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Demographic and Health Characteristics
of Elderly Smokers: Results from
Established Populations for Epidemiologic

Studies of the Elderly

Patricia L. Colsher, PhD, Robert B. Wallace, MD,

Paul R. Pomrehn, MD, Andrea Z. LaCroix, PhD,

Joan Cornoni-Huntley, PhD, Dan Blazer, MD, PhD,

Paul A. Scherr, PhD, Lisa Berkman, PhD, and
Charles H. Hennekens, MD

Although smoking has been shown to be associated with excess morbidity an

mortality, most stu.dies have focused on young and middle-aged rather tl'?;n e‘liderly

smokers. We examined the demographic characteristics and physical and

(p}syihologlcal health of elderly cigarette smokers in four population-based studies

ther—e 3,673, 3,811, 2,811, and 4,}65) of persons 65 years of age and older. Although

- was substantial geographic variation in the percentages of smokers, the
emographic and health characteristics of smokers were similar across the sites. Most

women had never smoked, but most men were former or current smokers. The

percentage of never smokers was highest in the “‘oldest old.”” Among the elderly ever

smokers, men were more likely to have quit than women, and the relative

percentage of former smokers increased with age. Current smokers were generally

!snoriillkely to consume alcohol than never smokers. In this age group, cigarette

smo ng was typically associated with higher rates of physical disease and

s)'mp:oms, poorer self-perceived health status, and higher levels of depressive

c%'mp oms. Baged on these four large geographically diverse population surveys,
garette smoking remains an important health burden and public health challenge

among the elderly. [Am J Prev Med 1990;6:61-70]

In the elderly, cigarette smoking has been shown to
be associated with excessive mortality from all
causes and from cardiovascular disease.'~*° Elderly
cigarette smokers also appear to be at increased risk
of nonfatal cardiovascular disease,'°~'* respiratory
illnesses, 10 and physical function limitations;'® to
have poorer cerebral perfusion;!¢7 and to report
more health complaints!® than nonsmokers. Thus,
most studies have found cigarette smoking to be an

l;;:;‘ut‘he DePa!'_tmEr}t of Preventive Medicine and Environmental
Pom i:\'h e University of lowa, lowa City (Colsher, Wallace, and
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Ch agra{n, Duke University, Durham, North Carolina (Blazer),
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ital cine, Harvard Medical School, Brigham and Women’s Hos-
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N ssachusetts (Scherr and Hennekens), and Yale University,
ew Haven, Connecticut (Berkman).

Qsdress repnnt requests to Dr. Colsher, Department of Preven-
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owa, lowa City, 1A 52242.

important determinant of morbidity and mortality
among the elderly (but compare references 19 and
20).

In order to define more fully smoking habits
among the elderly, to assess the impact of smoking
in the community, and to target smoking cessation
programs effectively, it is necessary to determine
more precisely the prevalence and nature of smok-
ing behavior in populations. We present baseline
data on cigarette smoking behavior and correlates
from four large population-based cohort studies of
the elderly, the Established Populations for Epi-
demiologic Studies of the Elderly, (EPESE), spon-
sored by the U.S. National Institute on Aging.?! We
describe the demographic characteristics of cigarette
smokers, the extent of their smoking habits, lifetime
history rates of smoking-associated diseases, and
prevalence rates for respiratory and cardiovascular
disease symptoms. We report on depressive symp-
toms, which have recently been related to the like-
lihood of successful smoking cessation,?? and dis-

Am | Prev Med 1990;6(2) 61



L

11N

cuss demographic and health factors associated
with smoking cessation.

METHODS

Respondents

The EPESE surveys were conducted at four loca-
tions: (1) two rural counties in east-central lowa, (2)
East Boston, Massachusetts, (3) New Haven, Con-
necticut, and (4) a five-county area including Dur-
ham, North Carolina. The Iowa, East Boston, and
New Haven data were collected between 1981 and
1983, and the North Carolina (Piedmont) data were
collected in 1986 and 1987. The EPESE include infor-
mation on the physical, psychological, and social
health of participants, as well as their health prac-
tices and health care utilization. The Iowa and East
Boston studies were undertaken in census-defined
areas; the New Haven and Piedmont studies were
stratified random samples. The New Haven sample
was stratified by housing type (public housing for
the elderly, private housing for the elderly, and
other housing). The Piedmont sample was stratified
by residence (urban, rural), socioeconomic status,
and race. Blacks were oversampled to assure an
equivalent black-white distribution.

