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ABSTRACT

ARTICLE HISTORY

Homelessness and heavy alcohol consumption are increasing global public health concerns.
Homelessness is associated with poorer health outcomes, shorter life expectancy, and are more likely
to engage in health risk behaviours. High levels of alcohol consumption intersect with the cause and
effect of homelessness making this an important consideration for research. This is explored through a
theoretical lens of recovery capital, referring to the resources required to initiate and maintain recovery,
and is applied to both heavy alcohol consumption and homelessness. Life history calendars were utilised alongside semi-structured interviews to explore the impact that adverse life events had on alcohol
consumption and living situations with 12 participants in contact with homelessness services in NorthWest England. The findings consider how social, health, and structural-related adverse life events were
both a cause and effect of homelessness and increasing consumption of alcohol, which were further
exacerbated by a lack of recovery capital. The authors argue for further consideration relating to the
intersection of homelessness and high levels of alcohol consumption in relation to recovery capital.
The findings have implications for policy and practice by demonstrating the need for relevant services
to help individuals develop and maintain resources that will sustain recovery capital.
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Introduction
Homelessness is an increasing global public health concern
(Busch-Geertsema et al., 2016). Homelessness refers to those
who sleep rough (in areas not intended for habitation), those
in temporary accommodation, and those who stay with family and friends. Homelessness is difficult to measure. In the
UK, figures for rough sleepers often rely on ‘point in time
counts’ (Homeless Link, 2017; Smith, 2015) meaning those
staying with friends and family are often omitted from statistics. Busch-Geertsema et al. (2016) argue that a current estimate of global homelessness would be impossible to
generate under current circumstances due to inconsistent
data and thus figures relating to homelessness in the UK and
across the world are likely to be underestimated.
Nevertheless, it is clear that homelessness is increasing. For
example, in the UK, the Department for Communities and
Local Government (DCLG) noted a 16% increase in the number of rough sleepers between 2015 and 2016 (Department
for Communities and Local Government, 2015). Furthermore,
in England, there were 79,880 households in temporary
accommodation in March 2018, a 3% increase from the previous year (Ministry of Housing and Local Government, 2018).
A lack of affordable and social housing (Tunstall et al., 2013),
increasing benefit sanctions (Beatty et al., 2015; Reeve, 2017)
and restrictions imposed on those with no recourse for social
funds (Dwyer et al., 2018; Homeless Link, 2016) are all
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thought to contribute to the increasing levels of homelessness in the UK.
Homelessness within high-income countries has been
associated with a number of poor health outcomes (Fazel
et al., 2014) such as poor nutrition (Sprake et al., 2014), unintentional injuries (Mackelprang et al., 2014; Topolovec-Vranic
et al., 2012), communicable disease (Beijer et al., 2012;
Aldridge et al., 2018) ; poor dental health (Paisi et al., 2019)
and poor mental health (Fazel et al., 2008). Those that are
homeless have a reduced life expectancy, for example, in the
UK the life expectancy of a homeless adult is 47 years compared with 77 years for the general population
(Thomas, 2012).
Heavy drinking is also a significant public health issue
(Room et al., 2005). Globally, alcohol consumption was
responsible for 2.44 million deaths in 2019 (IHME, 2019), and
drinking high quantities of alcohol has been associated with
a number of risks including disease, addiction, unintentional
injury, victimisation, and perpetration of crime and mental
health disorders (Ritchie & Roser, 2019; Room et al., 2005). In
England, 24% of adults regularly drink over the Chief Medical
Officer’s low-risk guidelines1 (Department for Health, 2016;
Public Health England, 2016). Furthermore, in England, there
are an estimated 586,780 people who have an addiction to
alcohol but only 18% are receiving treatment (Public Health
England, 2018, 2019). Alcohol consumption amongst those
who are homeless is often higher than the general
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population (Jones et al., 2015). A study by Fallaize et al.
(2017) that compared dietary intake between homeless men
and men transitioning into stable accommodation found a
significant difference with regards to high-risk drinking, with
those who were sleeping rough being more likely to engage
in risky drinking practices. Furthermore, as part of a wider
population study, Jones et al. (2015) collected data regarding
the number of units of alcohol consumed by 200 participants
residing across 12 UK hostels and made comparisons to a
general population sample. They found that for those who
resided in a hostel, the mean unit consumption on ‘typical
drinking days’ was 17.0 ± 2.8 units for men and 16.3 ± 2.4
units for women. Compared to the general population sample, those who resided in a hostel consumed 97.1% (men)
and 222.1% (women) more units per week (Jones
et al., 2015).
Drinking high quantities of alcohol is known to reduce life
expectancy (Rehm et al., 2018), thus those individuals who
are both homeless and engaging in heavy drinking are at an
increased risk of comorbidity as a result. Moreover, those
who are homeless often lack consistent access to appropriate
healthcare (Baggett et al., 2010; Canavan et al., 2012; Paisi
et al., 2019). Those faced with multiple and intersecting
inequalities including substance use, mental ill-health, and
homelessness face multiple disadvantages, which establishes
the importance of considering intersectionality. This is demonstrated in the disadvantage faced when accessing appropriate support. A systematic review and meta-ethnography
carried out by Carver et al. (2020) found that those who are
homeless and require treatment for substance use-related
issues, such as heavy drinking, require individualised complex
support to suit their needs. This level of support is not
always accessible, and often those who are homeless lack the
means to access the recovery-related support that is necessary to address their own distinct needs (Carver et al., 2020;
Parkes et al., 2019).
Drinking high quantities of alcohol, as well as other forms
of substance use, are linked with the cause and effect of
homelessness (Fountain et al., 2003). Roca et al. (2019) found
that many of the common issues that led to homelessness,
such as chronic health problems and experiencing traumatic
and stressful life events were further exacerbated by heavy
drinking. Furthermore, research has demonstrated how the
intersection of homelessness and high levels of alcohol consumption can also lead to additional complications with poor
health outcomes (Ijaz et al., 2017). Substance use, including
drinking high levels of alcohol, also correlates with an
increase in the length of time an individual remains homeless
(Fountain et al., 2003) further demonstrating why the intersection between alcohol consumption and homelessness is
of interest.

