
Breaking the Link 

Alcohol, cognition and homelessness 

 



Quotes from the Guardian 2012 
 

• Swain (Thames Reach) has witnessed the 
emergence of a new group of middle-aged 
people – the "young olds" – who have 
developed the health problems more 
commonly associated with people long past 
retirement age: poor mobility, memory loss 
and incontinence. 

 



Guardian Quotes 2012 

• In another hostel,  21 former rough sleepers 
died over two years probably from the health 
problems created by these super-strength 
drinks. Liver failure and brain damage – 
including Korsakoff’s syndrome, which leads to 
the familiar "shuffling" – are the grim long-
term result, along with regular seizures and 
double incontinence. 

 



Glasgow study1 (2005) 

• 266 hostel dwellers 

– 78% drinking hazardously 

– 82% had cognitive/intellectual impairment 

 

 

 

 
1. Prevalence of alcohol related brain damage among homeless hostel dwellers in Glasgow. Authors: 
Gilchrist, Gail Morrison, David S., European Journal of Public Health; Dec 2005, Vol. 15 Issue 6, p 587-588 

 



So what is Korsakoffs syndrome? 



ARBD 

Alc. 
Related 
dementia Korsakoffs 

Neuro 
syndromes 

Brain 
injury 

Vascular disease 
Trauma 

Examples: 
Cerebella/frontal pathway disorders 
Central Pontine myelosis 
Marchiafava-bignami syndrome 

 

Subcortical  and 
frontal disorders 
Associated with malnutrition 
And ischaemic changes 

•Involuntary, jerky eye movements or 
paralysis of muscles moving the eyes  
•Poor balance, staggering gait or 
inability Involuntary, jerky eye 
movements or paralysis of muscles 
moving the eyes  
•Drowsiness and confusion.  
•Associated with malnutrition 



Alcohol Related Brain damage 
 Clinical characteristics 

Two main issues 

 
Tuck, Jackson 1991 N=641 patients referred to 
alcohol treatment services 

• Memory loss in 32%  

• Frontal lobe problems in 58% 

 Cognitive impairment in alcoholics frequently takes the form of frontal lobe 

dysfunction and may be relatively subtle, requiring a neuropsychological 
examination for diagnosis. Signs of cognitive impairment may precede those of 
alcohol related neurological disorders by more than ten years. 

 



Common cognitive problems after 
withdrawal (korsakoff-like ARBD) 

Memory:  

• Short term and long term memory 
problems1,2,  

• False memories (confabulations)3,4 

 



Short term memory problems 
verbatim interview of a patient that has been through treatment 

 

Q: So what I would like to ask you is a little bit about your memories of the last three or four years 
   
 A: Because I forgot what was going on , I  turned to John thinking he knows the answer and  he 

understood me. He understood what I was going through and he would suggest something, that's 
how I managed. 

  
Q: Do you remember the issue with alcohol those years ago. 
  
 A. I remember drinking. But even though he told me I was drinking too much, I could not remember 

drinking the previous time and I was sure I was not, even though he told me, everybody told me. I 
thought the last drink was the night before and I was having after effects. I don’t remember doing it 
on the actual day. 

  
Q. Does that mean you don’t remember the drink before the one that you were drinking at the time?  

[correct]  Did that make you think you were drinking less than you were because you could not 
remember it? 

  
A.  Yes, I was thinking I had it the night before [um] and the effects of it made me go blank 
  
• (Consent to use as teaching aid provided by patient and carer) 



Examples of practical implications 

• May not remember when he/she last had a 
drink (consequently denies frequent drinking) 

• Cannot remember or manage information 
given to them after a couple of days 

• Does not remember hospital admissions or 
appointments 

• Has only vague memories of past life, drinking 
problems, antisocial behaviour, family etc. 



Common frontal lobe problems of 
patients referred for assessment 

• Difficulty in concentration1 and the ability to be able to 
change from one stream of thought to another with normal 
degrees of flexibility4 

• Problems in reasoning  2 and problem solving difficulties 3 

• Increased impulsivity and less awareness of implications of 
actions, loss of awareness of risk5 

• Reduced planning  and organizing arrangements 5,6 

• Breakdown of interpersonal relationships 7  



Examples of practical implications 

• Cannot understand the effects alcohol is having on him/her 
– Unaware of cognitive problems 
– Little if any understanding of physical implications 
– Compares him/herself to fellow drinkers (normalisation)  
– Will not have insight into their situation despite it being 

explained. 