In Table 1 are listed the target populations, survey
dates, participation rates, rates of nonproxy inter-
views, sex-specific numbers, and mean ages of re-
spondents for each of the study sites. For the New
Haven and Piedmont cohorts, actual sample sizes
weighted population size estimates, and both asso-
ciated means are given.

The Iowa cohort was rural, and the majority of
participants lived in small towns with populations

of between 150 and 2,000 persons. The largest town
in the area had a population of 6,500 persons. Most
of the male Iowa participants were, when working,
engaged in farming occupations, and most of the
women described themselves as housewives. Most
of the Jowa men had not completed high school, but
most of the lowa women had done so. The East
Boston cohort lived on an island in Boston Harbor
and was a largely blue-collar, low- and middle-in-
come community. Italians were the dominant ethnic
group. Most of the East Boston participants had not
completed high school. The New Haven cohort in-
cluded a large percentage of persons living in public
or private housing for the elderly (56.8% of respon-
dents). Although the dominant ethnic group was
Italian, 21% of the New Haven participants were
nonwhite. Among men in the New Haven cohort,
blue-collar occupations predominated, but there
was no consistent pattern of occupation among
women. Most of the New Haven participants had
not completed high school. The Piedmont cohort
was added to the EPESE to facilitate comparisons of
black and white elderly. Blacks make up from one-
to two-thirds of the participants in each of the coun-
ties. Occupational status of participants varied with
counties and was primarily professional, admin-
istrative, and clerical in the urban county and farm-
ing, manufacture, and unskilled labor in the rural
counties. More detailed descriptions of each survey
are available elsewhere.?1.23

Questionnaire

Smoking status was determined by two questions:
“Do you smoke cigarettes (regularly) now,” and
“Did you ever smoke cigarettes (regularly)?”” The

Table 1. Target populations,
of four EPESgE sguf

participation rates, population/sample sizes, and mean ages (years) for each

y sites
Study site
and year of : Participation/ Men Women
puLvey Target population nonproxy rates (%) n Mean age n Mean age
lIowa (1982) Iowa and Washington coun- 80/93 1,420 74.7 2253 75.6
ties ’ . > .
East Bost ;
(1982 oston East Boston community 84/96 1,455 73.4 2,356. 739
ggyen New Haven community 84/98 actual 1,166 73.9 1,645 74.9
(1982) weighted 5,574 73.4 9,842 74.3
Piedmont  Durham, Vance, Franklin 84
4 , /96
(1986-1987) Granville, and Warren weiai:lzl 1(1),469 72.3 2,696 74.3
counties ghte ,982  72.7 17,449 73.9

Late-1987 and early-1988 data tapes were used in the present analyses,
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word “regularly” was used by the East Boston and
lowa studies but not by the New Haven study. Per-
sons who reported that they smoked at the time of
the interview were classified as “current smokers,”
persons who were not current smokers but had
smoked at some time were classified as “former
smokers,” and persons who reported that they had
never smoked cigarettes were classified as “never
smokers.” The starting ages of former and current
smokers and the quitting ages of former smokers
were obtained, as was the average or usual number
of cigarettes smoked. Demographic data included
sex, age, marital status, number of years of educa-
tion, and income range. Respondents were asked
about lifetime histories of physician-diagnosed myo-
cardial infarction, stroke, hypertension, and cancer
(all sites), as well as current respiratory symptoms,
such as coughing, production of phlegm, wheezing,
or shortness of breath.24 Two items from the London
School of Hygiene Cardiovascular Questionnaire,*
chest pain and pain or cramps in legs while walking,
are reported in this paper. Overall self-perceived
health status?6 was rated on a scale of 1-5 in lowa
(excellent, good, fair, poor, or very poor) and New
Haven (excellent, good, fair, poor, or bad), and 1-4
in East Boston and Piedmont (excellent, good, fair, or
poor). The Rosow-Breslau Functional Health In-
dex,?” consisting of items querying the ability to do
heavy housework, walk up and down a flight of
stairs, and walk half a mile, was administered.

