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Currently 12% of the U.S. population is over the age of 

65, and by the year 2030 this number is projected to be 25% 

(U.S. Senate Special Committee on Aging (SSCA), 1990). It 

is estimated that 37% of people over age 55 have an alcohol 

or substance abuse problem (Subcommittee on Health and Long-

Term Care (SHLTC), 1992). Failure to recognize the elderly 

alcoholic results in delayed treatment and as a result, the 

older drinker suffers adverse effects related to the disease 

(Metzger & O'Brien, 1990). Extant tools for detecting 

alcoholism have been developed and used in younger 

populations, however there is a lack of information about 

the use of these tools in older populations (Graham, 1986). 

This study examined differences between two different age 

groups of known alcoholics using an established instrument, 

the Alcohol Use Inventory (Horn, Wanberg, & Foster, 1986). 
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CHAPTER I 

INTRODUCTION 

Alcoholism is a serious health problem in the United 

States. Recent estimates are that 20 million Americans have 

alcohol related problems (Morbidity and Mortality Weekly 

Reports (MMWR), 1990). Although alcoholism has typically 

been considered to be a problem of middle-aged men numerous 

studies have demonstrated that it is also a problem among 

people over age 55 (Glynn, Bouchard, LoCastro & Nan, 1985; 

Nakamura, et al., 1990; Stall, 1987). 

Alcoholism is classified as a psychoactive substance 

use disorder according to the Diagnostic and Statistical 

Manual of Mental Diorders (DSM-III-R) (American Psychiatric 

Association (APA), 1987). This classification is concerned 

with the regular or intermittent use of psychoactive 

substances and the maladaptive behavioral changes that 

caused from such use. These behaviors are characterized by 

the continued use of the substance despite known undesirable 

consequences (APA, 1987). 

Failure to recognize the elderly alcoholic results in 

delayed treatment of the problem and as a result, the older 

drinker suffers from more adverse effects related to the 

disease (Metzger & O'Brien, 1990). Ideally, it should be 

possible for health care providers to identify elder 
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alcoholics by the administration of assessment instruments 

designed to detect problematic drinking behaviors. Accurate 

identification of elderly alcoholics could increase the 

probability and timeliness of treatment and subsequently 

decrease the negative health consequences of continued 

alcohol use. 

Many screening tools have been developed to aid in the 

detection of alcoholism, however most have not been tested 

for use in older age groups (Graham, 1986). Instrument 

development for most tools has been based on middle-aged 

males and may not be appropriate for older populations for 

several reasons (Beresford, Blow, Browler, Adams & Hall, 

1988). For example, many items in existing screening and 

diagnostic instruments relate to the consequences of 

alcoholism particular to younger men, such as social and 

occupational difficulties. Since many elderly live alone, 

are isolated from family and do not work outside the home, 

items concerning job and perhaps family relationships, may 

be of limited relevance. Questions about frequency of 

drinking may not be a satisfactory indicator of alcohol 

problems because age related memory changes may make it 

difficult to accurately recount intake (Graham, 1986). 

Further, the amount of alcohol needed to produce symptoms of 

drunkenness (or alcoholic euphoria) in an elderly person is 

less than that needed by a younger drinker due to 
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age-related changes in physiology (Vestal, McQuire, Tobin, 

Andres, Norris, & Mezey, 1977; Gruchow, Barboriak, & 

Sobocinski, 1989). Inquiries about sleep patterns may be 

misleading because alterations in sleep are usual as one 

ages (McConnell, 1988). Thus, sleep disturbances may be 

either manifestations of the normal aging process or 

symptomatic of alcoholism. 

As a result, many elderly suffering from alcoholism may 

give inaccurate responses, thus incurring lower assessment 

scores because items are not age specific. Thus they go 

undetected and disease sequela unrecognized. Accurate 

assessment of elder alcoholics could presumably be improved 

by screening instruments that are developmentally 

appropriate and normed on elderly samples. 

Purpose of Research 

The purpose of this study was to explore whether one 

alcoholism screening instrument, the Alcohol Use Inventory 

(AUI) (Horn, Wanberg, & Foster, 1990) is as effective in 

detecting alcoholism in the elderly as in younger persons. 

Problem Statement 

Alcoholism is a growing concern in the elderly 

population (Subcommittee on Health and Long-term Care 

(SHLTC), 1992); Glynn, Bouchard, LoCastro & Nan, 1985). 



Extant tools for detecting alcoholism have been developed 

and used in younger populations, however there is a lack of 

information about the application of these tools in older 

populations {Graham, 1986). The problem to be investigated 

in this study was: Does one established alcohol screening 

instrument, the AUI, detect alcoholism in a known group of 

elderly alcoholics as well as it does for a comparison group 

of younger known alcoholics? 

Research Questions 

The major hypothesis was that there would be a 

significant difference in the scores on the AUI between one 

group of known alcoholics under age 50 and a comparison 

group over age 62. The research questions used to guide 

this investigation were: 

1. What were the differences between the sociodemographic 

characteristics of the older and younger known 

alcoholic groups? 

2. What are the differences on the AUI total score between 

the groups of known alcoholics under age 50 and those 

over age of 62? 

3. What are the differences between the two age groups on 

the subscales within the instrument? 



Definitions 

The following operational definitions were used in this 

study: 

Alcoholic: Persons diagnosed as alcohol dependent according 

to DSM-III-R 303.90 criteria (American Psychiatric 

Association, 1987) for alcohol dependence and currently 

participating in a treatment program for recovery. 

Younger alcoholics: Persons diagnosed according to the 

preceding definition for alcoholics and who are between the 

ages of 20 and 50 years of age. Age 50 was chosen as the 

upper age limit for this group in order to clearly demarcate 

younger and older groups. 

Older alcoholics: Persons diagnosed according to the 

preceding definition for alcoholics and who are 62 years of 

age and over. In consideration of the potential for early 

retirement, this study used age 62 as the lower limit for 

the older age group. 

The Roy Adaptation Model 

This investigation was organized according to the Roy 

Adaptation Model (Roy, 1984). In the model one seeks to 

"...increase the person's adaptive responses and to decrease 

ineffective responses" (Roy, p.37). Adaptive and 

ineffective responses are evidenced in one of four effector 

modes: (1) the physiologic mode, (2) the self-concept mode, 
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(3) the role function mode, and (4) the interdependence mode 

(Figure 1). Behavioral manifestations of adaptive or 

ineffective responses to life stimuli are evidenced in these 

modes. Roy defines adaptive responses as "...those that 

promote the integrity of the person in terms of the goals of 

the human system: survival, growth, reproduction, and 

mastery" (Roy, 1987, p. 35). Ineffective responses are 

those that are not conducive to attainment of these goals 

(Roy, 1987). Alcoholism as the focus of this investigation 

is considered to be an ineffective response. 

Assessment is a key factor in the Roy model. 

Assessment consists of assessing the behaviors exhibited in 

the response mode as to whether they are adaptive or 

ineffective (Roy, 1984). Information is collected by direct 

observation, written tests, physiologic parameters, and 

interview (Fawcett, 1989). The goal of the assessment 

process is to arrive at a nursing diagnosis and a plan of 

interventions to promote adaptive behaviors (Roy, 1984). 

Changes in behavior are then evaluated and the interventions 

planned as necessary (Figure 1). The Roy Adaptation Model 

provides a framework to assess the impact of alcohol use in 

the elderly as evidenced by changes in the effector modes. 



RESPONSES EFFECT MODES 

dcohol abuse 

^Physiologic 

»»Self concept 

*»Role function 

Înterdependence 

MURSIMG DIAGNOSIS 

INTERVENTION 
< 

Figure 1. Conceptualization of Selected Portions of 

Roy's Adaptation Model 
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Significance to Nursing 

Currently 12% of the U.S. population is over the age of 

65, and by the year 2030 this number is projected to be 25% 

(Senate Special Committee on Aging (SSCA), 1990). It is 

estimated that 37% of people over age 55 have an alcohol or 

substance abuse problem. About 60% of older people may be 

daily drinkers and 15% of those over age 60 may drink as 

much as four or more drinks a day (SHLTC, 1992). Given the 

projected increase in the number of elderly in our society, 

the estimated prevalence of elderly alcoholics can be 

expected to rise. Lack of detection and referral for 

treatment can result in serious health and social problems 

for older adults. Chronic use of alcohol can exacerbate 

chronic diseases, including hypertension and diabetes, and 

contribute to decline in functional and mental status. 

Although nurses care for large numbers of elders that may be 

suffering from alcohol dependence, the anonymity of the 

elderly alcoholic is a barrier to the provision of 

appropriate quality care. 

