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Abstract and Introduction

Abstract

The objective of this study was to assess the association between different types of alcoholic
beverages and 34-year incidence of dementia. Among a random sample of 1,462 women aged
38-60 years and living in Göteborg, Sweden, in 1968-1969, 164 cases of dementia were
diagnosed by 2002. At baseline as well as in 1974-1975, 1980-1981, and 1992-1993, the
frequency of alcohol intake, as well as other lifestyle and health factors, was recorded and related
to dementia with Cox proportional hazard regression, by use of both baseline and updated
covariates. Wine was protective for dementia (hazard ratio (HR) = 0.6, 95% confidence interval
(CI): 0.4, 0.8) in the updated model, and the association was strongest among women who
consumed wine only (HR = 0.3, 95% CI: 0.1, 0.8). After stratification by smoking, the protective
association of wine was stronger among smokers. In contrast, consumption of spirits at baseline
was associated with slightly increased risk of dementia (HR = 1.5, 95% CI: 1.0, 2.2). Results
show that wine and spirits displayed opposing associations with dementia. Because a protective
effect was not seen for the other beverages, at least part of the association for wine may be
explained by components other than ethanol.

Introduction

There is an increasing literature suggesting a protective effect of moderate alcohol consumption
on dementia.[1-13] It is not fully understood whether different alcoholic beverages, such as beer,



wine, and spirits, are equivalent in this respect. Some studies have shown a protective effect of
wine only, which may be due to the level of ethanol, the complex mixture that comprises wine,
or the healthier lifestyle ascribed to wine drinkers.[14,15] Previous studies differ, however, in the
gender and age of subjects, the endpoints studied, the definition of moderate intake, the type of
beverages studied, and the covariates considered. In particular, the role of smoking[16-18] and the
combined effect of smoking and drinking[19] in relation to dementia are controversial. Moreover,
the use of repeated exposures may modify observed associations in studies of long duration.

The dual purpose of this study is to contrast associations between different alcoholic beverages
and dementia, while also comparing results from time-dependent versus baseline models. Our
results are derived from a population-based sample of women who were followed for 34 years,
during which time the availability of alcohol and the drinking habits changed considerably in
Sweden. By use of a time-dependent model, it is possible to measure the importance of alcohol
intake at different stages of the study.

Materials and Methods

Participants

The Prospective Population Study of Women in Göteborg, Sweden, started in 1968-1969 with a
cross-sectional survey of women aged 38, 46, 50, 54, and 60 years.[20] To ensure a representative
sample of women in Göteborg in 1968, 1,622 women were chosen randomly from the Revenue
Office Register, according to their date of birth. Out of these women, 1,462 participated in the
health examination, resulting in a participation rate of 90.1 percent. In addition to a physical
examination, subjects were asked to complete surveys concerning a variety of demographic,
social, lifestyle, and medical factors, including education and socioeconomic status, alcohol
consumption, and smoking. The women were later invited for reexaminations in 1974-1975,
1980-1981, 1992-1993, and 2000-2001 with participation rates of 91 percent, 83 percent, 70
percent, and 71 percent, respectively, among those still alive.[21] Four women who did not
respond to the questions about alcohol intake at the baseline examination were excluded from the
analysis. In addition to data collected during the health examinations, the National Swedish
Death Registry was used to identify the date and cause of death of the remaining 1,458 women,
updated through 2002. The study was approved by the ethics committee of Göteborg University,
and participants have given informed consent in accordance with the Helsinki Declaration.

Assessment of Alcohol Intake

At each examination, the women were asked about the average intake frequency of three
different types of alcoholic drinks, namely, beer, wine, and spirits ( table 1 ). Different frequency
categories were assumed to reflect standard "servings" of each beverage. Alcohol exposure
reported during the reexamination in 2000-2001 is not considered here, since it occurred after
most diagnoses of dementia.
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Table 1. Categories of Consumption of Alcoholic Beverages Asked Separately for Wine,
Beer, and Spirits at All Examinations, Göteborg, Sweden, 1968-2002

