity of physical and mental disorders.

Illness Elderly Young Control

Central Nervous System 73%  (p<0.01) 47% 36%
Cardiovascular 60% 17% (p<0.01) 64%
Gastrointestinal 82% (p<0.01) 75% 43%
Respiratory 40% (p<0.01) 12% 20%
Injuries 63% (p<0.01) 54% 3%
Haematological 53% (p<0.01) 43% 10%
Dermatological 22% 22% 20%
Infectious 21% (p<0.01) 7% 6%
Otorhinolaryngological 11% 6% 16%
Ophtalmological 10% 2% 31% (p<0.01)
Endocrine 47% 14% (p<0.01) 43%
Tumors 4% 3% 11%
Orthopedic 29% 9% (p<0.01) 34%
Personality Disorders 47% 73% (p<0.01) 0%
Depression 29% 28% 53% (p<0.01)
Dementia 21% (p<0.01) 1% 3%
Abuse of Prescribed Drugs 14% 11% 33% (p<0.01)
Suicide Attempts 5% 13% (p<0.01) 0%
Psychotic Disorders 7% 9% 1%
“Neurotic“ Disorders 6 % (p<0.01) 0% 0%
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There is significantly (p<0.01) more death rate in E 
alcoholics (19.2%) compared with Y ones (5.6%) and C 
(1.4%) (Table 2).

Somatic and psychiatric comorbidity
We have found significantly (P<0.001) higher rate of 

comorbidity of Central Nervous System (CNS) diseases, 
gastrointestinal diseases (GIT), injuries, haematological 
and infectious diseases in the groups of E and Y alco-
holics compared with C subjects. On the other hand, 
cardiovascular, otolaryngological diseases (ORL), oph-
talmological, endocrine and orthopedic diseases were 
significantly (p<0.001) higher in C group. To compare 
elderly patients with young ones, we found significantly 
higher rate of respiratory, endocrine, cardiovascular and 
CNS diseases in elderly alcoholics (p<0.001).

We found personality disorders in 47% of E, 73% of 
Y and 0% of C group. Abuse of prescribed medication in 
14% of E, 11% of Y but in 33% of C. Neurotic spectrum 
disorders only in 6% of Y patients. Dementia in 21% of E, 
1% of Y and 3% of C. Psychotic disorders in 7% of E, 9% 
of Y and1% of C. Suicidal attempts in 5% of E and 13% 
of Y. And finally depression was found in 29% of E, 28% 
of Y and 53% of C group (Table 3). 

Preferred alcoholic beverages 
12.5% of E, and 8.8% of Y prefer drinking beer, 3.5% 

of E, and 6.6% of Y prefer wine. 61.5% of E, and 21.10% 
of Y prefer to drink only spirits. 12.5% of E but 42.2% of 
Y combines distillates with beer. And finally 10% of E 
but 21.10% of Y alcoholics combine spirits with beer and 
wine (Table 4). 

Biological Markers 
MCV was elevated in 73% of E, 60% of Y and 14% of C 

subjects. AST was elevated in 64% of E, 84% of Y and 0% 
of C subjects. The elevation of GGT was found in 64% 
of E and 8% of Y, no one from the C group had elevated 
levels of this enzyme (Table 5). 

Munich Alcoholism Test (MALT) 
After the summation of MALT –S (self assessment) 

and MALT-M (assessment by medical staff), only 1.4% 
of the control group was identified alcoholics, but 1.8% 
of E were identified as “probable alcoholics” and 98.2% 
of them as “alcoholics”. All young patients were classified 
as “alcoholics” according to MALT (Table 6).

Discussion

To compare elderly alcoholic with young ones we have 
found that more than 2/3 (72.6%) of elderly patients has 
only elementary education, which is in contrast to litera-
ture that elderly alcoholics often have higher education 
and have higher social status [9, 10]. 