Improved understanding of the use of screening 

instruments in elderly populations will add to the body of 

knowledge about the presentation of alcoholism in the 

elderly. The significance of this problem lies in the 

potential to (1) assist in the greater recognition of older 

alcoholics, thus initiating the treatment process, 
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(2) develop interventions and strategies to limit sequelae 

and deterioration, and (3) pave the way for continued 

development of age-normed screening and diagnostic tools for 

the elderly. Nurses in innumerable settings routinely 

assess patients and could readily administer alcohol 

detection screening instruments as a part of their initial 

patient assessment (Bernardt, Mumford, & Murray, 1984). 
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REVIEW OF THE LITERATURE 

Background 

In recent years it has become evident that alcoholism 

is a growing health problem for the nation's elderly (SHLTC, 

1992). In 1990, 11% of the U.S. population was over the age 

of 60 and this is expected to increase to 25% by 2030 (SSCA, 

1990). As many as 2.5 million older adults have alcohol 

related problems (SHLTC, 1992). Further, 54% of people 

18 to 49 years of age and 30% of those 50 to 59 years of age 

abuse alcohol and since members of these age groups are 

expected to live longer, it is anticipated that there will 

be a substantial increase in the magnitude of alcohol and 

alcohol-related problems in future cohorts of elderly 

(Gruchow, 1989). In addition, as many as 60-75% of elderly 

patients admitted to acute care hospitals have illnesses or 

serious sequelae resulting from alcohol use (Beresford, 

1988; SHLTC, 1992) and even in long-term care facilities up 

to 50% of residents have an alcohol related health problem 

(SHLTC, 1992). 

The Diagnostic and Statistical Manual of Mental 

Disorders (DSM-III-R) (American Psychiatric Association, 

1987) classifies alcohol abuse and alcohol dependence as 

psychoactive substance use disorders. Diagnosis is based on 
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the presence of maladaptive behaviors resulting from the 

intermittent or regular use of substances affecting the 

central nervous system. DSM-III-R diagnostic criteria for 

dependence include a minimum of three of nine symptoms for 

at least a month or multiple symptom occurrences over time. 

The nine symptoms are: (1) substance is used in greater 

amounts and longer duration than originally intended; 

(2) there is an inability to decrease substance use despite 

attempts at reduction or control; (3) a large amount of time 

is spent obtaining the substance, using or recovering from 

its effects; (4) intoxication or withdrawal symptoms are 

present when performance of role obligations is expected; 

(5) substance use interferes with initiation or amount of 

social, leisure time or employment related activities; 

(6) substance use continues despite known undesirable 

social, psychological or physical consequences; (7) there is 

a need for increased amounts of the substance to achieve the 

desired effect or intoxication; (8) withdrawal symptoms 

present with substance reduction or cessation; and, (9) the 

substance is used to prevent withdrawal or minimize 

withdrawal symptoms. Test construction for most extant 

alcohol screening instruments is based on items which are 

founded on these criteria. The application of these 

criteria (and associated screening tools) to elderly 

populations can be problematic because of the confounding 



20 

effects of physiologic age-related changes, concomitant 

disease, role and lifestyle changes, age stereotyping and 

stigma associated with alcoholism (Graham, 1986; Gomberg, 

1990 ) . 

The review of the literature is organized according to 

the effector mode categories (i.e., physiologic, self-

concept, role function, interdependence) in Roy's Adaptation 

Model. 

Physiologic Mode 

Chronic use of alcohol causes multiple physiologic 

changes that affect an individuals' health. The effects of 

alcohol combined with age-related changes increase the 

vulnerability of elderly drinkers to the negative effects of 

alcohol consumption. 

Alcohol is rapidly and completely absorbed by passive 

diffusion in the intestinal tract and absorption does not 

appear to decline with age (r = .56, p < .001). There has 

been no statistically significant alteration found in the 

rate of hepatic metabolism of alcohol among older drinkers. 

However, elderly drinkers have been shown to have higher 

blood alcohol levels per quantity consumed as compared to 

younger drinkers (r =.55, p < .001); the increased blood 

alcohol levels appear to be due to age related changes in 

volume distribution. As people age there is a decrease in 
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lean body mass (p < .05) and total body water with a 

concomitant increase in total body fat (r = .312, p < .001) 

(Vestal, et al., 1977). Ethanol distributes into water and 

thus blood alcohol levels will be higher in the elderly than 

in younger drinkers due to less dilution in body water. 

Alcohol use adversely affects the nutritional status of 

chronic users. Many elderly drinkers are already at risk 

for nutritional deficits due to poor financial resources, 

inadequate social supports, and difficulty performing 

instrumental activities of daily living, e.g., shopping, 

cooking. Chronic use of alcohol depresses the appetite, 

replaces other foods in the diet and interferes with the 

absorption of nutrients (Lieber, 1989). In addition, 

energy derived from alcohol intake increases as 

carbohydrate, fat and protein intake are curbed leading to 

nutritional deficiencies (Mohs & Watson, 1988; Leiber, 

1989). Vitamin deficiencies, including Vitamin C, B 

complex, thiamine, folate and riboflavin are common in 

chronic alcoholics (Hurt, Higgins, Nelson, Morse & Dickson, 

1986; Leiber, 1989). In addition, deficits of magnesium, 

calcium, copper and zinc are common (Mohs & Watson, 1988). 

Interestingly, elevation of serum iron is frequent and may 

be related to decreased iron utilization, increased uptake 

and increased iron intake from alcoholic beverages high in 

iron (Savage & Lindenbaum, 1986). Although not 
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statistically significant, there were difference in 

laboratory values between groups of older and younger 

drinkers. A study exploring chronic alcohol abuse and 

nutritional status found differences between laboratory 

values for older and younger drinkers using the Wilcoxon 

two-sample rank sum test. Older persons in the same study 

had increased mean corpuscular volume (p = .0001), increased 

mean corpuscular hemoglobin (p = .007), decreased albumin 

(p =.0004), increased aspartate aminotransferase (p = .012) 

and increased glucose (p = .04) (Hurt, 1988). 

Many diseases are caused by or related to chronic 

alcohol abuse. Cardiovascular, endocrine, metabolic and the 

central nervous systems are frequently involved. Alcohol 

use by the elderly can compromise immune system status 

(Watson, 1989), contribute to sleep disorders (Mishara St 

Kastenbaum, 1980), cause cardiomyopathies, acute gastritis 

and cirrhosis (Blazer, 1990; Brophy, 1991), as well as 

precipitate and exacerbate depression (Schuckit, 1982; 

Blazer, Bachar, & Manton, 1986). Alcohol intoxication can 

mimic dementia by interfering with cognitive and motor 

functioning (Hartford & Samorajski, 1982; SHLTC, 1992) and 

chronic alcohol abuse may result in alcoholic dementia that 

affects the processes synthesis and integration (Meyer, 

Largen, Shaw, Mortel, & Rogers, 1984). Alcohol also 

interferes with the metabolism of many drugs, both over-the-



counter and prescription. Acute ingestion can retard 

hepatic metabolism of drugs, causing increased drug levels; 

chronic alcohol use can heighten hepatic metabolism, thereby 

increasing drug clearance prematurely (Scott & Mitchell, 

1988). 

In summary, the impact of alcohol abuse on physiologic 

functioning of older drinkers is multi-faceted and complex. 

Nutritional status, acute and chronic diseases, and drug 

metabolism are all adversely affected by chronic alcohol 

abuse and elders may present to health care providers with 

complicated health problems caused or exacerbated by alcohol 

use. Alcohol use can contribute to changes in an elders' 

physical health and must be considered as a potential health 

problem in older populations. 

Self-Concept Mode 

Factors influencing self-concept in the elderly include 

changes in biologic, psychologic and social realms. The 

biologic changes of aging are not simply internal phenomena 

such as menopause or decreased bone mass, but are also 

visible reminders of the aging process, i.e. wrinkles and 

shortened stature. Retirement heralds major changes in 

social role, income, goals and lifestyle (Williams, 1984). 

In addition, many elderly are subject to ageism, the 

stereotyping and discrimination of people based on age 
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(Butler, 1990; Kimmel, 1990). Thus, older people may 

perceive that their contributions to society are no longer 

valued and that they are not cherished, leading to changes 

in self-esteem (Williams, 1984; McConnell & Mattison, 1988). 

Alcohol use may then become a coping mechanism to bolster 

decreased self-esteem. 