A modified version of the Center for Epidemio-
logic Studies Depression Scale?® was administered.
The items included whether the respondent felt
happy, sad, depressed, or lonely; lacked appetite;
enjoyed life; found everything required effort; had
trouble “getting going;” felt that people were un-
friendly or disliked the respondent; and experi-
enced restless sleep. lowa respondents were asked
whether they experienced the specified feelings
hardly ever, some of the time, or most of the time
during the past week. East Boston respondents
were asked whether they felt as described much of
the time during the past week; the appetite item was
not included. New Haven respondents were asked
whether they had experienced the feelings rarely or
none of the time, some of the time, much of the
time, or most or all of the time during the past week.
Piedmont respondents were asked whether or not
they had experienced the feelings during the past
Wegk. Depression symptom scores are the number
of items the respondent answered in a depressive
direction, regardless of the frequency for the Towa
and New Haven respondents. However, because of
the differences in depression response scales, com-
parisons should not be made across study sites.

Data Analysis

Separate sets of analyses were performed for each of
the study sites, and rates were age-adjusted directly
to the overall sex-specific age structure of each site.
The rates and medians for the New Haven and Pied-
mont samples are based on weighted observations.
Descriptions of the derivations of the weights are
available elsewhere (reference 21 for New Haven;
Piedmont weights are available from D. B. on re-
quest). All interviews (both proxy and nonproxy)
were included in the demographic descriptions of
smokers. Analyses of subjective measures (for ex-
ample, self-perceived health status and depressive
symptoms) include only nonproxy interviews. Be-
cause two of the EPESE are censes, inferential statis-
tics are not appropriate, and no tests of statistical
significance are reported here.

RESULTS

Tables 2 and 3 show the percentages of never, for-
mer, and current smokers among men and women,
respectively, according to demographic characteris-
tics. The education- and marital status—specific per-
centages are age-adjusted. Data are presented sepa-
rately for each of the study sites. At all the sites, the
largest percentages of men were former smokers,
whereas the largest percentages of women were
never smokers. Contrasting the four study sites,
Iowa men and women were most likely to be never
smokers and least likely to be current smokers. The
percentages of current smokers were lowest in the
oldest groups of men and women at all sites, and
the percentages of never smokers were highest in
the oldest groups of men and women at all sites.

The relationship between educational attainment
and smoking status appears to differ between men
and women. The age-adjusted percentage of never
smokers was highest among the most educated men
at the Towa, East Boston, and Piedmont sites, but
was highest among the least educated women at the
Jowa, New Haven, and Piedmont sites. Among
New Haven men, the percentage of never smokers
was highest in the middle education group, and
among East Boston women, the percentage of never
smokers was lowest in the middle education group.
Thus, in general, more educated men were less like-
ly to smoke than were less educated men, but more
educated women were more likely to smoke than
less educated women.

The age-adjusted percentage of never §mokers
was higher among never- than ever-married men
at all sites, and higher among never- than ever-
married women at lowa and East Boston. Tables 2

Am ] Prev Med 1990;6(2) 63
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Table 2. Percentages of never (N), former (F), and current (C) smokers according to specified demographic

characteristics: men

Iowa East Boston New Haven Piedmont
N F (& N F C N F G N F G
Crude 41.9 4.2 13.9 28.2 46.9 24.9 33.8 44.1 2249 27.5 46 6% A259
Agéé_g;zup Lan 37.1 47.1 15.8 25.9 45.8 28.3 33.8 40.7 25.5 23.6 466 29.7
75-84 45.4 42.2 12.4 28.2 49.0 22.7 29.6 52.6 17.8 33.1 474 195
>84 64.0 31.4 4.6 45.1 48.4 6.6 48.8 40.4 10.8 54.1 40.6 5.4
Ed:;ahon ) 43.5 42.4 14.2 23.4 51.9 24.6 28.7 42.6 28.9 25.0. 22432858312
9-12 41.1 45.3 13.6 29.7 44.7 25.5 42.0 40.1 18.1 26.1 499 239
>12 47.6 37.6 12.7 38.6 39.2 221 33.5 53.8 12.9 37.2 5052 k126
Marital status
Never 47.6 42.6 9.8 33.5 42.7 23.7 38.2 40.7 21.4 33.0" " 4o s 253
Ever 43.0 43.4 13.6 27.4 47 .4 25.1 33.6 44.6 22.1 27.9 046934 253

