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Abstract 

Purpose:  No studies have evaluated the relationship between cognitive impairment and alcohol 

treatment outcomes among older drinkers. This study sought to explore the extent of cognitive 

impairment among older adults seeking alcohol treatment, and examine the relationship between 

cognitive impairment, treatment retention and alcohol use following treatment. 

Design/ methodology/ approach: The study used data from the Drink Wise Age Well programme; an 

alcohol intervention service for older adults (aged 50+). The Montreal Cognitive Assessment (MoCA) 

was used to screen for cognitive impairment; alcohol use was assessed using the Alcohol Use 

Disorders Identification Test (AUDIT).   

Findings: 531 participants completed assessment at treatment entry. Over half the sample were 

male (57%), with a mean age of 60 years (SD: 7.09). Almost half (48.4%) had cognitive impairment at 

entry to treatment: 51.6% had normal cognitive function, 41.4% had mild cognitive impairment, 

5.8% had moderate cognitive impairment and 1.1% had severe cognitive impairment. Cognitive 

impairment was not associated with increased treatment drop-out and was not predictive of alcohol 

use following treatment. Alcohol treatment was associated with a significant improvement in 

cognitive functioning. 

Originality/ value: This study suggests there may be a significant amount of unidentified cognitive 

impairment among older adults attending alcohol treatment. Assessment and routine screening for 

cognitive impairment in drug and alcohol services may help in care planning and setting treatment 

goals; in the absence of routine screening opportunities for treatment planning and intervention 

may be missed.  
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Introduction 

The World Health Organisation has identified alcohol-related harm among older adults as an 

increasing concern (World Health Organisation, 2014). In the United Kingdom, older adults (aged 55-

64) are more likely to exceed the recommended unit guidelines for alcohol than any other age group 

(National Statistics, 2020; Scottish Government, 2020; Welsh Government, 2019), and there are 

trends for increasing alcohol use among older adults in Europe (Hallgren, Hogberg, & Andreasson, 

2010; Kelfve, Agahi, Mattsson, & Lennartsson, 2014) and the United States (Grant et al., 2017; Han, 

Moore, Sherman, Keyes, & Palamar, 2017). 

Older adults may be more susceptible to the adverse effects of alcohol use due to age related 

physiological changes. The loss of lean body mass related to ageing can reduce the volume of alcohol 

distribution, resulting in an increased peak ethanol concentration with any given dose of alcohol 

(Pozzato et al., 1995; Vogel-Sprott & Barrett, 1984).  In older adults, the activity of the enzyme 

alcohol dehydrogenase, which breaks down alcohol is significantly reduced (Sorock, Chen, Gonzalgo, 

& Baker, 2006), potentially increasing the amount of ethanol that reaches the bloodstream. These 

factors are likely to enhance tissue exposure to alcohol and make older adults more susceptible to 

the adverse consequences of alcohol use. As a result, older adults are at increased risk of 

experiencing problems in physiological, psychological and social functioning even at low levels of 

alcohol use.  

It is well established that chronic heavy use of alcohol can lead to permanent damage to the 

structure and function of the brain (Harper, 2009). Cognitive impairment among heavy alcohol users 

is common; data suggests that 50-80% of people with chronic alcohol use will experience cognitive 

impairment (Bates, Bowden, & Barry, 2002), although for most people these impairments are likely 

to be subtle and transitory (Bates & Convit, 1999). Evidence indicates that cognitive functioning may 

improve following abstinence or significantly reduced alcohol use (Bartels et al., 2007; Stavro, 

Pelletier, & Potvin, 2013; Volkow & Wang, 1995), with most recovery occurring in the short term (> 1 

month) (Fernandez-Serrano, Perez-Garcia, & Verdejo-Garcia, 2011; Stavro et al., 2013). Age, 

however, is a factor in susceptibility to permanent neuropsychological damage from alcohol use; 

alcohol dependence in older adults is often associated with cognitive impairment (Thomas & 

Rockwood, 2001), older adults show greater structural and cognitive changes in response to alcohol 

use (Bates, Labouvie, & Voelbel, 2002; Pfefferbaum, Sullivan, Mathalon, & Lim, 1997), and are less 

likely to recover from alcohol related cognitive impairment (Rourke & Grant, 1999).  