Self-report is a major factor in the detection of 

alcohol abuse. Willingness to self-report becomes an issue 

when frequency and quantity instruments are used to assess 

elderly drinkers. In a household survey, elderly people 

(n = 928) were more likely to deny or under report alcohol 

use than are younger aged people (Fischer's exact test, 

P < .001) (Meyers, Hingson, Mucatel, & Goldman, 1982). In 

the same study, older drinkers also reported less problem 

drinking than did younger drinkers (P < .001). Mishara 

(1980) suggests that older individuals may be reluctant to 

share information about personal aspects of their lives 

because they fear retribution in the form of decreased 

government financial assistance or other types of social 

support. The fear of loss of independence can inhibit 

candid reporting of alcohol use (Jinks & Raschki, 1990) and 

admission of excessive actual alcohol intake by the elderly 

may be a behavior that is inconsistent with their self-image 

(Glynn, Bouchard, LoCastro, & Laird, 1985; Gruchow, 1989). 

Older generations grew up when drinking was socially 
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unacceptable and they may be unwilling to report even small 

amounts of ingestion because of feared social repercussions 

(Graham, 1986). The present generation of older drinkers 

experienced the depression of the 1930s and World War II. 

Drinkers among the old-old elderly also experienced the 

influence of Prohibition. These historic events influenced 

social perceptions of alcohol use during the lives of older 

individuals and most likely reduce the ease with which 

elderly people discuss alcohol use. 

Various ailments such as musculoskeletal pain or 

insomnia can lead to the use of alcohol as a home remedy. 

One study found older drinkers (N =2105) did not take 

cardiac medications (95%), diabetic medication (92%) or 

arthritis medications (74%) (Nakamura, et al., 1990). It is 

speculated that alcohol is used as a medication, thus when 

older drinkers are queried about consumption it may not be 

reported because it is considered to be a medical treatment 

rather than a medical problem (Canter & Koretzky, 1989; 

Glanz, 1981; Nakamura, et al., 1990). 

Underdiagnosis of alcoholism is a common problem in all 

age groups. One study reported that 60% of substance and 

alcohol abusers were not readily identified (Coulehan, 

Zetter-Segal, Block, McClelland, & Schulberg, 1987). 

Individuals that were identified were more likely to be 

older, be significantly older (p =.04) and have less 
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difficulty with social functioning (p =.03). Elderly 

alcohol abusers may escape detection because many health 

care providers do not ask older people about alcohol use or 

consider symptoms of alcoholism to be due to aging. The 

providers may feel embarrassed to pose such questions to 

their elders or alternately may believe that the prognosis 

for the elderly alcoholic is poor (Coulehan, et al., 1987; 

Willenbring, Christensen, Spring, & Rasmussen, 1987). These 

attitudes may reinforce negative feelings of self-worth 

because refusal by a health provider to confront a problem 

may be interpreted as meaning the problem is too 

overwhelming to be confronted. 

Suicide risk in this country is highest among depressed 

elderly alcoholics (Beck, Steer, & Trexler, 1989; SHLTC, 

1992). In a longitudinal study, it was found that persons 

with alcoholism commit suicide more often those not 

diagnosed as alcoholic, x2 (1, N =472) = 15.13, p < .001). 

The risk is highest for elderly caucasian males and those 

who live alone, have a chronic illness, have sustained a 

recent loss or have a history of substance of substance 

abuse (Thienhaus & Hartford, 1984; Dreyfus, 1988). Blazer, 

Bachar and Manton (1986) analyzed national suicide data 

(National Center for Health Statistics) from 1979 and found 

that suicides increased sharply after age 60. In one 

investigation examining suicides in people aged 50 and older 



(N = 248) it was found that older persons successfully 

committing suicide were more often widowed (p < .0002) and 

that 35% of the persons had lived alone at the time of the 

suicide. Of the 248 cases examined only six were non-

caucasian and 69% were male. Blood alcohol levels were 

measured in 227 of 248 suicide victims over age 50 and 

alcohol was detected in 22.9% of the samples. However, with 

advancing age, it was less likely to be found (p < .0002) 

(Conwell, Rotenberg, & Caine, 1990). In addition, 

depressive disorders are common in older adults. One study 

found that 75% of elderly drinkers (N = 48) experienced 

negative mood states (e.g. loneliness, depression, sadness) 

prior to their first drink (Schonfeld & Dupree, 1991). 

Christopherson, Escher, and Bainton (1984) found that 

elderly drinkers (N = 444) reported differences in reasons 

for drinking depending upon their age. The most frequent 

reason for drinking in those aged 65-69 years was to relieve 

feelings of pressure (69.6%). Those individuals between age 

70-74 most frequently reported that they drank because the 

doctor suggested they drink (31.4%). Drinking to aid in 

feelings of satisfaction was the most frequent reason given 

for those age 75-79 (37.5%). Those between ages 80-84 

reported that they drank in order to combat feelings of 

loneliness (25%). Alcohol use combined with a depressive 



disorder thus may place the older drinker at an even higher 

risk for suicide. 

In summary, aging is associated with many processes 

that impact ones self-image. The negative images associated 

with aging combined with biologic changes can adversely 

impact an elders self-concept placing them at increased risk 

for alcohol use as a means of coping. Many older people may 

deny or under-report alcohol use because of conflicts with 

their perceived self-image and because of fear of 

retribution or loss of independence. Additionally, health 

care providers may not recognize the extent of the problem 

in older populations and elder drinkers may go unrecognized 

through the health care system. 

Role Function Mode 

All people fulfill roles in society. "A person needs 

to know who he or she is in relation to others and what the 

expectations of society are for the positions that are held 

so that one can act appropriately" (Nuwayhid, 1984, p. 

286). According to Roy (1987) these roles may be primary, 

secondary or tertiary roles. He states that primary roles 

are those related to developmental levels, secondary roles 

are those that are taken on in order to meet the demands of 

the primary role, i.e. wage earner, parent and tertiary 

roles are temporary roles that are related to activities in 
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the secondary role, i.e. member of neighborhood committee. 

Paralleling the primary role is Erickson's (1968) 

development framework; people over the age of 65 are in the 

eighth stage of Integrity versus Despair. The goals in this 

stage are to achieve purpose and meaning in life by 

providing for future generations. Achievement of these 

goals can be difficult for elders in a society such as ours 

that devalues elders and in which ageism is rampant. This 

coupled with alcohol use can negatively affect fulfillment 

of role obligations as well as impact the other effector 

modes. 

Two groups of elderly alcoholics have been described. 

Rosin and Glatt (1971) found that elderly drinkers fell into 

one of two groups: early-onset or late-onset. Early-onset 

abusers characteristically began drinking early in life 

(40.0 + 13.06 years), are more depressed than late-onset 

abusers (F (1,39) = 5.83, p < .02) and exhibit personality 

characteristics similar to younger drinkers. Late-onset 

abusers begin to experience drinking problems later in life 

(61.5 + 11.71 years) usually in response to a major stress, 

i.e. retirement, bereavement, illness. Late-onset drinkers 

were also found to be more socially stable and to have more 

life satisfaction (F (1, 36) = 4.14, p < .02) than early-

onset abusers (Schonfeld & Dupree, 1991). Gomberg (1990) 

points out, however, that to categorize drinkers based on 
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age of onset alone omits many other facets of the problem. 

Social, environmental, genetic and biologic factors, drug 

effects must also be carefully considered when evaluating 

the status of an elderly drinker. 

Loneliness, chronic illness, loss of or change in role 

and a lack of purpose in life all place the elderly person 

at increased risk for alcohol abuse (Segal, 1988) and late 

life stressors can also exacerbate a pre-existing tendency 

to drink excessively (P < .001) (Meyers, Hingson, Mucatel, & 

Goldman, 1982). Symptoms of alcohol dependence may appear 

as the person becomes increasingly unable to complete 

important social tasks and to meet expected role 

obligations. Characteristics of interference in role 

function include (1) decreased involvement in family, social 

or leisure activities because of intoxication or symptoms of 

withdrawal, and/or (2) use of alcohol despite previous 

experience of undesirable social, psychological or 

physiologic consequences. In regard to the former 

characteristics, boredom, changes in marital status and 

diminishing financial resources and social contacts coupled 

with feelings of loneliness and depression have been 

reported as antecedent to drinking (Meyers, et al., 1982; 

SHLTC, 1992). In regard to the latter, previous undesired 

consequences may not have been recognized as alcohol related 

problems but rather thought of as signs of aging or as other 
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disease processes (Beresford, Blow, Brower, Adams, & Hall, 

1988; SHLTC, 1992). Additionally, older people (N = 928) 

are less likely to admit to problem drinking despite 

acknowledging negative effects of drinking on their 

financial status (14%), family relationships (14%) and on 

their health (38%) (Meyers, et al., 1982). 