• Difficulty in understanding risk,  
– Unable to resist temptation , keeps on with same pattern of 

behaviour 

• Unable to reason 
– Cannot handle choices 
– Cannot evaluate need for change 
– Cannot evaluate alternatives 



Reasoning problems 

P:  Why can’t I go to the pub? 
A;  Because when you drink, you have a fit and end up in hospital. 
P:  It’s the fits that get me into hospital 
A:  Yes, and it’s the drinking that sets the fits off 
P:  But I go into hospital because I suffer from fits and that was caused by my head 

injury. 
A  That’s true but when you drink it makes your fits happen as well 
P.  But the doctors told me that I have to have tablets to stop my fits. 
A.  Yes that right, but alcohol makes your fits worse. 
P. But my fits are because I have had a head injury…the doctors told me! 
A. Yes, that’s right, but the head injury makes you more likely to have  fits when you 

drink 
P    My tablets stop the fits 
A    But not when you drink 
P    But the head injury causes my fits…. 
 
 
(extract from interview with patient) 
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ARBD 
(a practical classification) 

1. Acute effects of alcohol 
– Drunk 
– Withdrawal 
– Encephalopathies 

2. Medium term effects of alcohol (transient ARBD)1 
– In heavy, long term abusers: may last 3-4 months 
– Often dramatic improvement 

3. Long term effects of alcohol/thiamine deficiency2,3 
– Deficits may show some improvement over 3-5 years. Brain cells take 

at least a year to grow 

4. Permanent alcohol/ thiamine related damage3 
– Lasts indefinitely 
– May be some improvement in terms of social and behavioural 

adaptation over time 

 



Principles of management 

1. In most cases the brain will demonstrate degrees of both volumetric and 
cognitive improvement during the first 2-3 years of abstinence.  

2. Protect individuals that are unable to make decisions regarding alcohol 
access (MCA) 
 

3. The therapeutic programme is designed to: 
1. Maximise a persons potential and integrate them into society 

4. The programme does this through a psychotherapeutic (neuro-cognitive 
psychotherapy) approach based on behavioural and educational 
techniques and the principles include 

1. Promote independence through acquisition life skill training 
2. Teach the individual about the dangers of alcohol 
3. To develop social routines and networks in order to  

1. Provide buffers against alcohol relapse 
2. Provide a spring  board to further social integration and development 

 
 



72 cases (homeless and non homeless) 

End of treatment 2.2 years duration 
56 abstinent (78%) 
16 relapsed  (22%) 

• Social outcomes 
– 34 domestic   (47%) 
– 14 supported living  (19%) 
– 8 residential home  (11%) 
– 7 general nursing home  (10%) 
– 4 specialist nursing home  (6%) 
– 3 homeless   (4%) 
– 2 lost to follow up  (3%) 

Reduction in acute hospital bed days by 85% 



Homeless cases 

• 11 cases have been through treatment 
Referred following acute hospital admission:  5 
Referred via ‘homeless team’    5 
Referred from acute psychiatry    1 

• Average age  51; (range 37-63) 
• 9 males, 2 females 
• Multiple alcohol related hospital admissions 
• Average ACE 111 score on acceptance into service 

70/100 (range 61-76) 
• 4 treated under DOLs, 3 treated under mental 

health ACT 



Concomitant problems 

All: varying degrees of pancreatitis, cirrhosis, oesophageal varices, 
peripheral neuropathies etc. At least 1 known case of financial abuse 

Depression     4 
Subdural     1 
Cerebral Infarct     1 
Paranoid psychoses    4 
Chronic schizophrenia (untreated)  1 
HIV positive     1 
Large  tumour     1 
Hep C positive     2 
Convulsions     1 
Active TB     1 
Drug abuse (heroin mainly)   4 



Jemma Michael 

• 48 year old women 

• Long standing drinker 

• Many hospital admissions for withdrawal 

• Marriage broke up and went to work with 
daughter in running a pub 

• Eventually asked to leave because of drunken 
behaviour.  

• Homeless, stayed with friend, went on to streets 
but eventually admitted into acute hospital care. 



Jemma Michael 

• Evidence of ARBD and minor stroke disease 
• Cognition 

– Very poor short term memory 
– Varying but extensive problems with long term memory 
– Conflates previous experiences with current circumstances 
– confabulation 

• Placed on DoLs 
 

• Acute liver disease 
• MCV raised 
• Pancreatic changes  



Residential Home 
Review by key worker in first month 

• Appearance much improved, put weight on 

• very labile in mood  

• Fluctuating insight 

• Very patchy memory of past 20 years 

• Puts most of her problems down to ‘fits’ 

• She was repetitive and was very fixed in her ideas 
and did not really seem to connect in conversation. 

• Unsure why she was at the residential home 



Development of psychoses 

• Large gaps in retrograde memory 

• Anterograde memory poor 

• Higher order reasoning muddled 

• Paranoia and agitation developing.  

• Probable hallucinatory experiences? 

• Daughter involved in psychotic experiences 

 

• Risperidone introduced 



JM (later; years 3-4) 

• 1 relapse when on unsupervised community visit 
• On going graded task assignment and increasing 

autonomy 
• Routine developed:  

– Self care/grooming 
– Meal preparation 
– Money management 

• Regular contact with daughter and grand child 
• Voluntary job (YMCA)  
• DOLS rescinded 

 
 
 



JM 

• Transferred to flat with on-going support and team 
supervision 

• Support closed down 
• Team supervision closed with on-going contact. 