Education- and marital status—specific rates are age-adjusted.

and 3 do not show the relationships between smok-
ing status and income. There was little consistency
in the relationship between income level and ciga-
rette smoking status either within or across the pop-
ulations. In general, the percentage of never smoke-
rs was higher at the income extremes among men
and greater at lower income levels among women.

Site-specific, age-adjusted quit ratios are shown in
the upper portion of Table 4 for men and in the
lower portion for women. Quit ratios were com-
puted as follows:

Number of former smokers
(Number of former smokers)
+ (Number of current smokers)

X 100

The quit ratio thus allows a comparison of the rela-
tive percentage of former smokers in groups having

different percentages of ever smokers. The top line
in each table shows the crude quit ratios for each of
the sites; subsequent entries are stratified on various
demographic characteristics. The education- and
marital status—specific quit ratios are age-adjustec‘i.
Men consistently had higher quit ratios than did
women. Quit ratios were higher for lowa men thgn
the other groups of men. Among women, the dif-
ferences across sites were more modest, and the
women in the Piedmont group had the highest
crude quit ratio. Respondents over the age of 85
consistently had the highest quit ratios. The most
educated respondents had the highest quit ratios
among all groups except the East Boston men and
women. Quit ratios were higher among never-mar-
ried women than ever-married women at all study
sites except Piedmont. Among men, quit ratios were

Table 3. Percentages of never (N), former (F), and current (C) smokers according to specified demographic

characteristics: women

New Haven Piedmont

C N F @ N F €

Iowa East Boston
N F G N F
Crude 86.6 73, 6.1 67.9 15.8
Age group (years)
65-74 81.4 90 9.6 585 18.8
75-84 92.0 54 29 79.9 12.6
>84 93.9 5.0 1.1 91.6 5.6

Education (years)
<9 92.2 9.95:£3.8 4 17056 12,5

9-12 85.0 8.1 7.0 61.9 19.9

>12 84.8 9.1 6.2 70.0 15.3
Marital status

Never 90.2 6.9 3.0 69.4 17.0

Ever 87.2 6.8 6.1 67.7 15.6

16.3 63.1 19.4 17.4 67.7 19.8 126

22.7 54.2 24.2 21.6 60.2 23.1 16.7
Vi) 70.1 15.6 14.3 77.7 15.4 6.9
2.8 91.1 5.0 4.0 87.8 10.3 1.8

148 676 16.9 15.5 : 75.1%5%15:6 9.4
18.1 62.1 18.2 19.5. .,i65.8:5#19:1 5¢%15.3
146 486 31.6 19.7 ' .57.9- 730885114

13.5 57.2 25.8 16.8 62.3 24.7 13.1
. ? 18.7 17.5 68.4 19.3 12.3

Education- and marital status—

specific rates are age-adjusted.
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Table 4. Sex-specific quit ratios according to with the exception of New Haven men and Pied-
selected demographic variables mont women, current smokers were most likely.

. Table 6 shows the sex-specific median age at start-
ing smoking, median number of years of smoking,
and median number of cigarettes usually smoked

East New
Iowa Boston Haven Piedmont

Men for male and female former and current smokers.
g;:r(a;le i 76.1 652  66.7 643 Men started smoking at earlier ages and smoked
45-74 749 61.8 61.5 61.1 more years than did women. Men who were former
75-84 773  68.3 74.7 70.9 smokers started at an older age than did current
>84 87:1r488:1 78.8 88.2 smokers, as did women former smokers from Iowa.
Education (years) East Boston and New Haven women who were for-
9<_912 ;g; 22% gg i13 232 mer smokers reported the same median age at start-
12 763 647 80.6 807 ing to smoke as did current smokers, and Piedmont
Ever married women who were current smokers started at a later
No 829 64.7 64.5 70.2 age than did former smokers. Although men at the
Yes 7595 65.9 67.3 64.5 various sites did not differ greatly in the age at
Women which they started to smoke, lowa women were the

Overall 543 49.1 528  61.1 oldest when they started to smoke.