Sexual interest and activity continue into late life 

(Kimmel, 1990; Pfeiffer, Verwordt, & Wang, 1969). Chronic 

alcohol abuse can cause testicular atrophy and chronic 

impotence (Hojmacki, Cluette-Brown, Mulligan, & Rencricca, 

1989; Hartford & Samorajski, 1982). Female alcoholics may 

experience a decreased libido (Hojmacki, et al., 1982). The 

impact of these changes can be devastating to the 

fulfillment of the role as a sexual partner, adding further 

stresses to those already associated with aging. 

In summary, the successful completion of age-related 

role changes can be difficult for older persons in our 

society. Alcohol use by older persons experiencing 

difficulties coping can exacerbate already complicated 

social, psychological and physical problems. Studies 

indicate that although the reasons for alcohol use are 

varied the consequences are rarely beneficial. Older 

alcoholics have been categorized as either early- or late-

onset drinkers. Although the two groups have some important 

differences, it is important to be mindful of the 
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commonalities associated with alcoholism and age relate role 

changes regardless of age of onset. 

Interdependence Mode 

Roy's interdependence mode focuses on close 

interpersonal relationships and the meeting of an 

individual's affectational needs (Tedrow, 1984). It 

describes the circular relationship that exists between an 

individual and their environment. Alcoholics have been 

described as people having "...extremely high affectional 

needs and may feel they have never been loved as they should 

have been or even that they are not worth loving" (Hicks, 

1984, p. 486). 

Older people who are not married and rate low on life 

satisfaction scales are at high risk for alcohol abuse 

(xJ = 6.88, p <.05) (Warheit & Auth, 1983). Meyers, 

Hingson, Mucatel and Goldman (1982) found that older people 

with alcohol related problems reported less satisfaction 

with their marriages, close friends and extended family 

members than did those people of the same age without 

alcohol-related problems (P < .05) and that alcohol use 

worsened these relationships. Elder drinkers are more 

likely to be separated or divorced than are younger drinkers 

(p < .001) (Holzer, et al., 1983). Separation and divorce 

(x* = 11.21, p < .01) and family conflict (x2 = 22.37, 
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p < .001) frequently herald an alcohol use problem (Warheit 

& Auth, 1983). Older persons living apart from family 

members are at high risk for alcohol related problems 

(Holzer, et al., 1983). Smart and Adlaf (1988) found that 

individuals with more family members were significantly less 

likely to drink on a daily basis (logistic coefficient = 

-1.671, p < .05). This may be due to increased family 

control over consumption or may reflect increased emotional 

and social support. This finding may also be due to efforts 

by the family to protect the elderly drinker (Williams, 

1984; Patterson, Abrahams, St Baker, 1974). Warheit and Auth 

(1983) found that elderly drinkers experienced feeling of 

hopelessness with regard to family problems and conflict 

(x2 = 22 . 37 , p < .001) . 

In summary, interdependence centers on an individual's 

close interpersonal relationships. Many elderly alcoholics 

have had changes in their in the lives that affect their use 

of alcohol. Some older people use alcohol to cope with 

changes in relationships, e.g. death of a spouse, family 

conflict. For others alcohol use is the source of the 

problem and changes in relationships are due to alcohol 

abuse. Aging itself can bring about many changes in 

interdependence and the concomitant use of alcohol can add 

to already difficult problems. 



34 

Summary 

The literature review revealed the complexity of 

alcohol abuse in the elderly. Physiologic, psychologic and 

social factors must all be included in any assessment of 

alcoholism in elderly individuals. Characteristics of 

alcohol abuse in younger people are not necessarily the same 

ones seen in older individuals. Symptoms of alcoholism in 

the elderly may be viewed as normal signs of aging and thus 

the older drinker may not be identified and treatment not 

initiated ((Willenbring, Christensen, Spring, & Rasmussen, 

1987). Screening tests have traditionally been established 

in younger populations and may not be effective for use in 

groups that have different social, psychologic and 

physiologic components (Graham, 1986). Utilizing screening 

test routinely in the health assessment of the elderly would 

help to identify people that might not otherwise be 

recognized. However for these instruments to be useful they 

must be adequately tested in the populations for which they 

are to be used. 
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CHAPTER III 

METHODOLOGY 

Introduction 

The purpose of this study is to determine whether one 

extant alcoholism screening instrument was as effective in 

identifying older alcoholics as it was in identifying 

younger alcoholics. Ultimately it is hoped that elder 

alcoholics will be more readily identified by the use of 

instruments that have demonstrated efficacy in older 

populations. The theoretical source used to guide this 

research was Roy's (1984) Adaptation Model. 

Sample 

The sample was obtained from the Alcohol Treatment Unit 

(ATU) at a Department of Veterans Affairs Medical Center in 

a southwestern U.S. city. The facility supports both 

inpatient and outpatient alcohol treatment programs. The 

hospital has a 305 bed capacity, 30 of which are a part of 

the ATU. 

A convenience sample was utilized for this research 

study. The sample consisted of 28 males, 15 over age 62 and 

13 between the ages of 21 and 50, who were voluntarily 

admitted to the inpatient ATU program. All participants met 

DSM-III-R diagnostic criteria for alcohol dependence 303.90. 



36 

Initially subjects were not remunerated for their time, but 

because of the length of time required to complete the 

questionnaire subjects were each paid five dollars for 

participating in the study. Subjects that had completed the 

questionairre prior to the ammendment incorporating subject 

pay were paid retrospectively. 

The potential for systematic bias in data collection 

cannot be eliminated, but was carefully considered. The 

potential for systematic bias came from two major sources: 

(1) the selection process which was non-randomized, 

(2) administration of the instrument by the investigator, 

and (3) the renumeration to subjects for their time. 

Because it was non-randomized sample, it must be highly 

representative. All persons undergoing treatment at the 

time of the study who met the study entry criteria were 

invited to participate, making the sample as highly 

representative as possible. Completion of the questionairre 

took approximately sixty minutes and individuals completing 

the questionairre were each paid five dollars for time their 

time. The ATU nursing coordinator was instructed by the 

investigator in the administration of the tool. 

Instructions about how to complete the instrument were then 

administered by the ATU nursing coordinator, rather than the 

investigator and subjects completed the forms themselves. 



This reduced investigator bias during the administration of 

the tool. 

Procedures 

All subjects were recruited from the ATU. The 

investigator presented a brief description of the study to 

potential participants during regular group meetings held in 

the ATU. Participants were asked to complete a brief 

demographic questionnaire (age, marital status, ethnic 

background, gender) (Appendix A) that was attached to the 

front of the study questionnaire. Subject confidentiality 

was assured by numerically coded answer booklets. The 

completed booklets were placed into an envelope upon 

completion and returned to the investigator by the ATU 

nursing coordinator. 

Informed Consent 

Prior to the initiation of the study, approval was 

obtained from the Institutional Review Board (IRB) at the 

University of Arizona (Appendix B). The study was also 

approved by the IRB for the this particular Department of 

Veterans Affairs Medical Center (Appendix C). The study 

was deemed to be of minimal risk and given exempt status. 

A disclaimer (Appendix D) was attached to the front of 

each test booklet and willingness to participate was 
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concluded by the completion of the test booklet. IRB 

approval from both the Universtiy of Arizona and the 

Department of Veteran Affairs was obtained for the 

ammendment pertaining to subject payment (Appendices E 

and F). The disclaimer was modified to reflect these 

changes (Appendix G). 

Instrument 

A brief questionnaire was utilized to obtain 

demographic information about study participants. Age, 

gender, ethnic background and marital status were assessed. 

The Alcohol Use Inventory (AUI) (Horn, Wanberg, & 

Fosster, 1990) is an alcohol use assessment tool designed to 

describe individuals identified as an alcoholic. The 

Alcohol Use Inventory is a copyrighted instrument (Appendix 

H). The author was not granted permission to copy the 

instrument for inclusion in the report of this study 

(Appendix I). Precursors to the AUI were the Drinking 

History Questionnaire (DHQ) and the Alcohol Use 

Questionnaire (AUQ). These were based on early theories 

(Jellinek, I960; Glatt, 1976) that alcoholism was a single 

disease entity consisting of progressively debilitating 

stages (Horn, et al., 1990). The AUI is an outgrowth of a 

more contemporary school of thought that conceptualizes 

alcoholism as a "...mixed collection of several distinct 
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conditions that have distinct etiologies and require 

distinct therapies if they are to be dealt with effectively" 

(Wanberg & Horn, 1983). 

The instrument consists of 24 sub-scales categorized 

into four domains: (1) perceived benefits of drinking, 

(2) styles or characteristics ways of drinking, 

(3) consequences of drinking, and (4) concerns and 

recognition of problems related to drinking (Horn, et al., 

1990). The domains are further categorized into primary, 

secondary and tertiary levels. For the purpose of this 

study only the primary scales (Figure 2) were used for data 

collection and analysis. Table 1 lists the items in the 

questionnaire that correspond to each of the 17 primary sub 

scales. 