Label of category Frequency of alcohol intake

0 Never

1 Earlier, but not during the last 10 years

2 Earlier, but not during the last year

3 Monthly

4 Weekly

5 Several times a week

6 Daily

Assessment of Potential Confounders

At every examination, information on hypertension, body mass index, serum triglycerides, serum
cholesterol, medical history, smoking, and leisure-time physical activity was obtained.
Hypertension was defined as systolic blood pressure of ≥140 mmHg, diastolic blood pressure of
≥90 mmHg, or taking antihypertensive medication. Lipids and body mass index were measured
in units of millimoles per liter and kilograms per meter squared, respectively. Smoking was
defined as present or recent smoking versus never smoking or giving up smoking more than 10
years ago. Leisure-time exercise compared physical activity of at least 4 hours/week with less
activity. In 1968-1969, education and socioeconomic status were reported: Education
distinguished between compulsory school and higher education, while socioeconomic status was
calculated from the maximum of a woman's or her partner's professional ranking
(employee/higher employee vs. worker). Supplementary information on incident disorders such
as diabetes mellitus, myocardial infarction, or stroke was also obtained from the Swedish
Hospital Discharge Register.

Diagnosis of Dementia

Neuropsychiatric examinations were performed in 1974-1975, 1980-1981, and 1992-1993 by
psychiatrists and in 2000-2002 by experienced psychiatric nurses. These included a
comprehensive psychiatric interview and observation of mental symptoms, as well as extensive
batteries of neuropsychiatric tests; from 1992 onward, refer to the papers by Skoog et al.[22] and
Guo et al.[23] for details. The results of these examinations were combined with close informant
interviews, as also described elsewhere.[22] Diagnoses were made according to criteria from the
Diagnostic and Statistical Manual of Mental Disorders: DSM-IIIR.[24] Dementia diagnoses for
individuals lost to follow-up were based on information from medical records evaluated by
geriatric psychiatrists in consensus conferences and from the Swedish Hospital Discharge
Registry. Until the last update in 2002, 164 cases of dementia were diagnosed, of which two
cases had to be excluded because of missing information on alcohol intake at baseline.



Statistical Analysis

Survival from the 1968-1969 baseline examination to diagnosis of dementia or censoring (until
December 31, 2002) was calculated for each individual. We used Cox proportional hazard
regression to model the dependence of survival on the exposures and confounding factors. In
addition, we studied the influence of exposures and confounding factors on dementia-free
survival by using censoring of survival time at either the date of dementia diagnosis or the end of
2002.

Variables describing exposure or possible confounders are likely to change their values from one
examination to the next. Exceptions are education and socioeconomic status, collected at
baseline only. Within the Cox model with updated covariates, the partial likelihood (PL) is
calculated such that the factor for a particular failure time ti (survival until diagnosis, i = 1, ...,
162) is evaluated by use of the vector of covariates z, which is the most recently measured; if, for
instance, a diagnosis is given in ti = 1986,

is evaluated by use of the covariates reported at the second follow-up, zj (t = 1980-1981) (or
earlier, if a particular covariate value is missing). Note that the product of failure probabilities
includes the cases of dementia only, while the sum in the denominator comprises all survival
times until diagnosis or censoring larger or equal to a particular survival time ti . Maximization
of PL as a function of the vector of regression coefficients β gives the effect of each covariate in
z. The time-constant Cox model is based upon the covariates evaluated at baseline only, with

Hence, the baseline model measures the long-term effect of covariates, while the updated model
is more sensitive to their short-term effect. We therefore compared the results for the updated
Cox model with the time-independent or baseline model, which uses the exposure and
confounder values measured in 1968-1969 only.

However, since 64 percent of all cases of dementia were diagnosed after 1992, the updated Cox
model puts most weight on this examination. To measure the effect of covariates at intermediate
examinations, we used covariates updated until 1974-1975 and 1980-1981, respectively. Because
the number of diagnoses increased strongly with time in the study, most weight lay on the last
update of covariates, while the influence of earlier examinations is weak (one case before 1974-
1975, nine cases before 1980-1981).

Only participants with complete baseline information on all three types of alcohol were included
in the analysis. If the alcohol intake at a follow-up examination was missing, the value of the



preceding examination was used, and the influence of this replacement was investigated. In the
multivariate models, the number of cases and the individuals at risk were reduced because of
missing baseline values for cholesterol, socioeconomic status, and education. Five individuals at
risk (two cases) were excluded from the time-constant model because of missing values of
cholesterol at baseline but were included again in the updated model because of complete
information at the follow-up examinations.