Agé}f);iars) s we s There was a marked numerical preference in re-
7584 78 627 52 69.0 porting the average number of cigarettes smoked:
>84 818 66.7 EE ¢ 84.9 from 24% to 34% of ever smokers reported that they

Education (years) smoked one pack a day, and the median clearly re-
<9 50.2 48.4 48.5 65.5 flects this bias. However, examination of the camul-
9>‘1122 2‘113 2:62:15 2(5)2 ?ZZ ative distributions revealed that men smoked more

Bvetsnaisied 3 : : ’ cigarettes than did women. The lightest current
No 67.6 58.8 59.9 62.5 smokers were women from Iowa, New Haven, and
Yes 58.0 52.0 52.0 63.9 Piedmont, and the heaviest were East Boston men.

The lightest former smokers were women from

Education- and marital status—specific quit rates are age- . :
adjusted. F 1 8 lowa and Piedmont, and the heaviest were New

Haven men. Examination of the 75th percentile of

the number of cigarettes smoked indicated that the

higher among the never married than the ever mar- number was consistently higher among men who

ried at the Jowa and Piedmont sites, but higher were former as opposed to current smokers (Iowa:

among the ever married than the never married
from East Boston and New Haven.

Table 5 shows the age-adjusted percentages of

Table 6. Median age at starting smoking, number
of years of smoking, and average number of

never, former, and current smokers who consumed cigarettes smoked per day for former (F) and

alcohol in the year preceding the interview. With current (C) smokers

the exception of East Boston women, never smokers

were the least likely to have consumed alcohol, and, East New Pied-
Iowa Boston Haven mont

pe F-C. B € B K

Table 5. Age-adjusted percentages of persons

who consumed i ingt Men
cigarette smokinaéc:t}:t)tllsu;rf;sstezear scarting o Starting age 18 16 16 15 17 16 18 16

(years)

55 41 54 36 53

Smoking East N I(:Ifusr:ln}fl:i ::; years 38 54 41
—— foune: Moston. -« Haven |, Piedmont Number of ciga- 20 20 20 2030 20" 20 18
Men rettes per day
Never 40.4 80.4 69.9 44.0 Women
voumeR $AG0.HLK - 80.7 79.3 45.7 Starting age 28 25 2 2 20 20 21 23
Current 623  82.8 74.0 53.8 (years)
Women Number of years 28 45 33. 47 85 50132, 47
Never 34.1 64.1 55.6 16.5 of smoking
Former 55.2 63.1 68.2 46.4 Number of ciga- 10 15 15 20 15 15 10 15
Current  57.8 68.7 70.5 43.5 rettes per day

Am | Prev Med 1990;6(2) 65
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ifeti i ician-di illnesses and self-reported
- fet history rates (per 100) of physician-diagnosed il
Lile);e(;érsle(;(fl)r(e)‘f’zg:giflilecei lsr;l‘::\ptomls;yamong never (N), former (F), and current (C) smokers

JIowa East Boston New Haven Piedmont
N F C N F C N F c N F C
Men
Illﬁ;i)cardial infarcion 171 229 178 116 153 13.6 13.3 - 17.2 ::13.1 21214 a7 SR8 5
Stroke 5.9 9.7 6.0 5.6 5:7 6.1 6.7 8.8 7.4 7.8 9.5 9.6
Hypertension 330 356 299 347 324 31.0 373 40.0 345 . .451 42004l 6
Cancer 14.0 13.6 11.1 8.7 11.8 7.4 6.8 133 7.3 "10:3-ved6. 08819 4
o ST o R
i a 41.8 532 61.8 456 61.1 760 39.7 551 70.1 248 5 :
gfmsezltr;t:i;y 279 353 308 248 239 284 252 33.2 (247 349 A pRe3r7
Leg pain® 175 233 273 291 344 428 228 38.1 38.2 " "285:7BAEwA).7
Women
Illness
Myocardial infarction 71 135 . 171 7.9. 12.5 8.1 8.3 103 8.2 - 1014 - 6=l 8
Stroke 5.5 6.6 4.0 3.8 3.9 5.4 6.0 5.9 6.3 5.0 5.0 4.0
Hypertension 483 598 51.0 480 498 438 515 581 379 575 50.1 59.2
Cancer 140 154 173 167 17.1 16.8 15.3  18.1 ..159. .. 10:8 1438124
Symptom
yRer)piratory" 36.2 36.6 525 495 572 622 433 549 665 556 550 68.3
Chest pain 237 23.7 238 242 286 22.0 273 29,6 "25.0 "398 43361
Leg pain® 20.7 165 269 43.7 38.6 343 364 367 444 427 362 474