We have also found that the majority (57.5%) of 
elderly alcoholics are married. This is also in contrast 
to previous findings that indicate that the majority of 

elderly alcoholics are single or live alone [9, 10, 20, 48], 
but is similar to findings of domestic authors [41]. This 
result reflects the fact that the majority of elderly people 
in this particular region does not accept divorce, and 
are more religious. For younger people divorce does not 
mean a catastrophe and they accept it as a way to resolve 
their matrimonial problems.

The presence of family history in group of young 
alcoholics (52%) is significantly (p<0.001) different 
in comparison to their elderly counterparts (15%) and 
control group (10%). This is in accordance with previous 
findings, which indicate that hereditary disposition of 
alcoholics is between 30–50% [7, 12, 13, 32, 45, 49]. 

When comparing the length of abstinence between 
young and elderly alcoholics, we have found that elderly 
(more than two years) ones did abstain significantly 
longer (p<0.001) than younger alcoholics (about eleven 
months) in the period of five years. This is also in accor-
dance with the literature, which indicates that alcohol-
ism in the elderly has milder symptoms compared with 
alcoholism with, early-onset [3, 36, 40, 41].

 The other significant (p<0.001) difference between 
young and elderly alcoholics is that while only 6.9% of 
elderly alcoholics had been treated in the special clinic 
for treatment of alcoholism and drug abuse, 30% of 
young alcoholics had been treated in such a clinic. 

Young alcoholics (43%) had significantly (p<0.001) 
more often a history of criminality and antisocial behav-
iour compared with their elderly counterparts (8%). 
The other significant difference was the co morbidity of 
personality disorder amongst the young alcoholics (73%) 
compared with elderly alcoholics (47%). These results are 
also in accordance with previous findings, which suggest 
that young alcoholics tend to have more psychopathic 
traits and aggressive tendencies [7, 15, 24, 29, 37, 56]. 
Abuse of alcohol or other psychoactive substance is one 
of the manifestations of antisocial behaviour [28, 45, 57]. 

There is significantly (p<0.012) higher death rate 
in group of elderly alcoholics (19, 2%) compared with 
young alcoholics (5.6%) and control group (1.4%). It is 
important to point out that while the majority of elderly 
alcoholics have died in consequence of physical illnesses, 
almost all deaths in the group of young alcoholics were 
caused by severe intoxication and its consequences. 

There were significantly higher levels of biological 
markers in the groups of alcoholics compared with the 
control group. These results are in accordance with litera-
ture, which indicate the elated levels of GGT in 80–90% 
of alcoholic hepatitis and elated levels of AST in 45–70% 
of alcoholic [22, 59, 44, 43, 46, 27, 51, 11, 47, 16]. It is 
important to point out that the elated levels of MCV do 
not correspond to severity of liver damage and occurs 
in about 1/5 of non-alcohol damage of liver but also in 
deficit of folic acid and vitamin B12 and in hypothyroid-
ism [59, 43, 46, 27, 51, 11, 47]. Deficiency or low level of 
vitamin B12 occurs in elderly people with concomitant 
anaemia and it seems that 32% of elderly peoples do not 
receive sufficient vitamin B12 [46]. We suggest that elated 
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MCV in the control group (14%) might be the result of 
above-mentioned factors. 

By the MALT we have found that polyneuropathy is 
significantly (p<0.01) more often present in elderly alco-
holics (40%) compared with young alcoholics (18%). We 
also found that young alcoholics tend to drink signifi-
cantly higher amounts of alcohol (300/240 ml (female) 
of pure alcohol once or more a month) than their elderly 
counterparts who drink often 150/120 ml (female) of 
pure alcohol a day during several months. Our results 
have shown the sensitivity of MALT for 99.4% and its 
specifity 98.6%. On the other hand MALT was false 
positive in 1.43% (1/70), and false negative in 0.61% of 
subjects (1/163) which is in accordance with literature 
[42]. 