For each type of drink, we defined a binary variable for current drinking versus former or never
drinking ( table 1 ). The hazard ratio associated with consuming a particular alcoholic beverage,
together with the 95 percent confidence interval, is presented, adjusted for all other covariates in
the model. In addition, we examined the influence of alcohol consumption (yes/no) irrespective
of type of beverage, compared with nonconsumers. Finally, we attempted to isolate the
contributions of different beverages by using eight mutually exclusive categories describing the
different combinations of drinks.
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Table 1. Categories of Consumption of Alcoholic Beverages Asked Separately for Wine,
Beer, and Spirits at All Examinations, Göteborg, Sweden, 1968-2002

Label of category Frequency of alcohol intake

0 Never

1 Earlier, but not during the last 10 years

2 Earlier, but not during the last year

3 Monthly

4 Weekly

5 Several times a week

6 Daily

To avoid the influence of recent changes in drinking or smoking habits caused by dementia (in
which case these variables cannot be used as predictors), we tested the robustness of our results
by accepting updated covariates only if they had been measured at least 10 years before
diagnosis.

Results

Exposures and Outcomes Over The Study Period

From 1968 to 2002, there were 636 deaths and 162 cases of dementia. In the five age strata (38,
46, 50, 54, and 60 years of age at baseline), the percentage of women still alive at the end of
2002 decreased with increasing age (81 percent, 62 percent, 49 percent, 29 percent, and 5
percent, respectively). The corresponding percentages of women receiving the diagnosis of



dementia were 2 percent, 10 percent, 15 percent, 19 percent, and 16 percent, corresponding to
incidence rates of 0.7, 3.3, 5.3, 7.6, and 8.0 events per 1,000 person-years. The average year of
diagnosis was 1996 for the youngest cohort and 1992 for the oldest.

Table 2 shows the alcohol consumption and the other covariates from 1968 to 1992. For women
with dementia, the results of a particular examination are included only if the examination took
place before the date of diagnosis. Although the fraction of smokers decreased over time in the
study, the consumption of wine and spirits increased to a maximum in 1980-1981, reflecting the
increasing availability of wine and spirits in Sweden.[25] There was almost no further change in
wine consumption until 1992-1993, while a decrease in consumption of hard liquor was
observed. Wine and spirits were consumed mainly on a monthly basis, while beer was consumed
more frequently (data not shown).
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Table 2. Numbers and Characteristics of Participants at the Four Health Examinations,
Göteborg, Sweden, 1968-2002

Examination year Characteristic Value(s)

1968-1969 No. of dementia-free participants examined 1,458

None/beer/wine/spirits (%) 25/68/51/26

Higher education/socioeconomic status (%) 30/66

Leisure activity (≥4 hours/week) (%) 82

Smoking (%) 46

Body mass index (kg/m2) 24.1

triglycerides/cholesterol (mmol/liter) 1.22/6.86

Hypertension (%) 39

Diabetes/stroke/infarction (%)* 1.0/0.1/0.1

1974-1975 No. of dementia-free participants examined (alive) 1,298 (1,426)

None/beer/wine/spirits (%) 25/65/59/40

Leisure activity (≥4 hours/week) (%) 77

Smoking (%) 44

Body mass index (kg/m2) 24.6

triglycerides/cholesterol (mmol/liter) 1.28/6.96

Hypertension (%) 48

Diabetes/stroke/infarction (%)* 2.1/0.4/0.7

1980-1981 No. of dementia-free participants examined (alive) 1,146 (1,366)



None/beer/wine/spirits (%) 21/58/63/50

Leisure activity (≥4 hours/week) (%) 71

Smoking (%) 40

Body mass index (kg/m2) 25.1

triglycerides/cholesterol (mmol/liter) 1.38/7.08

Hypertension (%) 67

Diabetes/stroke/infarction (%)* 3.9/1.0/2.1

1992-1993 No. of dementia-free participants examined (alive) 800 (1,118)

None/beer/wine/spirits (%) 20/63/64/37

Leisure activity (≥4 hours/week) (%) 77

Smoking (%) 33

Body mass index (kg/m2) 26.3

triglycerides/cholesterol (mmol/liter) 1.48/6.36

Hypertension (%) 81

Diabetes/stroke/infarction (%)* 6.3/5.6/6.5

* Cumulative incidence of diabetes, stroke, and infarction given until 1969, 1975, 1981, and
1992, as the percentage of the baseline population.