The description of the instrument is organized 

according to the four domains contained in the AUI. Figure 

3 is an overlay of the 17 primary AUI scales into Roy's 

framework as conceptualized by the author. 

Benefits 

The first primary level measures the perceived 

benefits derived form alcohol use. It includes four primary 

scales and one secondary scale each having a unique acronym. 

Primary scales and their acronyms include: (1) drinking to 

improve social interactions (SOCIALIM), (2) drinking to 
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BENEFITS 

SOCIALIM 

MENTALIM 

MANGMOOD 

MARICOPE 

STYLES 

GREGARUS 

COMUULSV 

SUSTAIND 

QUANTITY 

CONSEQUENSES 

LCONTROL 

ROLEMALA 

DELIRIUM 

HANGOVER 

MARIPROB 

CONCERNS & 
ACKNOWLEDGEMENTS 

GUILTWOR 

HELPBEFR 

RECEPTIV 

AWARENES 

Figure 2. Organizing Framework for Primary Subscales of 

the AUI. 
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Table 1. Primary Scales and Corresponding Test Items. 

SCALES ITEMS 

1, 20, 39, 58, 77, 96, 115, 134, 153 

2, 21, 40, 59, 78 

3, 22, 41, 60, 79, 98, 117 

210, 211, 212, 213, 214, 215, 216 

5, 6, 24, 25, 43, 62, 81, 100, 119 

7, 26, 45, 64, 83, 102, 121 

8, 9, 28, 27, 46, 65, 84, 103 

LCONTROL 10, 29, 48, 67, 86, 105, 124, 143, 162, 181 

ROLEMALA 11, 30, 49, 68, 87, 106, 125, 144 

DELIRIUM 12, 31, 50, 69, 88, 107 

13, 32, 51, 70, 89, 108 

209, 220, 221, 222, 223, 224 

SOCIALIM 

MENTLAIM 

MANGMOOD 

MARICOPE 

GREGARUS 

COMPULSV 

SUSTAIND 

HELPBEFR 

RECEPTIV 

AWARENES 

HANGOVER 

MARIPROB 

QUANTITY 15, 34, 53, 

GUILTWOR 16, 35, 54, 73, 92, 111, 130, 149, 168 

17, 36, 55, 74, 93, 112, 131 

18, 37, 56, 75, 94, 113, 132, 151 

19, 38, 57, 76, 95, 114 
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enhance intellectual functioning (MENTALIM), (3) alcohol 

used to manage moods (MANGMOOD), and (4) alcohol used to 

help cope with marital problems (MARICOPE) (Horn, 1990). 

A person's perceived benefits of drinking including 

drinking to relax, to make friends or to lessen feelings of 

inferiority are measured in this section (SOCIALM). The 

mental functioning scale (MENTALIM) assesses perceptions of 

heightened alertness, improved cognitive abilities and work 

performance, and increased ability to attain goals (Wanberg, 

1977). Mood management (MANGMOOD) examines the use of 

alcohol as a means to reduce stress, relieve the blues and 

to overcome depression. Feelings of victimization by a 

spouse or significant other are queried in a section probing 

marital problems (MARICOPE). Drinking to cope with a 

jealous or unfaithful spouse, or to cope with a spouse "that 

has changed (in personality)" (Horn, et al., 1990, p.6) are 

included in this scale. 

Styles 

Styles of drinking are the focus of the second domain. 

Gregarious drinking (GREGARUS) consists of drinking in 

groups, at bars and parties or with members of the opposite 

sex. This is in contrast to a solo-type style of drinking. 

Compulsive drinking behaviors (COMPULSV) are ones that are 

most characteristically thought of as 'typical' of the 
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alcoholic. These behaviors include being obsessed with 

thoughts about alcohol, feeling the need to be in close 

proximity to alcohol, and hiding bottles. Drinking at fixed 

times of the day and achieving some level of intoxication 

each day without periods of abstinence is included in the 

section evaluating Sustained drinking behaviors (SUSTAIND). 

The amount of alcohol consumption that the drinker will 

acknowledge (QUANTITY) is also explored in this section. 

Consequences 

The third domain, consequences, has five sub

categories. The first is loss of control (LCONTROL) and is 

depicted by loss of consciousness, blackouts, belligerence, 

and changes in gait and balance (Horn, et al., 1990). 

Suicide attempts and harm to self or others are included in 

this category. Role mal-adaptation (ROLEMALA) measures 

behaviors associated with the interference of adult social 

roles. Interference with these roles may include loss of 

employment, missed work, vehicular offenses, confinement by 

the judicial system and solitary living. Perceptual 

symptoms experienced during withdrawal from long-term 

alcohol abuse are measured in the scale for delirium 

(DELIRIUM). Unclear thinking, perceiving things that aren't 

there and experiencing strange or unusual feelings during 

the process of sobering up are queried. The next category 



in this domain is hangover (HANGOVER) which measures 

features associated with the physical manifestations of 

withdrawal, e.g. nausea, tachycardia, seizures. Marital 

problems (MARIPROB) addresses difficulties encountered as 

the result of drinking. Fighting, and demeaning or abusing 

a spouse while drinking are behaviors examined in this 

category. Perceptions of the spouse as nagging, angry or 

frustrated with the person's drinking are also considered in 

this group. People that have not been married or involved 

in a similar relationship in the previous 6 months do not 

complete this section. 

Concerns and Acknowledgements 

Concerns and acknowledgements comprise the fourth 

primary scales. Guilt and worry (GUILTWOR) measures fears 

that drinking is becoming worse, feelings of anxiety after 

drinking, feelings of depression and unwillingness to talk 

about alcohol. Prior attempts to control or stop drinking 

are assessed in the scale measuring previous attempts to 

handle alcohol (HELPBEFR). Medications, support groups, or 

other types of treatments are considered within this 

section. The third category is readiness for help (RECEPT) 

Items in this portion of the instrument are used to 

determine the individuals feelings about the need for help, 

willingness to participate in treatment programs, and 
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perceived ability to stop. The last sub-category is 

awareness of drinking problems (AWARENES) and queries 

thoughts about inabilities to meet obligations because of 

drinking and the inability to regulate frequency and volume 

of alcohol consumed. 

Reliability and Validity 

The Alcohol Use Inventory (AUI) consists of scales 

devised to measure behaviors associated with problematic 

alcohol use. Items in the scales were developed statements 

made by persons entering alcohol treatment programs for the 

first time, from clinicians caring for alcoholics, and from 

an extensive literature review. Questions were then 

developed that would elicit information about problems 

associated with alcohol consumption. 

The internal consistency ratio of the AUI primary 

scales ranges between .67 and .87, except for the QUANTITY 

scale, indicating that the instrument reflects homogeneity 

of the items within the scales. The outlier, QUANTITY, 

measures the amount of all types of alcohol consumed and has 

an internal consistency ratiio of .54. The low internal 

consistency ratio is not indicative of poor measurement, but 

rather, reflects that most individuals who drink alcohol use 

primarily one type of beverage and "an item that indicates 

how much alcohol is obtained using one beverage need not 
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correlate very highly with items that indicate how much 

alcohol is obtained from the use of other beverages" 

(Wanberg & Poster, 1990, p. 24). 

Hardiness of the scales was determined by comparing the 

internal consistency ratios of the instrument over a four 

year period. The internal consistency ratios in the samples 

varied 0.05, with the exception of QUANTITY which varied 

0.09 and COMPULSV which varied 0.06. 

Test-retest correlations range between .69 and .89, 

with the exception of MARIPROB which was .54. The low test-

retest for this scale may be accounted for by the treatment 

received between the time of the first and second test. 

Individuals may have experienced marital discord at the time 

of the initial testing and after time away from the marital 

environment the perception of marital problems may changed 

thus scores on this particular scale may reflect this 

alteration in perception. Stability of the instrument was 

measured six months after initial testing in two groups 

receiving different treatment lengths. The means were lower 

for the long-term group than for the short term-group at the 

six month re-test interval reflecting the impact of therapy. 

However, at the one year interval the means were not 

significantly different (Horn, et al., 1990). 

Content validity was established by an extensive 

literature review and multiple interviews with people about 



48 

their experiences with alcohol. Interviews were conducted 

with mental health care providers, non-drinkers and 

drinkers, individuals in different stages of treatment, and 

people in different drinking environments, i.e. saloons and 

parties. 