 
• 4 years after admission: I saw Jemma Michael as part of 

follow up.  She is now taking on a course in Criminology and 
is independent living. She has integrated well into the 
Community and has good relationships with her family.  
Please reduce the risperidone slowly over 6 months. 

   
• Discharged 

 
 



PB: a more complex case 

• Mother was an alcoholic  

• Neglected as a child 

• Went to a special school  

• Taken into care (4 ½ years). Mother died (when he was 12) 

• Abused by sisters husband 

• Admitted into a young offenders unit. 

• Left care when he was 16 years old and was placed by social services into a bedsit.  

• From 17 he was heavily addicted to heroin. 

• Lived in multiple hostels 

• Alcohol dependent since age of 35 

• Multiple failed detox unit visits 

• Multiple prison stays 

• Occasional psychoses 



PB 
Homeless service 

• History of depression, anxiety, paranoid psychoses and 
DSH 

• Hep C positive 

• HIV positive: non compliant with treatment due to 
chaotic life style 

• Gastro-intestinal problems : diarrhoea and vomiting 

• Memory problems noticed. Cognitive assessment: 
moderate to severe level of impairment (ACE 111: 54) 

• Loss of weight ++ 



PB: ARBD service 
Cognitive problems 

• Wirral ARBD service referral: May 2016 ACE 111 78 
 

• problems with working memory and is only able to follow 
fairly straightforward conversations, tending to get lost if 
the themes are complex.   

• difficulty in learning new information and requires intensive 
rehearsal and then there is an attrition of memory over a 
period of five and ten minutes.  

• Evidence of significant reasoning problems 
• Very little planning ability 
• Impulsive 

 
 



PB  

• Deemed to have capacity regarding care 

• Moved him into residential care with support 
package. Would not comply with therapeutic 
engagement. 

• Relapsed into drug treatment 

• Started encouraging drugs in other residents 

• Sister moved him out to live with her Liverpool 
but then kicked him out after a couple of days 

• Lost contact 



Overview of 11 homeless cases 



Homeless: 
placements during the treatment programme. 

• 5 on DOLS and 4 on MHA 

• Average duration of treatment 2.05 years 
(range: 0.25-4.31) 

• 6 cases treated through specialist NH 

• 4 cases treated through residential home 
settings 

• 1 case in acute care. 



ACE 111 (N=8 ) 
outcome 
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Summary of outcome 

• Of the 8  cases for which we have records, 7 
demonstrated improvement in ACE 111 scores. 

• Of the 11 cases completing ,  
– 3 relapsed into alcohol misuse during treatment. 

– 1 remains homeless and went back into chaotic drug 
misuse and probably has relapsed into alcohol misuse 

– 1 remains in acute psychiatric care waiting placement 
(ACE111:93) (has not been exposed to the programme) 

• Remaining 6 are in accommodation and alcohol free 
– 1 has undergone NVQ training and is  a care worker 

– 1 has a gained a degree 



Summary 

1. We know that a significant number of chronic 
alcohol misusers have cognitive deficits 
(ARBD)  

2. We know that a significant proportion of 
homeless people have a long history of 
malnutrition and alcohol misuse and are 
likely to be of high risk of ARBD 



Summary 

We know: 
• ARBD interferes with memory, reasoning, risk assessment, 

impulse control, planning, anticipation, conceptualisation, 
weighing up information, making choices. 

• As a consequence: 
– ARBD is likely to make realisation for the need of life style 

change difficult if not impossible in many cases 
– Even if the person appreciates the need, ARBD is likely to make 

change very difficult 

• We also know that 
• Homeless people with ARBD can respond to intervention, 

improve in cognition and can make life style choices if 
provided the right support and care. 



speculation 

• There a sub population of the homeless suffering from 
ARBD 

• These people are unable to change their social and drinking 
habits because of the ARBD 

• Treatment of ARBD offers the individual an opportunity of 
choice concerning their future in terms of drinking, 
accommodation, role in society. 

• Are we disenfranchising these vulnerable people by not 
providing a vehicle for treatment? 

Can we break the cycle of  

Drink-ARBD-homelessness              
 -death? 



Cheshire and Wirral Partnership 
NHS Trust 

Royal College of Psychiatrists 
ARBD guideline: CR185  

(free on the internet: search: Rcpsych CR185) 

ken.wilson2@cwp.nhs.uk 



Outcomes  
Accommodation 

• 1 remains on DOLs long term and is specialist 
nursing home confined. (hyponatraemia and 
convulsions) 

• 4 are in their own flats (1 in alcohol relapse) 

• 3 are in supported living 

• 1 in residential home (1 in alcohol relapse) 

• 1 is homeless (excluded from a residential home 
due to drug habit and probably drinking) 

• 1 in a ward, with terminal cancer 

 

 