Baseline Versus Updated Models

Table 3 gives the hazard ratio for dementia and confidence interval for mutually adjusted,
overlapping alcohol exposure categories in the age-adjusted model and the multivariate model.
In the age-adjusted baseline model, consumption of spirits was associated with increased risk of
dementia, although this association was attenuated in the multivariate model. Wine and beer
consumption in the baseline model was not associated with subsequent incidence of dementia, in
either the age- or fully adjusted models. In contrast, with models that include updated covariates,
wine had a highly significantly protective effect, while the hazard ratios of spirits and beer were
attenuated as compared with the baseline models. When considering total intake of any alcoholic
beverage (versus none), one sees no significant associations with dementia.
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Table 3. Results for Survival Until Diagnosis of Dementia, Göteborg, Sweden, 1968-2002

Time dependence of Age-adjusted model* Multivariate model†



covariate exposure

Hazard
ratio

95% confidence
interval

Hazard
ratio

95% confidence
interval

Constant covariates (baseline
values)

Wine 0.78 0.54, 1.12 0.82 0.56, 1.19

Beer 1.14 0.79, 1.66 1.21 0.82, 1.80

Spirits 1.59 1.09, 2.30 1.45 0.98, 2.15

Updated covariates (1968-
1992)

Wine 0.58 0.40, 0.85 0.56 0.38, 0.82

Beer 1.12 0.79, 1.57 1.18 0.83, 1.69

Spirits 1.32 0.91, 1.90 1.16 0.80, 1.69

* The hazard ratio and 95% confidence interval are given for the age-adjusted model, including
beer, wine, and spirits (162 cases, 1,458 individuals at risk).
† The results for the exposure are given in the multivariate model, which includes education,
socioeconomic status, smoking, leisure-time physical activity, body mass index, hypertension,
lipids, and history of diabetes, stroke, and infarction (156 cases and 1,406 individuals at risk for
the time-dependent model; 154 cases and 1,401 individuals at risk for the constant model).

These models were further tested in a number of ways. Counting former drinkers as drinkers did
not change the results in table 3 . Next, given that the true as well as the reported value of alcohol
intake might be influenced by early stages of disease, we excluded self-reports if given within 10
years before diagnosis. The effect of wine in the updated multivariate model was still protective
(hazard ratio (HR) = 0.63, 95 percent confidence interval (CI): 0.43, 0.93), while that of spirits
was not (HR = 1.29, 95 percent CI: 0.89, 1.87). Finally, a model that included only participants
with complete information until diagnosis or censoring (110 cases, 1,005 individuals at risk)
showed an enhanced effect of wine (HR = 0.50, 95 percent CI: 0.32, 0.79) but left the effects of
beer and spirits unchanged.
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Table 3. Results for Survival Until Diagnosis of Dementia, Göteborg, Sweden, 1968-2002

Time dependence of
covariate exposure Age-adjusted model* Multivariate model†

Hazard 95% confidence Hazard 95% confidence



ratio interval ratio interval

Constant covariates (baseline
values)

Wine 0.78 0.54, 1.12 0.82 0.56, 1.19

Beer 1.14 0.79, 1.66 1.21 0.82, 1.80

Spirits 1.59 1.09, 2.30 1.45 0.98, 2.15

Updated covariates (1968-
1992)

Wine 0.58 0.40, 0.85 0.56 0.38, 0.82

Beer 1.12 0.79, 1.57 1.18 0.83, 1.69

Spirits 1.32 0.91, 1.90 1.16 0.80, 1.69

* The hazard ratio and 95% confidence interval are given for the age-adjusted model, including
beer, wine, and spirits (162 cases, 1,458 individuals at risk).
† The results for the exposure are given in the multivariate model, which includes education,
socioeconomic status, smoking, leisure-time physical activity, body mass index, hypertension,
lipids, and history of diabetes, stroke, and infarction (156 cases and 1,406 individuals at risk for
the time-dependent model; 154 cases and 1,401 individuals at risk for the constant model).

The variables beer, wine, and spirits as analyzed so far are overlapping as, for example, wine
drinkers may also consume beer and/or spirits, potentially attenuating the observed associations.
We attempted to isolate the contributions of specific beverages by replacing the binary variables
for use of beer, wine, and spirits by eight mutually exclusive categories describing the different
combinations of drinks. In this analysis, we found a risk reduction of almost 70 percent among
wine-only drinkers (HR = 0.32, 95 percent CI: 0.12, 0.81) or even more if former drinkers are
counted as drinkers (HR = 0.19, 95 percent CI: 0.06, 0.64), using time-dependent covariates. No
other disjunctive category showed significant associations with dementia (not shown).