Criterion validity for the AUI is difficult to 

establish because of the ambiguity of the criterion for the 

definition of alcoholism. Horn, Wanberg, and Foster (1990) 

state that "there is no agreed-upon operations for 

specifying alcoholism or any particular undesirable 

condition associated with alcohol abuse, be it called 

alcohol dependence or something else" (p. 31). This lack of 

consensus thus makes criterion validity difficult to 

determine. In attempt to establish criterion validity 

however, three different types of admissions to an alcohol 

treatment center were given the AUI to determine the 

relevancy of the instrument s consisted of outpatients, 

patients admitted for the first-time, and chronic-severe 

inpatients (Wanberg, Horn, & Foster, 1977). T-score means 

and F-tests for variance between the groups were analyzed 

and it was found that of the primary scales ROLEMALA, 

HANGOVER, and COMPULSV were the best at discriminating 

alcohol dependence. Convergent validity of the AUI was 

explored with correlations to the Michigan Alcoholism 

Screening Test (MAST) (Selzer, 1971). The MAST is one of 



49 

the most well established and widely used alcoholism 

screening tools. Horn, et al. (1990), found the MAST 

correlates with the primary scales LCONTROL (.68), HANGOVER 

(.63), GUILTWOR (.61), COMPULSV (.55), ROLEMALA (.54), 

QUANITITY (.54), HELPBEFR (.51), and DELIRIUM (.52). 

The AUI was examined for relationships between its 

scales and those of the Daily Amount of Alcohol Consumed 

scale and the Lifetime Daily Amounts Consumed scale (Skinner 

& Allen, 1983). The AUI primary level scales ROLEMALA, 

COMPULSV and QUANITITY correlated with both the Daily Amount 

of Alcohol Consumed scale and Lifetime Daily Amounts 

Consumed scale. The correlations for Daily Amount of 

Alcohol Consumed and ROLEMALA, COMPULSV and QUANITITY were 

.52, .50 and .46 respectively. The correlations with the 

Lifetime Daily Amounts Consumed scale were .40, .45 and .39 

respectively. 

Data Analysis 

Measures of central tendency and dispersion were 

performed for each group for the primary scales. The 

student's-t was done to compare scores on the questionnaire 

between the two groups. The research questions and methods 

of data analysis (A) were as follows: 



RQ1. What are the sociodemographic characteristics of 

the older and younger known alcoholic groups and 

how do they compare? 

Analysis. Measures of central tendency and dispersion were 

used to describe the characteristics of the 

groups. 

RQ2. What are the differences on the AUI total score 

between the groups of known alcoholics under age 

50 and those over age of 62? 

Analysis. The student-t test was used to compare the means 

between the two groups. 

Q3. What are the differences between the two age 

groups on the subscales within the instrument? 

Analysis. Measures of dispersion were used to describe the 

differences between the groups on the primary sub-

scales . 

Summary 

The methodology of the study protocol was the focus of 

this chapter. A descriptive study was conducted to 

determine if an established alcohol screening instrument 

detects alcoholism in a known group of elderly alcoholics as 

well as it does for a comparison group of younger known 

alcoholics. A convenience sample of 30 known alcoholics 

participated in this study. Data collection was performed 
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by the investigator in the Alcohol Treatment Unit in a 

Department of Veterans Affairs Medical Center in a 

southwestern city. Data was analyzed using measures of 

central tendency, measures of dispersion and the student's 

t-test. 

The purpose of this study was to explore the 

psychometric properties of reliability and validity for the 

Alcohol Use Inventory (AUI) screening instrument in one 

group of known elder alcoholics. Additionally, the study 

explored whether one alcoholism screening instrument, the 

Alcohol Use Inventory (AUI) is as effective in detecting 

alcoholism in the elderly as in younger persons (Horn, 

et al., 1990). 
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CHAPTER IV 

PRESENTATION OF THE DATA 

The findings of the study are presented in this 

chapter. These findings include descriptive and inferential 

analysis, and differences between the groups. Data are 

interpreted and presented narratively and where useful, 

tables are used to assist in the illustration of trends. 

Research Findings 

The internal consistency reliability of the AUI was 

evaluated for the research sample. The criteria against 

which the AUI was evaluated were: (1) item-to-total 

correlations for subscales should be .60 to .80 (Anastasi, 

1976); (2) inter-item correlations for subscales should be 

.30-.70 (Anastasi, 1976); and (3) alpha for established 

scales > .80. (Chronbach & Meehl, 1955; Nunnally, 1978); 

squared multiple correlations should approach .70 

(C. Sheehy, personal communication, November 14, 1992). The 

inter-item correlations and item-to-total correlations for 

the AUI were low in this study sample (Table 2). These 

findings may reflect the small numbers in the sample or the 

fact that the sample was non-randomized. 
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Subscale alpha item-total multiple inter-
correlation squared item 

correlation correlation 
( <.60 ) ( < .70) ( < .30) 

SOCIALIM .78 6 of 7 all majority 

MENTALIM .75 all all majority 

MANGMOOD .70 5 of 7 all all 

MARIPROB . 66 all * all 

QUANTITY . 00 all all all 

GUILTWOR .73 7 of 9 4 of 9 majority 

SUSTAIND . 46 all all majority 

LCONTROL . 83 7 of 10 1 of 10 majority 

ROLEMALA . 68 6 of 8 all majority 

DELIRIUM . 87 5 of 6 1 of 9 all but 6 
items 

HANGOVER . 67 4 of 6 all majority 

HELPBEFR . 82 3 of 7 5 of 7 majority 

RECEPTIV . 61 all all majority 

AWARENES . 65 all all majority 

MARICOPE . 54 all 6 of 7 majority 

GREGARUS . 31 all all majority 

COMPULSV . 79 5 of 7 6 of 7 all but 5 
items 

Legend: * dichotomous data; no multiple squared 
correlations 
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Research Question 1: What are the 
sociodemographic characteristics of the older and 
younger known alcoholic groups and how do they 
compare? 

The sample consisted of 28 known male alcoholics 

participating in an in-patient alcohol treatment program. 

Subjects were enrolled into one of two groups: (1) those 

between 21 and 50 years of age, and (2) those age 62 and 

older. The total sample was normally distributed. Of those 

in the younger group, the mean age was 39.8 years. The mean 

age of the older group was 64.2 years. The sample 

distribution according to ethnic background was as follows: 

50% were Hispanic, 46.4% were Caucasion and 3.6% were Black. 

Approximately 30% of the participants were married (Table 

3). One-third of those over age 62 were married, 40% were 

single or never married and 26% were either divorced or 

seperated. Twenty-three percent of the younger group were 

married while the rest were either seperated or divorced. 

Research Question 2: What are the differences on 
the AUI total score between groups of known 
alcoholics under age 50 and those over age 62? 

Students' t-tests were performed on the total AUI score 

and 17 subscales of the AUI, to analyze the between group 

differences of older and younger alcoholics. There were no 

statistically significant differences found between the 

older and younger groups on their total scores. 
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Table 3. Frequency Distribution of Subjects by 
Sociodemographic Characteristics 

Number Percent 

Marital Status 

Single 2 7.1 

Married 8 28.6 

Divorced 9 32.1 

Seperated 5 19.9 

Never Married 4 14.3 

Ethnicity 

Caucasion 13 46.4 

Hispanic 14 50.0 

Black 1 3.6 

Age 

21-50 years 

> 62 years 

13 

15 

46.4 

53. 6 
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Research Question 3: What are the differences 
between the two age groups on the subscales within 
the instrument? 

Statistically significant differences between age 

groups were demonstrated for the subscales MARICOPE (N = 19, 

t = 2.56, p = .02), GUILTWOR (N = 24, t = 2.47, p = .02), 

LCONTROL (N =25, t = 1.99, p = .05), COMPULSV (N = 26, 

t = 2.02, p = .05) and MANGMOOD (N = 27, t = 2.24, 

p = .03) (Table 4). 

There were sixteen items on which subjects were 

virtually split 50/50 on yes or no responses. This 

suggested the possibility that results may have been 

influenced by ethnicity as well as age, since the ethnic 

distribution was 50% Hispanic and nearly 47% Caucasion. 

Therefore the data were further analyzed using cross-tabs 

which categorized responses both by age and ethnic 

background. There was no obvious difference in the 

frequencies of response attributable to ethnicity. 

