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Introduction
Dementia is a progressive syndrome involving decline in memory, thinking and behaviour that interferes with independent daily living. It includes conditions such as Alzheimer’s disease and vascular dementia and currently affects close to one million people in the UK, with numbers projected to rise further as the population ages (Alzheimer’s Society, 2023; Livingston et al., 2020). This creates major demands on health and social care services.
Alcohol-related cognitive impairment (ARCI) describes cognitive difficulties directly associated with long-term heavy alcohol use, including alcohol-related dementia and Wernicke–Korsakoff syndrome, often grouped under the term alcohol-related brain damage (ARBD) (Dementia UK, 2023). These conditions may present with memory problems, executive dysfunction and behavioural change and can overlap clinically with other forms of dementia.
High levels of alcohol consumption are consistently associated with an increased risk of developing dementia and with earlier onset of symptoms, particularly in people under 65 (Dementia UK, 2023). Recent UK cohort and Mendelian randomisation work suggests that there may be no safe level of alcohol for brain health, and that even low or moderate intake is associated with some increase in dementia risk, overturning earlier suggestions of a protective effect of moderate drinking (Sabia et al., 2018; Topiwala et al., 2025).
In practice, alcohol use can both contribute to the development of dementia and complicate its diagnosis and management. Unrecognised heavy drinking may lead clinicians to miss alcohol-related dementia as a possible diagnosis, while continuing to drink after a dementia diagnosis can increase confusion, falls and interaction with medication (Alzheimer’s Society, 2023; Dementia UK, 2023). These issues highlight the importance of understanding how alcohol use and dementia interact within UK healthcare settings.
Review question and objectives
This scoping review asks: What is currently known about the relationship between alcohol use and dementia in the UK healthcare context? The objectives are to:
1. Map and categorise key themes in the UK literature regarding alcohol as a risk factor, diagnostic challenges and impacts on care and service provision; and
2. Identify gaps in knowledge and implications for future research, clinical practice and service development.
[bookmark: _Toc214117349]
Background
[bookmark: _Toc214117350]Dementia and alcohol use in the UK
Around 900,000 people in the UK are living with dementia and this figure is expected to exceed one million within the next few years (Alzheimer’s Society, 2023). Dementia is a leading cause of death and disability, particularly among older women, and has substantial social and economic impacts (Livingston et al., 2020).
Harmful alcohol use is also common. The UK Chief Medical Officers advise that adults should not regularly drink more than 14 units per week to keep health risks low. Long-term drinking above this level is associated with increased risk of cognitive decline and dementia, while very heavy consumption is linked to specific alcohol-related neurocognitive disorders (Alzheimer’s Society, 2023; Dementia UK, 2023).
National strategies on dementia and on alcohol harm reduction, together with Public Health England’s “Health Matters” resources, increasingly emphasise lifestyle modification – including reducing excessive alcohol intake – as part of midlife approaches to prevent or delay dementia (Public Health England, 2021; Livingston et al., 2020).
[bookmark: _Toc214117351]Policy, guidance and service challenges
There is no single UK statute dealing specifically with alcohol-related dementia, but several policies shape care. The Care Act 2014 places duties on local authorities to assess and meet the needs of adults with care and support needs, including those arising from dementia or alcohol-related brain damage. National alcohol strategies and the development of Alcohol Care Teams in acute hospitals aim to identify and treat harmful drinking earlier, which may reduce later alcohol-related cognitive problems.
Clinical guidance from the National Institute for Health and Care Excellence (NICE) also informs practice. The dementia guideline (NG97) recommends a comprehensive assessment of people with suspected dementia, including lifestyle factors such as alcohol use (NICE, 2018). NICE guidance on alcohol-use disorders (CG115) promotes routine screening for harmful drinking and timely treatment for dependence (NICE, 2011). However, there is little specific UK guidance on managing people who have both dementia and alcohol misuse, or on distinguishing alcohol-related cognitive impairment from other dementias, which may contribute to inconsistent practice.