“ One or more of the following: coughing, wheezing, shortness of breath, production of phlegm.
" Pain or cramps in legs when walking.

40 and 20; East Boston: 40 and 27; New Haven: 40
and 20; Piedmont: 30 and 20). The differences in the
75th percentile among female former and current
smokers among the populations were not
consistent.

Table 7 shows, for each of the sites, the sex- and

of breath, and production of phlegm), chest pain,
and pain or cramps in legs when walking. Among
both men and women, disease history rates were
typically highest among former smokers, whereas
symptom rates were typically highest among current
smokers. In only five instances (cancer in lowa men,

smoking status-specific, age-adjusted lifetime histo-
ry rates (per 100) for myocardial infarction, stroke,
hypertension, and cancer (all sites); and self-report-
ed rates (per 100) of respiratory symptoms (at least

hypertension in East Boston and Piedmont men,
stroke in Piedmont women, and leg pain in East
Boston women) did never smokers have the highest
disease or symptom rates.

one of the following: coughing, wheezing, shortness Table 8 shows self-perceived health status, phys-

Table 8. Selfl-gerceived health status, physical functional status, and depressive symptoms among never
(N), former (F), and current (C) smokers

Iowa East Boston New Haven Piedmont

N F C N F C N F G N F C

Men
Self-perceived healthe 746 638 644 69.1 617 580 688 61.0 544 601 570 428
Physical function® 705 604 591 642 586 533 71.0 657 648 715 642 563
Depressive symptomsc 3 3 4 2 3 3 5 5 6 3 3 3
Women
Self-perceived.health“ 726 674 583 543 571 591 60.8 63.6 552 545574 536
Physical function® 615 490 425 458 449 494 571 479 489 509 498 494
Depressive symptomsc 4 4 5 5 4 4 6 6 7 3 4 4

i Age-adjusted percentage of persons reporting excellent or good self-
» Age-ad)ugted percentage of persons reporting they were able to do
down a flight of stairs, walk half a mile).

¢ 75th percentile of number of symptoms re
port of the symptoms. Response scales di

perceived health status.
all three Rosow-Breslau tasks (heavy housework, walk up and

ported in a depressive direction. De

pressive symptom scores are expressed as any re-
ffered across the study sites; hence, =

the scales are not comparable.
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ical function status, and depressive symptoms
among men and women according to smoking sta-
tus. Self-perceived health status, shown as the age-
adjusted percentage of persons who reported excel-
lent or good health, was typically poorest among
current smokers (but compare East Boston women).
Similarly, the age-adjusted percentage of persons
who reported that they could perform all three of the
gross physical function tasks was lowest among cur-
rent smokers, with the exception of East Boston and
New Haven women. Within each study site, the 75th
percentile for the number of depressive symptoms
was typically lowest among never smokers. Al-
though the absolute difference in number of de-
pressive symptoms between never and ever (typ-
ically current) smokers is small (one symptom), it
represents an increase in depressive symptoms of
from 16% to 33%.