Summary 

The focus of this chapter was the presentation of the 

study data and its analysis. Total AUI scale scores, 

seventeen subscales of the AUI, and selected subscale items 

were examined for statistical significance by ethnicity and 

age of two groups of known alcholics. No statistically 
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Table 4. Between Group Differences: Older and Younger 

Known Alcoholics 

Subscales t Value 2 - tailed 
Probablity 

SOCIALM . 04 NS 

MENTALIM -1. 09 NS 

MANGMOOD 2. 24 . 03 

MARIPROB 1. 19 NS 

QUANTITY 1. 70 NS 

GUILTWOR 2. 47 . 02 

SUSTAIND 1. 72 NS 

ROLEMALA .47 NS 

DELIRIUM 1. 17 NS 

HANGOVER 1.63 NS 

HELPBEFR .39 NS 

RECEPTIV 1.82 NS 

AWARENES 1. 88 NS 

MARICOPE 2. 56 . 02 

GREGARUS -.79 NS 

COMPULSV 2. 02 .05 

Legend: NS = not significant 
Older = > 62 years of age 
Younger = 21-50 years of age 
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significant findings were found for the total scale scores 

with regard to either age or ethnicity. 

Statistically significant findings between older and 

younger known alcoholics were demonstrated for the subscales 

of MARICOPE, GUILTWOR, LCONTROL, COMPULSV and MANGMOOD. The 

AUI instrument had acceptable internal consistency 

reliability (i.e., alphas), but the inter-item correlations, 

item to toal correlations and multiple squared correlations 

were lower than would have been expected for an established 

tool. 
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CHAPTER V 

IMPLICATIONS AND RECOHMENDATIONS 

The purpose of this study was to explore whether one 

established alcoholism screening instrument was as effective 

in detecting alcoholism in the elderly as it was in younger 

drinkers. A discussion of the findings from this study, 

implications for nursing, and recommendations for further 

research are presented in this chapter. 

Discussion of the Findings 

The review of the literature for this study suggested 

that alcoholism screening instruments, developed and normed 

using middle-aged men, may not be appropriate for use in 

older groups of people. Social, psychologic and physiologic 

differences between older and younger drinkers are thought 

to obscure the accurate detection of older drinkers when 

using these instruments. This investigation compared the 

scores of younger (n= 13) and older (n = 15) known 

alcoholics (i.e., as diagnosed according to DSM-III-R 

criteria) on the Alcohol Use Inventory. Results indicated 

that only 5 of 17 subscales, loss of control (LCONTROL), 

guilt and worry (GUILTWOR), compulsive (COMPULSV), marriage 

coping (MARICOPE) and mood management (MOODMANG), 
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demonstrated statistically significant differences between 

older and younger drinkers. 

LCONTROL describes behaviors that represent a loss of 

control due to drinking. These behaviors may include such 

socially undesirable behaviors as loud and aggressive 

actions, behaviors that are harmful to others, and the 

amount of alcohol ingested. Signs of neurologic impairment 

such as staggering or loss of balance are also included in 

behaviors indicative of loss of control. Older drinkers 

scored significantly lower on this subscale than did younger 

drinkers. The findings of significant differences between 

the groups support the literature that, due to age related 

changes, older drinkers may not be physically able to 

participate in loud, aggressive behaviors and may be unable 

to physically harm others (Graham, 1986). Alternately, 

older drinkers may be unwilling to report activities and 

behaviors that they perceive to be socially unacceptable 

(Beresford, Blow, Brower, Adams, & Hall, 1988; Glynn, 

Bouchard, Lo Castro, & Nan, 1985; Gruchow, 1989; Jinks & 

Raschki, 1990). It is also possible that neurologic 

abnormalities such as staggering, falling, changes in memory 

and blacking out may be attributed, by the older alcoholic, 

to the aging process and thus not be reported on screening 

tools. 



GUILTWOR is concerned with feelings of anxiousness and 

depression regarding alcohol use. This subscale explores 

fears that drinking may be causing problems in relationships 

with family and friends. Older drinkers were significantly 

more likely to be concerned about these interpersonal 

phenomena supporting the literature that older drinkers are 

not satisfied with personal relationships and may experience 

feelings of hopelessness regarding family problems (Warheit 

& Auth, 1983; Meyers, Hingson, Mucatel, & Goldman, 1982). 

Additionally, older drinkers may live alone, be unable to 

participate in social activities for a variety of reasons 

(e.g., transportation, illness), and/or be isolated from 

family members and friends so that there is no way to 

measure the impact of alcohol use on this sector of the 

older drinker's life. 

Older drinkers scored significantly lower on the 

subscale COMPULSV. This subscale characterizes the 

'classical' symptoms associated with alcoholism such as 

hiding bottles, sneaking drinks, drinking during work hours, 

and feelings of panic if alcohol is not readily available. 

Several explanations are possible for these findings. Most 

elderly are retired and thus drinking during working hours 

is not applicable to this group. Older drinkers may be less 

inclined to hide bottles and sneak drinks if they live alone 

and there is no one from which to hide (and consequently no 
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need to hide) such behavior. Additionally, many older 

persons may believe that they use alcohol as a medical 

remedy and as such it is unnecessary to hide or sneak 

medical therapies. Older drinkers may feel free to have 

alcohol in a variety of places in their environment if they 

live alone. Perhaps another reason is that these 

'classical' symptoms are simply denied by the older 

alcoholic because of the socially undesirable nature of the 

behaviors. 

Older drinkers scored significantly lower on the fourth 

subscale, MARICOPE. The subscale relates to perceptions 

that the alcoholic's drinking was perpetuated by the spouse 

or significant other. Items relate to unfaithfulness, 

jealousy, and changes in a spouse as reasons for drinking. 

It may be the case that the spouse is chronically ill or 

incapacitated and therefore unable to engage in behaviors 

that could be perceived as harmful to a relationship. 

Elderly drinkers scored significantly higher on the 

MOODMANG subscale which concerns the use of alcohol to help 

relieve pent-up feelings, overcome depression and reduce 

stress. Study findings are consistent with the literature 

which suggests that older drinkers imbibe to improve 

feelings of self-satisfaction, relieve feelings of pressure 

and to combat feelings of loneliness (Christopherson, 

Escher, & Bainton, 1984; Schonfeld & Dupree, 1991). The use 
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of alcohol in this manner may reflect an inability to cope 

with negative feelings in other ways because of age-related 

lifestyle changes, i.e. retirement, fewer social 

opportunities or physical disabilities. 

The lack of statistically significant findings on the 

other 12 subscales in the AUI may be a reflection of the 

small, non-randomized sample. Older drinkers may score 

lower on some items in the scale not because the feelings 

are absent but because the items on the scale don't apply 

(drink to cope with work). Some items may be scored higher 

by older drinkers because of truly age-related behavioral 

changes rather than because of the effects of alcoholism 

(e.g., months without a job). The net effect of these high 

and low scores within a subscale may be to conceal 

statistically significant differences. On the other hand, 

it may be that the items on the subscales are useful for 

detecting behaviors associated with alcohol abuse regardless 

of age. If this should be the case, age-normed instruments 

would not necessarily be an important part of the screening 

process for alcoholism. 

Implications for Nursing 

Alcoholism is an important health problem for the 

elderly and its importance will continue to grow as the 

nation's population ages (SHLTC, 1992; Glynn, Bouchard, 
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LoCastro, & Nan, 1985). It is estimated that 37% of those 

over age 55 have a problem associated with alcohol or 

substance abuse (SHLTC, 1992). As nurses, and especially 

primary health care nurse practitioners, care for increasing 

numbers of older persons, many elders can be expected to be 

alcoholic and suffer from problems related to alcoholism. 

The importance of detecting the elderly alcoholic has many 

implications for nursing. 

As described in Roy's Adaptation Model, assessment is a 

key factor in nursing practice, leading to diagnosis and 

intervention. It is essential that nurses incorporate 

routine alcoholism screening into their practice. A delay 

in diagnosis results in delayed treatment and increased risk 

of adverse effects related to the disease (Metzger & 

O'Brien, 1990). Providing quality nursing care includes 

assessing for hidden problems as well as those that are face 

evident. 

Although the findings in this study do not show 

significant differences using one instrument, this was a 

small study, and consensus remains that extant instruments 

are inadequate for use in the elderly. In addition very 

little is known about the socio-behavioral aspects of 

alcoholism in the elderly. Although any screening 

instrument can only be considered an adjunct to a thorough 

history and assessment, the use of appropriate instruments 



used for assessment is an important factor in detection. It 

is critical that nursing research become involved in the 

development and evaluation of alcohol screening instruments. 

Information on the use of existing tools in the older 

populations is scant and perhaps they are able to detect 

alcohol use problems in the population. However, it is 

important to demonstrate their credibility through careful 

study so that those at risk are identified and not missed by 

the screening process. 

It is the responsibility of those who are at the 

forefront in nursing education to assist in the development 

of programs to teach nurses the importance of screening for 

alcoholism and substance abuse in the elderly. The nurses 

of today and those of tomorrow will be caring for growing 

numbers of elderly alcoholics, both those who have been 

identified as alcoholic and those who have not yet been 

recognized. Screening instruments serve as adjunct to 

clinical assessment and diagnosis and as such must be 

carefully incorporated into comprehensive nursing practice. 