Service provision for ARBD is patchy. ARBD spans mental health, addiction and dementia care, and many patients do not fit neatly into existing service structures. People with ARBD are often under 65, which may exclude them from older adults’ dementia services, while generic addiction services may lack expertise in cognitive impairment. Specialist ARBD units or rehabilitation programmes exist in some areas, but many regions rely on general mental health or care-home provision.
Underdiagnosis is a significant issue. Studies and professional accounts suggest that ARBD is frequently missed or labelled incorrectly, partly because clinicians may not routinely ask about alcohol history and patients may minimise their intake (Jones et al., 2023; Heirene et al., 2021). Some services delay dementia assessment until a sustained period of abstinence has been achieved, which can be difficult for people whose cognitive problems already affect judgement and motivation (Alzheimer’s Society, 2023). ARBD is not recognised as a distinct disorder in ICD-10 or DSM-5, and there is no agreed threshold of alcohol exposure or abstinence duration for diagnosis (Jones et al., 2023). These factors contribute to fragmented care pathways, with people cycling between emergency departments, acute medical wards, hostels and care homes without coordinated long-term support.
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[bookmark: _Toc214117353]Study design
This assignment used a scoping review design guided by Arksey and O’Malley’s five-stage framework: identifying the review question, identifying relevant studies, selecting studies, charting the data and collating, summarising and reporting the results (Arksey and O’Malley, 2005). This approach was chosen because it enables mapping of a broad and heterogeneous body of evidence and identification of gaps in knowledge. Aveyard’s approach to thematic analysis of literature was used to structure the synthesis (Aveyard, 2014).
[bookmark: _Toc214117354]Search strategy
Electronic searches were conducted in PubMed (MEDLINE), CINAHL and PsycINFO for the period January 2015 to October 2025. These databases were selected to capture biomedical, nursing and psychological research relevant to dementia, alcohol use and healthcare service provision. Scopus and Google Scholar were searched to identify any additional studies and relevant grey literature, such as reports from UK charities or public health bodies used to inform the background.
Search terms combined concepts for dementia, alcohol use and the UK setting. Example terms included “dementia” OR “cognitive impairment” OR “Alzheimer’s” AND “alcohol” OR “alcohol misuse” OR “alcohol-related dementia” OR “alcohol-related brain damage” AND “United Kingdom” OR “England” OR “Scotland” OR “Wales” OR “Northern Ireland”. Searches were limited to English-language publications. Reference lists of key papers were hand-searched to identify further relevant studies.
[bookmark: _Toc214117355]Inclusion and exclusion criteria
Studies were included if they:
· were peer-reviewed primary or secondary research;
· were conducted in UK populations or healthcare settings, or presented UK data separately;
· examined alcohol use (from moderate use to alcohol use disorder) in relation to dementia or cognitive impairment; and
· were published in English from 2015 onwards.
Eligible content included epidemiological studies of alcohol and dementia risk, clinical studies of alcohol-related cognitive impairment and research on service responses to people with both alcohol problems and cognitive impairment. Policy documents and guidance were not included in the results but were used to contextualise the background.
Exclusion criteria included non-UK studies without clear transferability to UK practice, papers not addressing both alcohol and dementia or cognitive impairment, editorials and opinion pieces, and articles published before 2015. Where duplicate reports existed, the most complete version was used.
[bookmark: _Toc214117356]Study selection and data charting
Titles and abstracts retrieved from the searches were screened against the inclusion criteria. Potentially relevant full-text articles were then reviewed in detail, resulting in a final sample of 19 studies. For each study, key information was charted using a standardised form, including author, year, design, setting, sample, and findings relevant to alcohol use and dementia.
[bookmark: _Toc214117357]Data analysis
Charted data were examined using thematic analysis adapted from Aveyard (2014). Initially, a simple numerical description of the included studies was produced (for example, numbers by design and setting). Findings were then read repeatedly to identify recurring patterns and concepts. These were grouped into three overarching themes:
1. Alcohol as a risk factor for dementia;
2. Diagnostic challenges of alcohol-related dementia; and
3. Impacts on care and service provision.
Each study could contribute to more than one theme. The themes were refined to ensure they reflected the data and addressed the review question. In line with scoping review methodology, formal critical appraisal of study quality was not undertaken, but limitations of the evidence base are considered in the discussion.