Cognitive impairment often goes undetected by substance misuse professionals and by self-report 

(Wadd et al., 2013). As a result, there have been calls from policy makers and professional bodies 

(National Institute for Health and Care Excellence, 2011; Royal College of Psychiatrists, 2014; . 

Scottish Government, 2018), and from academic researchers (Alarcon, Nalpas, Pelletier, & Perney, 

2015; Davies et al., 2005; Marceau, Lunn, Berry, Kelly, & Solowij, 2016; Rao, 2016) to implement 

routine screening for cognitive impairment in drug and alcohol services. It is posited that screening 

for cognitive impairment would help to inform clinical decision making and improve treatment 

planning, as well as facilitating therapeutic engagement and the tailoring of interventions (National 

Institute for Health and Care Excellence, 2011; Royal College of Psychiatrists, 2014).  

Research suggests that there may be a high prevalence of cognitive impairment in mixed- aged 

samples as well as among older people attending drug and alcohol treatment (Alarcon et al., 2015; 
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following abstinence from alcohol, or greatly reduced drinking (Bartels et al., 2007; Stavro et al., 

2013; Volkow & Wang, 1995). Alcohol treatment is in itself an effective intervention for alcohol 

related cognitive impairment but, paradoxically, alcohol treatment is less likely to be successful if 

cognitive impairment has not been identified so that adaptations, such as those made in this study, 

can be made to take account of cognitive deficits. 

Previous research in mixed-aged samples has found cognitive impairment to be associated with 

poorer treatment attendance (Bates, Pawlak, Tonigan, & Buckman, 2006; Copersino et al., 2012), 

increased likelihood of treatment drop-out (Donovan et al., 2001) and poorer treatment outcome 

(Fals-Stewart, 1993; Fals-Stewart & Lucente, 1994; Grohman & Fals-Stewart, 2003). Research 

suggests that cognitive impairment may have a negative impact on alcohol treatment processes and 

therapeutic change mechanisms including: less treatment relevant information being remembered 

(Godding, Fitterling, Schmitz, Seville, & Parisi, 1992), lower readiness to change (Le Berre et al., 

2012), lower self-efficacy (Bates et al., 2006), and reduced insight and denial of addiction (Rinn, 

Desai, Rosenblatt, & Gastfriend, 2002). 

This study found no association between cognitive impairment, alcohol use following treatment or  

treatment drop-out, despite the fact that research suggests that older adults are less likely to 

recover from alcohol-related cognitive impairment (Rourke & Grant, 1999). It is possible that the 

treatment model used in the Drink Wise Age Well service may have contributed to the observed 

results. The Drink Wise Age Well service was specifically designed to meet the needs of older adults; 

the service was based upon an outreach model that included home visits, alcohol practitioners had 

smaller caseloads and the focus was on person centred care. Staff were trained how to screen for 

cognitive impairment, how to adapt treatment for people with cognitive impairment, and time was 

taken to ensure that work progressed at a pace suitable to the client. This model of screening for 

cognitive impairment and adapting treatment, may have helped facilitate therapeutic engagement 

and contributed to the achievement of successful outcomes in this study.  

The finding that almost half of older adults attending alcohol treatment in this study had some 

degree of cognitive impairment is concerning, especially as cognitive impairment has been 

associated with increased depression (Panza et al., 2010) poorer quality of life (Teng, Tassniyom, & 

Lu, 2012), and has been found to have a significant effect on daily living, causing considerable 

distress (Wadd et al., 2013). Screening and intervention for cognitive impairment may therefore 

have wider benefits beyond facilitating recovery in cognitive function; contributing to improved 

quality of life and increased mental well-being.  Nevertheless, whilst there are clear benefits to 

cognitive screening, identifying cognitive impairment also has the potential to cause distress. 