The role of nursing education is to prepare nurses to 

provide comprehensive care and this must include screening 

techniques for various health problems including alcohol and 

substance abuse. 

In today's economically threatened health care system, 

early detection and treatment is imperative in order to 



eliminate the added cost of treatment for complications of 

alcoholism. Nursing is in an ideal position to assess for 

alcoholism during routine health care administration, as a 

part of assessment for in-patient hospitalizations for any 

reason, during home visits, and at community facilities for 

the elderly, such as Senior Centers. 

Recommendations 

The following recommendations for further research are 

made by the author based on the results of this study. 

1. Replication of the study utilizing a different study 

setting such as a community based health facility. 

2. Increasing the study sample size and breaking out 

different age cohorts (i.e., young-old and old-old) in 

older drinkers. 

3. Replication of the study using females in the study 

sample. 

4. Repeat the study using a different extant alcohol 

screening instrument. 

5. Evaluate the use of screening instruments in a group of 

known alcoholics and in an undiagnosed sample. 

Summary 

The present study did not reveal significant 

differences between older and younger drinkers on the 
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majority of subscales in an established alcoholism screening 

instrument, the Alcohol Use Inventory. The importance of 

continued efforts to evaluate extant instruments and develop 

new instruments for use in the elderly can not be 

understated and nursing's role in assessment of the elderly 

for alcoholism is imperative. 
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Demographic Information 

Age: 

Gender: Male 

Marital Status: 

Ethnic Background: 

Female 

Single 

Married 

Never Married 

Divorced 

Separated 

Widowed 

Cauca s ian 

Hi spanic 

Black 

American Indian 

Other 
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Human Subtect Commitief 

THE UNIVERSITY of 

ARIZONA 
HEALTH SCIENCES CENTER 

1690 N. Warren IBldc. 526B) 
Tucson. Arizona 85724 
<602)626*6721 or 626-7575 

September 14, 1992 

Cindy Mackel, R.N. 
College of Nursing 
Building 203, Room #427 
Arizona Health Sciences Center 

RE: ALCOHOL ASSESSMENT IK THE ELDERLY: EVALUATION OF AN INSTRUMENT 

Dear Ms. Mackel: 

We received documents concerning your above cited project. 
Regulations published by the U.S. Department of Health and Human 
Services [45 CFR Part 46.101(b)(2)] exempt this type of research 
from review by our Committee. 

Please be advised that approval for this project and the 
requirement of a subject's consent form is to be determined by your 
department. 

Thank you for informing us of your work. Xf you have any questions 
concerning the above, please contact this office. 

Sincerely yours, 

William F. Denny, M.D. 
Chairman, 
Human Subjects Committee 

WFD:sj 

cc: Departmental/College Review Committee 
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Memorandum 
0"' September 24, 1992 

From chairman, R&D ccnmittae (151) 

st» oooi-AimcL ASSESfnair in the elderix: evaluation of an instrlkeut 

To Cindy Madcel, R.N. (111C) 

1. The R&D Oonwittae rtisrareyri and approved your protoool at its meeting of 
September 23, 1992. 

2. Hie initial project repuit was also approved at the September meeting. A 
progress iupurl is due annually on the anniversary date, and a you will be 
requested to ralimit a progress or final report in one year. 

Chief, Psychology Service 

VAFOPV 
MAR It-.. 2105 •l .».  C*0, 
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SUBJECT DISCLAIMER 

ALCOHOL ASSESSMENT IN THE ELDERLY: EVALUATION OF AN INSTRUMENT 

You are being asked to voluntarily participate in a study intended to 
see how well a particular questionnaire about alcoholism is suited for 
use in older persons. Participation involves completing a 
questionnaire. Although there may not be any direct benefits to you, 
there are no known risks. The interview will take place in a location 
convenient for you and will last approximately thirty to forty-five 
minutes. Your identity will not be revealed and your confidentiality 
will be maintained in all reports of the project. 

You are being asked to give your opinion on the statements in the 
questionnaire. By completing the questionnaire you will be giving 
your consent to participate in the study. You may choose not to 
answer some or all of the questions, if you so desire. Whatever you 
decide, your care will not be affected in any way. You may ask 
questions at any time during the study. 

The purpose of this project is to evaluate the effectiveness of this 
questionnaire when used with older persons. 

Thank you for your assistance. ' 

Cindy Mackel, RN 
Master of Science Graduate Student 
University of Arizona 
College of Nursing 
Phone number 602/792-1450, ext 6015 
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Human Suhtett* CitmouH«* 

THI UNRVTRSIN or 

ARIZONA 
HlAUH SCllNCIS ClNIlR 

169(1 N Warrrn ((Udp S26B) 
Tucson. Amocu 85724 
(602) 62*6721 or 626-7575 

October 21, 1992 

Cindy Mackel, R.N. 
College of Nursing 
Building 203, Room #427 
Arizona Health Sciences Center 

RE> ALCOHOL ASSESSMENT IN THE ELDERLY: EVALUATION OF AN INSTRUMENT 

Dear Ms. Mackel: 

He received your 19 October 1992 letter and accompanying amendment 
for the above referenced project. The change will involve 
remuneration of $5.00 per subject for the completion of the 
assessment form. Approval is granted effective 21 October 1992. 

Sincerely yours, 

William F. Denny, M.D. 
Chairman 
Human Subjects Committee 

WFD:sj 
cc: Departmental/College Review Committee 
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Memorandum 
HCWLav 27,1992 

Acting Quiiraan, RiD ormlttaw (151) 

#0001-Alocbol Aamrt in tto* Elderly: Evaluation of an Iml n—H, 

Cindy Hactal, R.N. 

Oh BCD itii i—1 and itfiwl your uLUtnml —iitaait at its meeting 
of Novate 25, 1992. 

-7̂ -
g Roya, H.D. 

Staff Physician, cardiology sacticn 

Date 

From 

Sutii 

To: 

VAFQOM 
MA*'W9 2105 •u.u. cwi 
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SUBJECT DISCLAIMER 

ALCOHOL ASSESSMENT IN THE ELDERLY: 
EVALUATION OP AN INSTRUMENT 

You are being asked to voluntarily participate in a study 
intended to see how well a particular questionnaire about 
alcoholism is suited for use in older persons. 
Participation involves completing a questionnaire. Although 
there may not be any direct benefits to you, there are no 
known risks. The interview will take place in a location 
convenient for you and will last approximately thirty to 
forty-five minutes. You will receive a payment of $5.00 for 
completing the questionnaire. Your identity will not be 
revealed and your confidentiality will be maintained in all 
reports of the project. 

You are being asked to give your opinion on the statements 
in the questionnaire. By completing the questionnaire you 
will be giving your consent to participate in the study. 
You may choose not to answer some or all of the questions, 
if you so desire. Whatever you decide, your care will not 
be affected in any way. You may ask questions at any time 
during the study. 

The purpose of this project is to evaluate the effectiveness 
of this questionnaire when used with older persons. 

Thank you for your assistance. 

Cindy Mackel, RN 
Master of Science Graduate Student 
The University of Arizona 
College of Nursing 
Phone number 602/792-1450, ext 6015 
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5605 Gracn Circle Onv*. MnoMonu. MN 55343-B602/PtnM 612-939-5005 
1-800-NCS-7271/FAX 1-612-939-5099 

NATIONAL 
COMPUTER 
SYSTEMS SYSTEMS 
PROFESSIONAL ASSESSMENT S€RV 

March 16. 1992 

Ms Cindy Mackel 
C/0 Univ Of Arizona 
College Of Nursing 

Tucson. AZ 85716 

Dear Ms Mackel: 

Welcome to NCS Professional Assessment Services! 

We have received your Test Users Qualification Form. Upon reviewing this form your 
qualifications have been assessed at B1 qualification level and an account has been 
established for you. Your account/customer number is Please keep this letter 
for your records. 

If you have sent in an order with your qualification form, the order has been processed 
and you should receive your materials very soon. 

If you would like to place an order, or you have any questions, please call 1-800-NCS-
7271 and a customer service representative willbe happy to assist you. 

Wc look forward to working with you! 

Sinr ' 

Lori Peabody 
Qualifications Administrator 
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ALCOHOL USE INVENTORY COPYRIGHT 

The Alcohol Use Inventory is a 

copyrighted instrument. Permission was 

not granted by the holders of the 

copyright, National Computer Systems, 

Inc., for the instrument to be 

reproduced for inclusion in this study 

report. Information regarding the 

Alcohol Use Inventory is available 

through National Computer Systems, Inc., 

5605 Green Circle Drive, Minnetonka, MN 

55343-9602. 
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