Time-dependent Effects of Wine in Smokers and Nonsmokers

In the multivariate models, smokers got dementia earlier than did nonsmokers (HR = 1.57, 95
percent CI: 1.14, 2.17 in the age-adjusted, updated model; HR = 1.64, 95 percent CI: 1.15, 2.33
in the multivariate-adjusted, updated model; attenuated in the baseline models), which indicates
that smoking is an independent risk factor for dementia. On the basis of previous reports of effect
modification between smoking and alcohol consumption,[19] we performed a stratified analysis
among those who were current or recent smokers in 1968-1969 (69 cases, 668 individuals at risk)
and nonsmokers (87 cases, 789 individuals at risk) separately. Wine drinking was associated
with less dementia in smokers (HR = 0.41, 95 percent CI: 0.23, 0.73), but the association was
attenuated in nonsmokers (HR = 0.68, 95 percent CI: 0.41, 1.12). Figure 1 illustrates the hazard
ratio for dementia associated with consumption of wine and cigarettes within the multivariate
model and for consumption of wine among smokers and nonsmokers separately. Although wine
always tended to be inversely associated with dementia, it was significant in the whole



population and among smokers from 1980-1981 onward, when over 60 percent of participants
reported regular wine consumption.

Figure 1. The Hazard Ratio For Dementia In Relation To Current Consumption Of Wine (A) Or
Use Of Cigarettes (B), Compared With Abstinence, Within A Multivariate Model, Göteborg,
Sweden, 1968-2002. Below, the multivariate model (smoking excluded) is applied to those who
reported smoking at baseline (69 cases, 668 individuals at risk) (C) and those who did not (87
cases, 789 individuals at risk) (D) separately. The covariates are updated until the year of
examination indicated.

Competing Outcomes: Alcohol and Mortality, Censored for Dementia

In a complementary analysis, we examined the survival time of participants, which was censored
at the date of diagnosis of dementia or at the last update at the end of 2002, if they survived.
Table 4 gives the results for the Cox model describing mortality censored for dementia. Wine
drinking was protectively associated with dementia-free mortality in both the baseline model and
the model with updated covariates, although no longer significantly in the multivariate model.
Although beer was not associated with dementia, its association with longevity was comparable
to that of wine. The use of spirits, on the other hand, tended to shorten the (dementia-free)
survival time. Smoking was associated with mortality competing with dementia, in both the
baseline (HR = 1.95, 95 percent CI: 1.61, 2.35) and the updated models (HR = 1.68, 95 percent
CI: 1.39, 2.03).
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Table 4. Results For Death As An Endpoint Competing With Dementia, Göteborg, Sweden,
1968-2002

Time dependence of
covariate exposure Age-adjusted model* Multivariate model†

Hazard
ratio

95% confidence
interval

Hazard
ratio

95% confidence
interval

Constant covariates (baseline
values)

Wine 0.81 0.66, 0.98 0.93 0.76, 1.15

Beer 0.73 0.61, 0.89 0.77 0.63, 0.94

Spirits 1.32 1.07, 1.64 1.2 0.96, 1.50

Updated covariates (1968-
1992)

Wine 0.8 0.65, 0.97 0.93 0.75, 1.15

Beer 0.76 0.63, 0.92 0.91 0.75, 1.11

Spirits 1.06 0.86, 1.29 0.9 0.73, 1.10

* The hazard ratio and 95% confidence interval are given for the age-adjusted model, including
beer, wine, and spirits (546 cases, 1,458 individuals at risk).
† The results for the exposure are given within the multivariate model (510 cases and 1,406
individuals at risk for the time-dependent model; 508 cases and 1,401 individuals at risk for the
constant model).

Discussion

Using the Cox model with baseline and updated covariates, we analyzed the long-term and the
short-term effects of consumption of different kinds of alcohol on the incidence of dementia in
middle-aged women. Although we did not observe an association for intake of alcohol
irrespective of type, the protective effect of wine on the one hand and reverse trends for beer and
spirits on the other are apparent. A categorical analysis, covering all eight combinations of intake
of beer, wine, and/or spirits, showed a robust protective association for exclusive consumption of
wine only.

The protective result for wine in the updated model underscores the value of using updated
reports of alcohol intake, which may reflect not only the increase of wine drinking between 1968
and 1992 but also the short-term importance of wine intake. Because dementia is a disease of



aging and most cases of dementia were diagnosed about 25 years after the baseline examination,
the wine intake reported in 1968-1969 may have lost influence, while the reports given in 1980-
1981 showed the strongest impact (figure 1).

When considering mortality (censored for dementia) as an outcome competing with dementia,
consumption of wine tended to predict higher longevity. This is an indication that wine drinkers
were protected against dementia even though they were likely to reach high ages, and that the
protective effect of wine for dementia is not explained by selective mortality.