DISCUSSION

We have described the demographic characteristics
and health status of elderly smokers in four large-
scale studies centered in eastern lowa, East Boston,
Massachusetts, New Haven, Connecticut, and cen-
tral North Carolina (Piedmont). Although the per-
centages of smokers and the nature of their smoking
habits varied considerably across the sites, the rela-
tionship of smoking to demographic and health
characteristics was consistent. Men were more likely
to be ever smokers than were women, and, given
that they were smokers, men were more likely to
have quit than were women. The percentage of nev-
er smokers was highest among the oldest respon-
dents, and quit rates were highest among the oldest
respondents. Cigarette smokers were more likely
than were nonsmokers to consume alcohol. Both
former and current smokers were more likely than
never smokers to report major illnesses such as
myocardial infarction, stroke, cancer, and hyperten-
sion, as well as respiratory symptoms, chest pain,
and leg pain and cramps. Depressive symptoms
were somewhat less common in never smokers than
ever smokers.

Recent data from the National Center for Health
Statistics (NCHS)?® indicate that 36% of men and
54% of women have never smoked cigarettes, 31%
and 18%, respectively, are former smokers, and 32%
and 28%, respectively, are current smokers. Among
persons 65 years of age or older, 50%, 34%, and 16%
are never, former, and current smokers, respec-
tively. Our data indicate that elderly Iowans (es-
pecially women) were substantially less likely to
have ever smoked than the NCHS sample. Women
taking part in the East Boston and New Haven stud-

ies were also less likely than might be expected to be
ever smokers. The East Boston and New Haven
men, on the other hand, were slightly more likely
than the general population to have ever smoked.
Thus, although many elderly persons have never
smoked, the majority of elderly men and a sizable
percentage of elderly women have a history of ciga-
rette smoking and thus still may be at increased risk
of smoking-associated morbidity and mortality.

Age-adjusted rates of myocardial infarction,
stroke, hypertension, and cancer were typically
lowest among never smokers. Among ever
smokers, disease rates were often higher among for-
mer than current smokers. This may be due to sev-
eral factors, including selective survivorship in
those with smoking-related illnesses, the cessation
of smoking after onset of any serious condition, and
any changes in mortality risk that may occur with
cessation. However, conclusions should not be
drawn from cross-sectional correlations of prevalent
cases; the relationships are best evaluated by other
means.

On the other hand, rates of respiratory and car-
diovascular symptoms were typically highestamong
current smokers, and self—perceived health status
was typically poorest among current smokers. This
suggests a continuing health burden when smoking
is maintained, even in the oldest age category. Such
symptoms and their physiological concomitants
should be evaluated for their special impact on risk of
incident disease, disease progression, and death.

Given the observed higher rates of serious illness
among former compared with current smokers, 'the
poorer self-perceived health status and physical
functional status among the latter are somewhat
surprising. The types of symptoms reported by cur-
rent smokers (notably shortness of breath, wheez-
ing, and pain or cramps in legs when walking)
might be expected to interfere with the Rosow-
Breslau tasks (performing heavy housework, welk-
ing a half mile, and walking up and down stairs).
Poorer physical functional status and the symptoms
reported by current smokers may in turn contnbute
to their poorer self-perceived health. status. In add?-
tion, it may be that denial of the seriousness of t‘helr
{llnesses results in somewhat higher self—percexveo
health status ratings among former smokers. It is
possible that cognitive dissonanee” also may oper-
ate in smoking cessation. That 1s, the effort former
smokers expend in smoking ceesahon causes them
to attribute positive characteristics to cessation tl}:at
may not be true objectively. In addition, the higher
levels of depressive symptoms among cur:']ent
smokers may be related (either as cause or € ec-

i i Jf-perceived health status.
tion) to their poorer seli-p
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The higher levels of depressive symptoms. typ-
ically found among current smokers is consistent
with recent reports of clinical depression in heavy
smokers?? and higher smoking prevalences in pa-
tients with depression®! and adults with histories of
depressive symptoms during adolescence.?? Al-
though our data do not allow inferences as to the
direction of the relationship, Glassman et al.?2 found
that heavy smokers with histories of major depres-
sion were less likely to be successful in cessation than
were heavy smokers without histories of depression.
It may be, therefore, that elderly smokers as a group
are likely to report more depressive symptoms sim-
ply because other smokers (that is, those with lower
levels of depressive symptoms) are more likely to
have successfully quit.