Dementia is the most feared illness among those over the age of 55 years (Brunet et al., 2012). If 

screening for cognitive impairment is to become routine within drug and alcohol services it is 

important that drug and alcohol practitioners are sufficiently trained. Staff engagement with 

screening for cognitive impairment is maximised where staff have the technical skills to administer 

and discuss the results of screening and where there are specific pathways to respond to client need 

(Madoc-Jones et al., 2020). Training should encompass screening and assessment, identification, 

care management, risk issues, and local care pathways. Training should also highlight the potential 

for improvement and recovery, and staff should be skilled in communicating screening results in a 

sensitive and professional manner.  
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Recommendations for routine screening in drug and alcohol services are rarely implemented in 

practice, despite evidence to suggest that screening for cognitive impairment within substance 

misuse services is acceptable to older adults (Wadd et al., 2013). This hesitancy may be related to a 

lack of guidance on how to adapt alcohol treatment for people with cognitive impairment. If and 

how this is currently done largely depends on the capacity of the service and the skills and expertise 

of practitioners. If screening is to become routine as advocated by both NICE (National Institute for 

Health and Care Excellence, 2011) and the Royal College of Psychiatrists (Royal College of 

Psychiatrists, 2014) there needs to be a clear pathway on how interventions for alcohol use can be 

adapted. In the current study, staff received training both on screening for cognitive impairment and 

in how to adapt interventions; staff then used their professional experience to tailor treatment on 

an individual basis. It is likely that outcomes may be further optimised if adaptations to treatment 

accord with the type and severity of cognitive deficits. For example, those with deficits in short-term 

memory recall may require different adaptations to treatment to those experiencing deficits in 

visuospatial ability. Further research is needed to establish how to do this effectively.  

This study has several strengths; to our knowledge, this is the first study to examine the impact of 

cognitive impairment on older adults in alcohol treatment. It is possible that the adaptions made to 

treatment may have resulted in the positive outcomes in this study (i.e. no greater treatment drop 

out, no association between cognitive impairment and the level of alcohol use at treatment exit). 

However, the absence of a control group means we cannot conclude this for certain. In this study, 

adaptations to treatment were not standardised; treatment was instead tailored on an individual 

basis, and the time to follow-up assessment at discharge from treatment varied between 

participants. It is suggested that future research examines the impact of screening and adapting 

treatment for cognitive impairment for people in alcohol treatment. This would also allow full 

examination of a range of potential confounding factors; something that was not possible to achieve 

in the current study. This study used routinely collected data; of the 531 participants assessed at 

entry to treatment, only 179 had exited treatment at the time of the study, resulting in a smaller 

sample size for analyses of change over time. It is possible that this smaller sample size may have 

reduced statistical power to detect significant differences. It is also important to note that although 

this study found statistically significant changes in cognitive functioning associated with treatment, it 

is unclear if the change in the level of functioning is clinically significant. Research is needed to 

understand what represents clinically significant change in cognitive functioning in alcohol treatment 

populations. 

Higher-risk use of alcohol is common among older adults in the United Kingdom (National Statistics, 

2020; Scottish Government, 2020; Welsh Government, 2019), and there are trends for increasing 

higher-risk use worldwide (Grant et al., 2017; Hallgren et al., 2010; Han et al., 2017; Kelfve et al., 

2014). In line with this we can expect to see increases in the level of alcohol related cognitive-

impairment. This study suggests there may be a significant amount of cognitive impairment among 

older adults attending alcohol treatment.  

Drug and alcohol services are uniquely placed to identify cognitive impairment and to intervene, and 

there have been calls from national and international drug policy for the implementation of routine 

screening for cognitive impairment within drug and alcohol services (National Institute for Health 

and Care Excellence, 2011; NSW Ministry of Health, 2015; Royal College of Psychiatrists, 2014; . 
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Scottish Government, 2018). In the absence of routine screening, opportunities for treatment 

planning and intervention may be missed.   

 

Role of Funding Source  

The Drink Wise Age Well programme is funded by the National Lottery Community Fund through its 

Rethink Good Health programme. The funding body was not involved in the design, conduct or 

interpretation of the findings or the writing of this manuscript. Their only contribution was providing 

the funding for the study. 
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