[bookmark: _Toc214117358]Ethical considerations
The review used published literature and did not involve human participants or identifiable data, so formal ethical approval was not required. However, principles of research integrity were followed, including systematic searching, transparent reporting of methods and accurate referencing of sources to avoid plagiarism.
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[bookmark: _Toc214117360]Summary of Included Studies
These five UK-based studies were selected as they illustrate key dimensions of the alcohol–dementia relationship: large cohort evidence on risk (Sabia et al., 2018; Topiwala et al., 2025), clinical prevalence of cognitive impairment in alcohol services (Davies et al., 2022) and challenges in diagnosis and service development for alcohol-related brain damage (Jones et al., 2023; Quelch et al., 2025). Their findings underpin the three themes described below:

Table 1. Summary of Five Included UK-Based Studies on Alcohol Use and Dementia
	Study (authors, year)
	Design / setting
	Population
	Key findings

	Topiwala et al. (2025)
	Prospective cohort and Mendelian randomisation study using UK Biobank and a US Veterans cohort
	>500,000 adults (general population; mean baseline age ≈57 years)
	Observational analyses suggested lower dementia risk in moderate drinkers than abstainers, but genetic (MR) analyses showed a linear increase in dementia risk with any level of alcohol use and no evidence of a protective effect. A doubling in genetic risk for alcohol use disorder was associated with higher dementia risk. Concluded there is no safe level of alcohol for brain health (Topiwala et al., 2025).

	Sabia et al. (2018)
	Longitudinal cohort (Whitehall II); British civil servants in London
	9,087 adults followed for ≈23 years from midlife to older age
	Both heavy drinking (>14 units/week) and long-term abstinence in midlife were associated with higher dementia risk compared with moderate drinking. Authors suggested some “abstainers” were former heavy drinkers or had underlying illness, producing an apparent U-shaped association and highlighting confounding in observational alcohol–dementia research (Sabia et al., 2018).

	Davies et al. (2022)
	Cross-sectional observational study in community alcohol treatment services (South Wales)
	146 service users in treatment for alcohol use disorder (mean age ≈45 years)
	Over half of alcohol service users (55.3%) showed measurable cognitive impairment on screening, ranging from mild executive dysfunction to severe memory problems. Many profiles were consistent with alcohol-related brain damage. Authors recommended routine cognitive screening in addiction services, as a substantial proportion of clients may have undiagnosed ARCI (Davies et al., 2022).

	Jones et al. (2023)
	Systematic scoping review of diagnostic practices and tools for alcohol-related cognitive impairment (ARCI)
	19 international studies relevant to UK practice (criteria papers and tool validation studies)
	Found no consensus or standardised diagnostic criteria for ARCI and wide variation in definitions. Commonly used cognitive tools (e.g. MoCA, ACE-III) are not specifically validated for ARD. Identified barriers to timely diagnosis including lack of clinician training, stigma towards people with alcohol problems and fragmented care pathways. Recommended developing clear diagnostic criteria, validating tools and improving workforce training (Jones et al., 2023).

	Quelch et al. (2025)
	National consensus conference and co-production workshop on ARBD service development (Wales, UK)
	≈40 stakeholders from NHS, social care, third sector and people with lived experience
	Identified five priority areas for improving ARBD services: (1) early identification and screening; (2) clearer diagnostic processes and specialist input; (3) defined referral pathways between services; (4) integrated treatment and long-term support (detox, rehab, social care); and (5) training and awareness for staff. Recommended developing regional expertise or centres of excellence and better data systems to monitor outcomes (Quelch et al., 2025).