The presence of injuries is very common in alcoholics 
(in 63% of elderly and 54% of young alcoholics but only 
in 3% of non-alcoholic). These findings are in accordance 
with literature [53, 54, 38, 39].

Significantly (p<0.001) more elderly alcoholics suf-
fered from dementia than young alcoholics and control 
subjects. About 30% of elderly and young alcoholics 
suffer from depression, which is comparable with pre-
vious findings of Novotny et al., 1989 [41], who found 
depression in 1/3 of their patients.

When comparing elderly alcoholics with the control 
group of non-alcoholics we have found that significantly 
more elderly alcoholics had increased biological mark-
ers of alcoholism, but also higher rate of CNS, GIT, 
respiratory, haematological, infectious diseases and also 
injuries which is in accordance with the literature [18, 6, 
21, 52, 17], but we failed to confirm higher presence of 
cancers, and stroke in elderly alcoholics in comparison 
to control group. Stroke was found in 10% of elderly but 
in 14% of control group, 11% of elderly alcoholics suffer 
from epilepsy, but only 1% of control group suffers from 
this condition which is also in concordance with the 
previous findings which state that epilepsy occurs in 8 to 
10% of alcoholics [25, 55]. The presence of head injuries 

Table IV Prefered Alcoholic Beverages of Patients.

Preferred alcoholic beverages Elderly Young

Beer 12.5% 8.8%

Wine 3.5% 6.6%

Spirits 61.5% (p<0.001) 21.10%

Combination 22.5% 63.3% (p<0.001)

Table V Biological markers

Biological Markers Elderly Young Control

Gamma-glut amyl transferase 64%  (p<0.01) 68% 0%

Aspartate aminotransferase 64% (p<0.01) 84% (p<0.01) 0%

Mean Corpuscular Volume 73%  (p<0.01) 60% 14%

Table VI Munich Alcoholism Test

Munich Alcoholism Test (MALT) Elderly Young Control

Non-Alcoholism 0% 0% 98.6%

Probable Alcoholism 1.8% 0% 0%

Definite Alcoholism 98.2% 100% 1.4%

MALT-M Elderly Young Control

Family seeks for help 100% 80% 2%

Foetor Alcoholicus 49% 44% 0%

Consume of 300/240ml (women) of pure alcohol 
once or more monthly.

18% 72% (p<0.01) 0%

Consume of 150/120ml (women) of pure alcohol a 
day within several months.

82% (p<0.01) 28% 1%

Delirium Tremens 51% 33% 1%

Polyneuropathy 40% 18% 0%

Hepathopathy 90% 92% 11%
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including subdural and epidural haematoma is alarming 
because we found them in 40% of elderly alcoholics.

The high presence of depression (53%) and abuse of 
drugs (33%) in the control group was very surprising, but 
it may reflect that these people consume benzodiazepines 
because of their depression and anxiety. It is important 
to point out that these medications were prescribed by 
GPs the majority of whom have difficulties in diagnos-
ing depression and also their tendency to over prescribe 
benzodiazepines [8].

Conclusion

Aging of population consequently leads to increased 
prevalence of physical and mental disease in this group. 
The most prevalent disorders of elderly people are 
memory disorders and depression; however the number 
of elderly people suffering from alcoholism has been 
increasing too. Despite the frequent prevalence of alcohol 
use disorders in the elderly people, its risks and conse-
quences have been underestimated and under treated. 
It seems that 2/3 of alcoholics in the elderly consist of 
people who have been suffering from this disorder since 
their youth or adolescence. About 30% of elderly people 
(our sample) have been drinking since their middle age 
and even since their elderly. According to our results, but 
in accordance with the literature the determinant factors 
of alcoholism in elderly people are: history of alcohol 
abuse in the past, male gender, personality disorder, but 
also psychosocial reason associated with aging. The con-
sequences of alcoholism as in every age are: somatic and 
mental complications, increased number of hospitalisa-
tions, and increased time of admission and increased 
price of treatment. 
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