Examination of quit ratios indicated that, al-
though men were more likely than women to start
smoking, the relative percentage of men who quit
was higher. Perhaps because men are more likely to
smoke and also tend to start earlier and smoke more
heavily than women, and because, historically,
more research has been directed towards the rela-
tionship between smoking and disease in men than
in women, men are more likely to be advised to quit
and have greater motivation to remain abstinent be-
cause of incident illness. It is clear, however, that
women are at substantial risk for smoking-related
disease and need to be advised and encouraged to
quit.

The observation that smoking rates were lowest
among least-educated women but typically lowest
among most-educated men may reflect several fac-
tors. It may be that more highly educated women
are less traditional and thus more likely to engage in

what, for their generation, was a relatively uncom--

mon activity. More-educated women may also be
exposed to more situations in which smoking oc-
curs. They may, for example, be more likely to work
outside the home in occupations where smoking is
more common.

Because our data are cross-sectional, it is difficult
to interpret the age-related trends. That is, it is un-
clear whether the lower percentages of ever
smokers in the older age groups is a result of selec-
tive mortality or cohort differences. Regardless of
the issue of selective mortality, however, a number
of former and current smokers do survive to age 85
or older, and these persons may have health care
needs beyond those of their age-mates who never
smoked.

The rural nature of the lowa population and the
urban characteristics of the East Boston and New
Haven _Populations allow tentative rural-urban
comparisons. lowa men and women were less likely

to have ever smoked than their urban counterparts,
Respondents from the Piedmont site, which in-
cluded both urban and rural respondents, had
smoking habits similar to those of respondents from
East Boston and New Haven. The smoking rates of
the Piedmont respondents may, however, reflect
the strength and pervasiveness of the tobacco in-
dustry in that region. Iowans were less likely to
drink than the urban respondents, but they evi-
denced a stronger relationship between smoking
and drinking than did the others. That is, although
the majority of East Boston and New Haven men
and women had consumed alcohol in the past year
regardless of smoking status, the majority of lowa
never smokers (both men and women) had not con-
sumed alcohol. The relatively weak association be-
tween cigarette smoking and alcohol consumption
among Piedmont respondents may be a reflection of
the lower percentage of drinkers among that popu-
lation. Respiratory symptom rates, which have been
reported to be higher among farm populations, pos-
sibly because of farm chemical and dust exposure,*
did not show a clear urban-rural differential. Exam-
ination of the individual symptoms, however, indi-
cated that Jowa men younger than 85 years of age
were more likely to report shortness of breath, re-
gardless of smoking status, than were men in the
other populations.

The clinical implications of these findings are sim-
ilar to the clinical implications of studies of cigarette
smoking in younger persons. That is, cigarette
smoking among the elderly is associated with an
increased burden of major illnesses, respiratory and
cardiovascular symptoms, and physical functional
limitations. Smoking cessation, on the other hand,
may result in decreased respiratory and cardiovas-
cular symptoms. Thus, among the elderly as among
younger persons, smoking cessation has beneficial
effects. Clinicians may wish to emphasize relief
from symptoms when counseling elderly persons
about smoking cessation.

As noted above, an important limitation of these
results is that they are cross-sectional. We are not
able to determine, for example, whether stopping
smoking would be beneficial to elderly smokers.
However, the EPESE studies are longitudinal, and
longitudinal analyses of smoking-associated mor-
bidity and mortality are underway. Data on self-
reported illnesses were not confirmed from medical
records and may have introduced some inaccuracy.
This is true also of self-reported smoking behavior.
Finally, although we obtained estimates of average
or usual number of cigarettes smoked at the time of
the interview for current smokers and at the time of
quitting for former smokers, the estimates may not
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reflect accurately the individuals’ lifetime smoking
habits. That is, there is likely to be variation in
number of cigarettes consumed per day over a life-
time of smoking, and summary pack-year estimates
may not reflect accurately this consumption.

In summary, a significant percentage of elderly
persons are current cigarette smokers, and larger
numbers of elderly persons are former smokers. El-
derly persons who have histories of cigarette smok-
ing report more illness than do those who have nev-
er smoked, and there is evidence that continued
smoking is associated with an increased health bur-
den. Based on the experience in these four large
geographically diverse populations, smoking in the
elderly remains an important public health burden.
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