Table 1: Five key studies and their main findings.
These studies illustrate a range of evidence: from large-scale epidemiological associations between alcohol and dementia risk, to clinical prevalence of cognitive impairment in alcohol-dependent populations, to the challenges identified in professional practice and system responses. Together, they inform the thematic analysis below. All five studies are based in the UK or have direct implications for UK healthcare (even if one included a US cohort, the lead authors and UK Biobank data ground it in UK context).
[bookmark: _Toc214117361]4.1 Theme 1: Alcohol as a Risk Factor for Dementia
As shown in Table 1, UK cohort and genetic studies indicate that alcohol use is a modifiable risk factor for dementia (Sabia et al., 2018; Topiwala et al., 2025). Drinking above 14 units per week over many years is associated with brain shrinkage in memory areas and a substantially higher risk of dementia, while very heavy use can cause thiamine deficiency and Wernicke–Korsakoff syndrome within the ARBD spectrum (Alzheimer’s Society, 2023; Dementia UK, 2023).
The Whitehall II study found that both heavy drinking (>14 units/week) and long-term abstinence were associated with higher dementia risk than moderate drinking, producing an apparent U-shaped curve that may be partly explained by poor health or former heavy use among abstainers (Sabia et al., 2018). Topiwala et al. (2025) addressed these limitations using UK Biobank data and Mendelian randomisation and found a dose–response relationship: dementia risk rose steadily with increasing alcohol intake, and genetic predisposition to higher alcohol use was associated with greater dementia risk, with no protective effect of moderate drinking.
Alcohol also increases dementia risk indirectly by worsening vascular risk factors such as hypertension, atrial fibrillation, stroke, diabetes and obesity (Dementia UK, 2023; Livingston et al., 2020). Overall, the evidence suggests that heavy and sustained alcohol use clearly increases dementia risk and that even lower levels of drinking may carry some risk to brain health, supporting UK public health messages to keep alcohol intake low (Alzheimer’s Society, 2023; Topiwala et al., 2025).
[bookmark: _Toc214117362]4.2 Theme 2: Diagnostic Challenges of Alcohol-Related Dementia
The second theme concerns the difficulty of recognising and diagnosing alcohol-related cognitive impairment in UK practice. Jones et al. (2023) found wide variation in how studies and clinicians define alcohol-related dementia or alcohol-related cognitive impairment (ARCI), with no agreed thresholds for alcohol exposure or abstinence and no standard diagnostic criteria. This makes it hard to estimate prevalence and creates uncertainty about when to attribute cognitive impairment to alcohol rather than another dementia type.
Clinically, ARCI can mimic other dementias, with memory and executive problems and behavioural change, but may stabilise or partially improve with sustained abstinence and thiamine treatment (Alzheimer’s Society, 2023; Dementia UK, 2023). In practice, some services delay dementia assessment until several weeks of sobriety have been achieved, yet many people with ARBD struggle to stop drinking because their cognitive problems affect insight and motivation (Alzheimer’s Society, 2023). This can result in a “catch-22” where those most in need of assessment never meet the sobriety requirement, contributing to underdiagnosis.
Professionals describe limited training and stigma around alcohol problems; cognitive difficulties can be dismissed as “just the drink”, or alcohol history is not explored when older adults present with memory concerns (Heirene et al., 2021). Standard screening tools such as the MMSE and MoCA are widely used but have not been validated specifically for ARCI and may miss frontal or executive deficits typical of ARBD (Jones et al., 2023). Davies et al. (2022) showed that routine cognitive screening in community alcohol services is feasible and revealed a high rate of previously unrecognised impairment, suggesting that embedding simple cognitive checks in addiction services and alcohol history-taking in memory clinics could improve case finding.
[bookmark: _Toc214117363]4.3 Theme 3: Impacts on Care and Service Provision
The third theme focuses on how alcohol use affects the care of people with dementia and those with alcohol-related cognitive impairment, and how UK services respond. For people with any form of dementia, ongoing alcohol use can worsen confusion, disorientation and falls, interact with medication and undermine engagement with therapy, increasing strain on carers and staff (Dementia UK, 2023; Alzheimer’s Society, 2023).
For those with ARBD, needs are often complex, with co-existing physical illness, mental health problems and social issues such as unstable housing (Heirene et al., 2021). Unlike most neurodegenerative dementias, however, ARBD can stabilise or improve if abstinence, nutritional support and rehabilitation are achieved; approximately a quarter of people may recover fully and about half show partial improvement (Dementia UK, 2023). Realising this potential depends on early identification and access to appropriate services.
Service provision is uneven. ARBD sits between addiction, mental health, neurology and social care, and responsibility is often unclear. In many areas there are no dedicated ARBD pathways, and people move between alcohol services, acute hospitals, hostels and generic dementia care without coordinated long-term support (Heirene et al., 2021). The Welsh national consensus event identified five priorities for service development: routine screening and early identification, clearer diagnostic processes, defined referral pathways, integrated treatment and long-term support, and workforce training (Quelch et al., 2025). Recommendations included developing integrated pathways linking Alcohol Care Teams, community addiction services, mental health and memory services, and considering regional specialist teams or centres of excellence.

