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Objective:

According to Annual Report on the Ageing Society by Cabinet Office Japan in 2018, 27.7% of
the Japanese population was aged 65 and over. In this aging society, the number of older patients
with alcohol use disorder (AUD) is increasing. It has been established that older patients with
AUD do not usually seek treatment immediately because of the perceived stigma attached to
having an alcohol problem. Therefore, their problem has been more likely to be under recognized
compared to younger patients. However, these patients are at greater risk of cognitive impairment
than younger patients. It is generally known that patients with AUD are often associated with
cognitive impairment called alcohol-related dementia (ARD). ARD is understood to be a
reversible dementia. However, when older patients with AUD experience cognitive impairment,
it tends to be more prolonged and worse than in younger patients. Research in this field has been
limited to case reports or small sample size surveys in quantitative research, and a nationwide
survey of the clinical status of this population has not been carried out in at least 10 years. In
addition, there has been no effective treatment program established for this population.
Accordingly, the purpose of this study was, first, to clarify the clinical characteristics of cognitive
impairment among older patients with AUD and ARD and, second, to develop a cognitive

rehabilitation program for older patients with ARD and examine its effectiveness.

Methods:

This research was conducted in three studies:

Study 1: For this study, we administered a nationwide survey for medical staff working in
psychiatric institutions that provide specialized treatment for AUD (hereafter, referred to as
“specialized medical institutions”), using a questionnaire on the treatment offered to older patients
with AUD. This survey, which was mailed to these institutions, aimed to understand the treatment

of older patients with AUD from the perspective of the medical staff.



Study 2: Here, we conducted a retrospective chart review. Data were extracted at three specialized
medical institutions. Extraction criteria of the sample were: between 65 and 85 years of age,
clinically diagnosed as alcohol dependent, and hospitalized at least once. Subsequently, we
divided the samples into three groups to compare the clinical characteristics by types of dementia
diagnosis: ARD; ARD and other dementia—mixed dementia (MD); and non-demented patients
(Non-D).

Study 3: For this study, we conducted a pilot randomized controlled trial at Kurihama Medical
and Addiction Center. Male AUD inpatients aged 65 years or older, with an MMSE score of 18
to 28, were randomly allocated to the intervention group or the comparison group. To verify the
efficacy of the cognitive rehabilitation program, several neuropsychological tests and self-rating

scales were conducted.

Results:

The survey in the first study was distributed to 130 facilities, and 79 facilities responded (response
rate: 60.8%). Approximately 80% of the specialized medical institutions surveyed reported that
over 30% of their patients with AUD were older adults. Also, 12%—13% of the older patients with
AUD in these specialized medical institutions were unable to adapt to current treatment practices
due to either physical or cognitive impairment. Furthermore, under these circumstances, the staff
struggled with setting treatment goals because their patients were unable to understand the
necessity of treatment and were unmotivated to continue treatment. Analysis of free-response
questions indicated that on being discharged, if older patients with AUD applied for nursing
services, their support needs were often underestimated, causing them to not receive sufficient or

appropriate care.

From our review of medical charts in the second study, a total of 200 samples were extracted and
distributed for each group—ARD (n=54), MD (n=28), and Non-D (n=118). The MD group was
significantly higher than the other two groups regarding the unmarried status frequency of
memory loss and violence, comorbidity of diabetes, and the proportion of patients who could not
participate in the treatment. Conversely, there were no significant differences between the ARD
and MD groups for an MMSE score and the age of onset for problem drinking. Compared with
Non-D, both ARD and MD groups had a high proportion of patients who transferred to a nursing
home as a discharge destination.

Additionally, over 70% of the cases in the sample population involved older patients with AUD

whose alcohol use problems began after the age of 50.



In the third study, the efficacy of a cognitive rehabilitation program for older patients with AUD
was tested via a randomized controlled trial. Thirty individuals participated, of which four
dropped out; ultimately, 13 patients in the intervention group and 13 patients in the control group
(n=26) were analyzed. The results of pre- and post-intervention neuropsychological testing and
psychological evaluation were compared. In comparison to the control group, the intervention
group showed significantly improved frontal lobe function, especially in working memory and
executive function. Finally, in the intervention group, a trend toward lower apathy was suggested.
However, this study was unable to demonstrate how these improvements in cognitive function

affected the AUD treatment outcomes.

Discussion:
The results of the first study clarified that older patients with AUD are often unable to adapt to
traditional AUD therapies designed for younger patients. It is clear that there is a need for

treatment programs, goals, and recovery support models that serve the needs of these patients.

The results of the second study demonstrated that in order for older patients with AUD and
cognitive impairment to participate actively in treatment and have good prognoses, treatment
dropout must be prevented, and therapies capable of maintaining patient motivation must be
implemented. Further, programs capable of preventing the development or worsening of cognitive

impairment among these patients are also necessary.

The cognitive rehabilitation program tested in the third study proved effective at improving frontal
lobe function. In the development of the program, the tasks were designed to improve executive
function. Furthermore, the program was implemented in such a way that even if patients’ cognitive
functions declined, participation would not become burdensome and patients would be able to
enjoy their involvement in the program. These considerations were well received by the program’s
older AUD participants and most likely played an important role in achieving the effects

demonstrated.

Based on the fundamental findings, this study proposes the following as support options necessary

to facilitate the recovery of older patients with AUD:

1. In terms of the setting of treatment goals for older patients with AUD, complete abstinence
should not be the only target. Instead, efforts should be made to prevent treatment dropout;
maintain the patient—therapist relationship; and improve the quality of daily life among these

patients. In addition, patients should be motivated to stop or reduce their drinking of their own



accord and should be helped to reclaim a sense of meaning and direction in their lives.

2. Because the number of older patients with AUD will most likely increase in the future,
treatment providers must endeavor to align their treatment practices with the conditions and needs

of this population group.

3. With regard to older patients with AUD who require nursing services, it is essential that their
mental and physical capabilities be assessed both when under the influence of alcohol (that is,

while they are impaired) and when not under the influence of alcohol.

Conclusion:

Excessive alcohol consumption in old age can causes serious mental illness and physical damage.
Furthermore, once addiction (i.e., AUD) starts, the road to recovery is long and hard. The findings
of this study demonstrate that older patients with AUD and cognitive impairment have trouble
adapting to current treatment practices, and after being discharged from specialized medical
facilities, they often are unable to return home and are instead transferred to housing facilities or
other institutions, indicating impaired social ability. Providing these patients with a cognitive

rehabilitation program aimed at improving their cognitive function is therefore crucial.

This investigation of older patients with AUD revealed that the majority develop the alcohol
problem in later life. For this reason, in terms of preventative measures, it is important that older

people make an effort to alter their alcohol consumption habits and avoid alcohol problem with

aging.
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