The attenuation of the positive association between spirits and dementia in the updated model
may be partly explained by its equally adverse effect on dementia-free mortality. There is,
however, an interaction between consumption of beer and spirits in the updated model, giving
rise to a significant excess risk of dementia among those who consumed spirits but not beer (data
not shown). This observation is difficult to interpret with the available data and may reflect
underlying aspects of beer and liquor consumption, for example, social factors.

A protective association between moderate consumption of wine and dementia or Alzheimer's
disease has been found in earlier studies that included both men and women (1, 3, 6, 10). In one
study,[7] a seemingly U-shaped relation between alcohol and dementia turned out to be an inverse
relation for women but U-shaped for men. Because women tend not only to drink less but also to
prefer wine,[5,26-28] whereas men often drink higher quantities and prefer beer and spirits, it might
be that the protective result for women is a consequence of moderate consumption of wine
mainly (as supported by our findings), and the increased risk for high intake in males may reflect
consequences of predominantly beer and spirits. The reduced risk of dementia for moderate
consumption of alcohol for a female cohort[11] could be due to predominant consumption of wine
rather than other types of alcohol. The same applies to a Swedish study,[2] finding a significant
risk reduction for dementia of 50 percent for moderate intake of alcohol within an 82 percent
female cohort. One Finnish report[8] of an increased risk for dementia with increasing alcohol
consumption also stated that the female participants were most likely to be infrequent or
nondrinkers, while frequent drinkers were mostly male, and that the most typical drink at that
time was beer and distilled liquor, which suggests that, again, the observed increased risk for
dementia may be due to overconsumption of spirits or beer within the male population. Our
finding that alcohol irrespective of type is not predictive of dementia because of opposite trends
of wine and spirits underscores the necessity to differentiate between the types of alcohol as
observed in earlier studies. Moreover, it is important that mixed gender studies stratify by gender
because different drinking patterns may promote one type (and amount) of alcohol at the expense
of the other. The failure to detect differences between types of beverages in the Rotterdam
study[6] might be a consequence of a superposition of male and female cohorts (although adjusted
for gender).

The strong difference in the effects of different types of alcoholic beverages seems to suggest
that ingredients other than ethanol contribute to a beneficial effect of wine on dementia, such as
flavonoids acting as antioxidants[29] or vasoactive polyphenols,[30] not typically contained in
spirits or beer. In this context, it would be desirable to differentiate red and white wine and to
examine dose-response with actual amounts consumed, information which is not available in our
study. On the other hand, we observe that wine-only drinkers tend to consume wine less often



than those who also drink other kinds of alcohol. In this way, wine-only drinkers could be
viewed as the ones who consume the moderate quantities of ethanol beneficial for health, while
the others may consume larger quantities; negative consequences of ethanol may outweigh the
positive effects of healthy ingredients. This aspect is, however, difficult to distinguish from the
positive effect of a generally healthier lifestyle that is often ascribed to wine drinkers and could
include healthy diet, less smoking, physical activity, social contacts, and so on[31-33] -- factors that
are likely to reduce the risk for dementia.

A previous report[19] of an interaction between smoking and alcohol included as a conclusion that
smoking may reduce the risk for dementia among drinkers. In this study, the interactions were
significant only for wine and smoking and only if updated until 1980-1981. A stratified analysis,
however, showed that the protective association between wine and dementia was very strong in
the subgroup of those who smoked at the time of the baseline examination in 1968-1969 (HR =
0.4, 95 percent CI: 0.2, 0.7) and that it was weaker and nonsignificant among the nonsmokers.
Contrary to Tyas et al.,[19] we found that smoking is a risk factor also for drinkers, including
those who report use of wine at baseline (HR = 1.7, 95 percent CI: 1.0, 2.8). On the basis of this,
one may conjecture that a protective effect of wine may at least partly consist of reducing the
adverse effects of smoking, most probably because of ingredients other than ethanol. If, for
instance, antioxidants proved to be important, it could be concluded that the existence of free
radicals or oxidative stress (increased among smokers) is important in the pathogenesis of
dementia.[34,35] The significance of protection against dementia among smokers could also be a
consequence of higher consumption of wine by smokers compared with nonsmokers, which is
difficult to estimate because the amount of alcohol intake is unknown.