[bookmark: _Toc214117364]Discussion
This scoping review mapped UK evidence on the relationship between alcohol use and dementia. Across epidemiological, clinical and service-level studies, heavy alcohol consumption emerged as a clear, modifiable risk factor for dementia, while alcohol-related cognitive impairment was found to be common yet frequently under-recognised in practice (Dementia UK, 2023; Davies et al., 2022).
Large cohort and genetic studies suggest that drinking above current UK low-risk guidelines, and possibly any level of alcohol use, increases dementia risk, challenging earlier observational findings of a J-shaped association in which moderate drinkers appeared to fare best (Sabia et al., 2018; Topiwala et al., 2025). International and UK evidence therefore supports public health messages encouraging people to minimise alcohol intake across the life-course (Livingston et al., 2020).
At the clinical level, alcohol-related dementias represent an important proportion of young-onset cases in the UK, yet diagnosis is hindered by the absence of agreed criteria, overlap of symptoms with other dementias and practical difficulties in achieving abstinence before assessment (Jones et al., 2023; Alzheimer’s Society, 2023). Studies from alcohol services show high rates of cognitive impairment among people with alcohol dependence, many of whom have not received a formal diagnosis (Davies et al., 2022). Professionals report uncertainty in recognising ARBD, limited access to neuropsychology and fragmented pathways between addiction, mental health and dementia services (Heirene et al., 2021; Quelch et al., 2025). Specialist ARBD services are available in only a few areas, and there is limited integration between Alcohol Care Teams, memory services and social care.
The evidence base has limitations. Many epidemiological studies rely on self-reported alcohol consumption, making under-reporting and recall bias likely. Definitions of ARBD and ARCI vary between studies, hampering comparison, and most clinical research involves relatively small samples in specialist settings, which may not reflect the broader population. As a scoping review, this study did not undertake formal quality appraisal and therefore cannot estimate the size of effects precisely; instead, it provides an overview of trends and gaps. The focus on UK studies published since 2015 may have excluded older or international work, although this timeframe was chosen to ensure relevance to current policy and practice.
Despite these limitations, the broad consistency of findings across different designs strengthens the conclusion that alcohol misuse is an important, modifiable contributor to dementia risk and to complex care needs in the UK. The review suggests that integrating dementia-prevention messages into alcohol harm-reduction work and developing clearer pathways for alcohol-related cognitive impairment are feasible and necessary steps to improve outcomes.
[bookmark: _Toc214117365]Conclusion and Recommendations
This scoping review has highlighted that alcohol misuse is a significant, preventable risk factor for dementia in the UK and that alcohol-related cognitive impairment is under-recognised and inconsistently managed across services. Heavy drinking is clearly associated with increased dementia risk and earlier onset, while emerging evidence suggests that even moderate alcohol intake may carry some risk (Topiwala et al., 2025). At the same time, alcohol-related dementias account for a notable proportion of young-onset cases and, unlike most neurodegenerative dementias, may stabilise or partially improve with abstinence and appropriate treatment (Dementia UK, 2023).
Clinicians report difficulties distinguishing alcohol-related dementia from other forms of dementia, limited guidance on diagnostic criteria and fragmented care pathways between addiction, mental health and dementia services (Jones et al., 2023; Heirene et al., 2021). Nevertheless, recent consensus work provides a clear direction of travel, emphasising earlier identification, better referral routes and improved training (Quelch et al., 2025).
[bookmark: _Toc214117366]Recommendations for clinical practice
· Routinely record alcohol history during cognitive assessments in primary care, memory clinics and neurology services, and screen for cognitive impairment in alcohol treatment settings using brief tools (NICE, 2011; NICE, 2018).
· Suspect alcohol-related cognitive impairment in people with a history of long-term heavy drinking and refer for specialist assessment without insisting on unrealistic periods of abstinence, while supporting efforts to reduce or stop alcohol use.
· Offer early interventions such as thiamine replacement, alcohol-dependence treatment and tailored occupational or cognitive rehabilitation to maximise the potential for stabilisation or recovery.
· Provide information and support to families about the impact of alcohol on dementia symptoms and involve them in care planning and risk management.
[bookmark: _Toc214117367]Recommendations for services and policy
· Develop integrated care pathways for alcohol-related brain damage that link Alcohol Care Teams, addiction services, mental health and memory services, with clarity around referral and long-term responsibility.
· Include ARBD and alcohol-related dementia in workforce development programmes for GPs, hospital clinicians, nurses and allied health professionals.
· Embed dementia-risk messaging, including the impact of alcohol, within national and local alcohol harm-reduction campaigns (Public Health England, 2021; Livingston et al., 2020).
· Support further research on the prevalence, outcomes and most effective models of care for alcohol-related cognitive impairment in UK settings, including the perspectives of people with lived experience and their carers.
Addressing alcohol use more systematically within dementia prevention and care has the potential to improve quality of life for individuals and families and to reduce pressure on already stretched health and social care services in the UK.
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