Among the limitations of this study, the lack of information about the amount of intake of the
different alcoholic beverages is the most serious one. Together with the problem of
underreporting of alcohol intake and the difficulty to avoid reverse causation, it prevents the
investigation of a dose-response relation. Another shortcoming is the lack of knowledge about
the type of wine and other dietary sources of antioxidants as well as other sources of free
radicals. Despite these limitations, the inverse associations with wine in the various updated
models are robust and consistent with earlier research.

In summary, the fact that we do not observe a significant association between total intake of
alcoholic beverages and dementia may be a consequence of the opposing trends of wine and
spirits described in this article. The relative strength of the association between wine and
dementia in smokers compared with nonsmokers is an observation that requires further
investigation. This includes subtypes of dementia with Alzheimer's disease and vascular
dementia being the most common, which will become increasingly feasible as the cohort ages
and the number of incident cases increases. Additionally, it will be important to study the
association between alcoholic beverages and dementia in male cohorts, where consumption of
beer and spirits is expected to have a higher prevalence than among women.

[ CLOSE WINDOW ]

References



1. Orgogozo JM, Dartigues JF, Lafont S, et al. Wine consumption and dementia in the
elderly: a prospective community study in the Bordeaux area. Rev Neurol (Paris) (1997)
153:185-92.

2. Huang W, Qiu C, Winblad B, et al. Alcohol consumption and incidence of dementia in a
community sample aged 75 years and older. J Clin Epidemiol (2002) 55:959-64.

3. Lindsay J, Laurin D, Verreault R, et al. Risk factors for Alzheimer's disease: a
prospective analysis from the Canadian Study of Health and Aging. Am J Epidemiol
(2002) 156:445-53.

4. Murray RP, Connett JE, Tyas SL, et al. Alcohol volume, drinking pattern, and
cardiovascular disease morbidity and mortality: is there a U-shaped function? Am J
Epidemiol (2002) 155:242-8.

5. Ruitenberg A, van Swieten JC, Witteman JC, et al. Alcohol consumption and risk of
dementia: the Rotterdam Study. Lancet (2002) 359:281-6.

6. Truelsen T, Thudium D, Gronbaek M. Amount and type of alcohol and risk of dementia:
the Copenhagen City Heart Study. Neurology (2002) 59:1313-19.

7. Mukamal KJ, Kuller LH, Fitzpatrick AL, et al. Prospective study of alcohol consumption
and risk of dementia in older adults. JAMA (2003) 289:1405-13.

8. Anttila T, Helkala EL, Viitanen M, et al. Alcohol drinking in middle age and subsequent
risk of mild cognitive impairment and dementia in old age: a prospective population
based study. (Electronic article). BMJ (2004) 329:539.

9. Letenneur L, Larrieu S, Barberger-Gateau P. Alcohol and tobacco consumption as risk
factors of dementia: a review of epidemiological studies. Biomed Pharmacother (2004)
58:95-9.

10. Luchsinger JA, Tang MX, Siddiqui M, et al. Alcohol intake and risk of dementia. J Am
Geriatr Soc (2004) 52:540-6.

11. Espeland MA, Gu L, Masaki KH, et al. Association between reported alcohol intake and
cognition: results from the Women's Health Initiative Memory Study. Am J Epidemiol
(2005) 161:228-38.

12. Simons LA, Simons J, McCallum J, et al. Lifestyle factors and risk of dementia: Dubbo
Study of the elderly. Med J Aust (2006) 184:68-70.

13. Letenneur L. Moderate alcohol consumption and risk of developing dementia in the
elderly: the contribution of prospective studies. Ann Epidemiol (2007) 17(suppl):S43-5.

14. Klatsky AL. Is it the drink or the drinker? Circumstantial evidence only raises a
probability. Am J Clin Nutr (1999) 69:2-3.

15. Truelsen T, Gronbaek M, Schnohr P, et al. Intake of beer, wine, and spirits and risk of
stroke: the Copenhagen City Heart Study. Stroke (1998) 29:2467-72.

16. Fratiglioni L, Wang HX. Smoking and Parkinson's and Alzheimer's disease: review of the
epidemiological studies. Behav Brain Res (2000) 113:117-20.

17. Ott A, Slooter AJ, Hofman A, et al. Smoking and risk of dementia and Alzheimer's
disease in a population-based cohort study: the Rotterdam Study. Lancet (1998)
351:1840-3.

18. Almeida OP, Hulse GK, Lawrence D, et al. Smoking as a risk factor for Alzheimer's
disease: contrasting evidence from a systematic review of case-control and cohort studies.
Addiction (2002) 97:15-28.



19. Tyas SL, Koval JJ, Pederson LL. Does an interaction between smoking and drinking
influence the risk of Alzheimer's disease? Results from three Canadian data sets. Stat
Med (2000) 19:1685-96.

20. Bengtsson C, Blohme G, Hallberg L, et al. The study of women in Gothenburg 1968 -
1969—a population study. General design, purpose and sampling results. Acta Med
Scand (1973) 193:311-18.

21. Lissner L, Skoog I, Andersson K, et al. Participation bias in longitudinal studies:
experience from the population study of women in Gothenburg, Sweden. Scand J Prim
Health Care (2003) 21:242-7.

22. Skoog I, Nilsson L, Palmertz B, et al. A population-based study of dementia in 85-year-
olds. N Engl J Med (1993) 328:153-8.

23. Guo X, Waern M, Sjogren K, et al. Midlife respiratory function and incidence of
Alzheimer's disease: a 29-year longitudinal study in women. Neurobiol Aging (2007)
28:343-50.

24. Diagnostic and statistical manual of mental disorders: DSM-IIIR. 3rd ed, rev. (1987)
Washington, DC: American Psychiatric Association.

25. Bengtsson C, Allebeck P, Lissner L, et al. Alcohol habits in Swedish women:
observations from the population study of women in Gothenburg, Sweden 1968 -1993.
Alcohol Alcohol (1998) 33:533-40.

26. Fillmore KM, Golding JM, Graves KL, et al. Alcohol consumption and mortality. I.
Characteristics of drinking groups. Addiction (1998) 93:183-203.

27. Fillmore KM, Golding JM, Graves KL, et al. Alcohol consumption and mortality. III.
Studies of female populations. Addiction (1998) 93:219-29.

28. Dufouil C, Ducimetiere P, Alperovitch A. Sex differences in the association between
alcohol consumption and cognitive performance. EVA Study Group. Epidemiology of
Vascular Aging. Am J Epidemiol (1997) 146:405-12.

29. Commenges D, Scotet V, Renaud S, et al. Intake of flavonoids and risk of dementia. Eur
J Epidemiol (2000) 16:357-63.

30. Corder R, Mullen W, Khan NQ, et al. Oenology: red wine procyanidins and vascular
health. Nature (2006) 444:566.

31. Tjonneland A, Gronbaek M, Stripp C, et al. Wine intake and diet in a random sample of
48763 Danish men and women. Am J Clin Nutr (1999) 69:49-54.

32. Barefoot JC, Gronbaek M, Feaganes JR, et al. Alcoholic beverage preference, diet, and
health habits in the UNC Alumni Heart Study. Am J Clin Nutr (2002) 76:466-72.

33. McCann SE, Sempos C, Freudenheim JL, et al. Alcoholic beverage preference and
characteristics of drinkers and nondrinkers in western New York (United States). Nutr
Metab Cardiovasc Dis (2003) 13:2-11.

34. Christen Y. Oxidative stress and Alzheimer disease. Am J Clin Nutr (2000)
71(suppl):621S-9S.

35. Pratico D, Delanty N. Oxidative injury in diseases of the central nervous system: focus on
Alzheimer's disease. Am J Med (2000) 109:577-85.

Authors and Disclosures

K. Mehlig,1 I. Skoog,2 X. Guo,2 M. Schütze,1 D. Gustafson,2 M. Waern,2 S. Östling,2 C.
Björkelund 1 and L. Lissner 1



1 Department of Public Health and Community Medicine/Primary Health Care, Sahlgrenska
Academy at Göteborg University, Göteborg, Sweden
2 Neuropsychiatric Epidemiology Unit, Section of Psychiatry and Neurochemistry, Institute of
Neuroscience and Physiology, Sahlgrenska Academy at Göteborg University, Göteborg, Sweden

Disclosure: none declared.

Funding Information

This study was supported through grants by the Swedish Research Council, the Bank of Sweden
Tercentenary Fund, the Swedish Council for Working Life and Social Research, and the
Alzheimer's Association.

Reprint Address

Kirsten Mehlig, Department of Public Health and Community Medicine/Primary Health Care,
Sahlgrenska Academy at Göteborg University, Box 454, SE-405 30 Göteborg, Sweden (e-mail:
kirsten.mehlig@gu.se )

Abbreviation Notes

CI = confidence interval; HR = hazard ratio

American Journal of Epidemiology. 2008;167(6):684-691. © 2008 Oxford University Press