Recovery capital
Recovery capital, originally founded on the concept of social
capital (Bourdieu & Wacquant, 1992) relates to the quantity
and quality of resources available to an individual, to initiate
and sustain recovery from addiction (Cloud & Granfield 2008).

Best and Laudet (2010) operationalise recovery capital by
dividing the concept into three categories: personal recovery
capital (such as personal skills and capabilities as well as personal); social recovery capital (relationships and social networks) and community recovery capital (such as availability
and accessibility of resources such as jobs and housing).
Economic capital (such as financial means) also has an
important role within recovery capital (Cloud &
Granfield, 2008).
Whilst traditionally the concept of recovery capital has
been applied to addiction, the authors of this paper argue
that it could also be applied to both homelessness and heavy
drinking and that the intersection between both creates further barriers for those who wish to enhance their recovery
capital. Like addiction, homelessness is often the result of a
breakdown in different forms of capital and there are similarities between what can lead a person to become homeless
and what can lead them to develop risky drinking practices
(Padgett et al., 2008). When the intersection between homelessness and heavy drinking occurs, the dual issues experienced to create a further reduction in the potential for
enhancing recovery capital. This is evidenced through
research that has considered severe multiple disadvantages
and multiple severe exclusions experienced by those that are
homeless (see Bramley & Fitzpatrick, 2018; Queen et al.,
2017) as well as in research that has measured perceived
quality of life which incorporates many elements synonymous with recovery capital (Best et al., 2020; O’Sullivan et al.,
2019). Research by O’Sullivan et al. (2019) and Best et al.
(2020) consider long-term development of recovery capital
highlighting the importance of stability of which secure housing is imperative.
Crucially, there is a crossover between the operational categories of recovery capital (Best & Laudet, 2010) and the
resources that these categories refer to which can be used
by an individual to help them in recovery. Homelessness is
often the result of loss of employment, addiction, poor health
(both mental and physical), domestic abuse, relationship
breakdown, and/or childhood trauma and neglect (Fransham
& Dorling, 2018; Manthorpe et al., 2015). These factors are
also related to a person having low recovery capital in relation to alcohol consumption and other forms of substance
use (Cloud & Granfield, 2008). Personal capital is cited as
being essential in establishing the social and peer support
needed within the recovery process (Cano et al., 2017; Cloud
& Granfield, 2008; White & Cloud, 2008) and a lack of personal capital has also been highlighted as a barrier in securing the means for secure accommodation (Chamberlain &
Johnson, 2013). Economic capital is a further element of personal capital as argued by Best and Laudet (2010). Economic
capital is imperative in accessing secure accommodation
(Chamberlain & Johnson, 2013; Shinn, 2007). Finally, the
establishment of community recovery is evidenced through
research that has considered the importance of the provision
of support services that are available within local communities (Anderson et al., 2021; Cano et al., 2017; O’Sullivan et al.,
2019; Paquette & Winn, 2016). This highlights the further disadvantage in terms of obtaining and maintaining recovery
capital for those who experience the dual issues of heavy
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alcohol consumption and homelessness as there is often a
lack of services that offer support for both.

Aims and objectives
This paper aims to explore the intersection between homelessness and heavy alcohol consumption through a recovery
capital lens. In doing so, the research considers how adverse
life events relate to both living situations and alcohol consumption and how a lack of recovery capital with regards to
both homelessness and heavy drinking can affect outcomes
at an individual level.

Method
Generic qualitative research (GQR) was chosen as the qualitative research approach. This flexible and richly descriptive
approach does not adhere to a single established methodology but draws on numerous qualitative approaches to
understand a phenomenon, a process, or the perspectives of
participants (Merriam, 1998). Multiple methods of data collection are used to describe a broad range of experiences and
reflections (Percy et al., 2015). Similar to phenomenology in
that both seek to explore and understand a phenomenon
through the participants’ experiences, GQR aims to discover
the ‘individual’ meaning of a process or phenomenon from
the perspective of the participant rather than the ‘shared’
essence of the meaning of a process or phenomenon
(Kennedy, 2016). As the study sought to understand the
impact of significant life events on participants’ living

Figure 1. Participant details.
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situations and/or alcohol consumption, GQR was deemed
appropriate.
The research process that was used for this study included
life history calendars (LHCs) embedded within semi-structured interviews (adapted from Porcellato et al., 2014). These
facilitated the production of in-depth case studies that
depicted the participants’ current and previous experiences
of homelessness and their drinking practices. Overall, this
research adopts a social constructionist approach. Social constructionism considers how the interactions of individuals
with their society and the world around them give meaning
and create realities (Burr, 2003). In terms of this research, utilising a social constructionist approach allowed for the participant’s perceptions of their own realities to be explored to
allow for an understanding of how they perceived their own
recovery capital as well as their experiences relating to alcohol consumption and homelessness. Permission to carry out
this research was granted by the Liverpool John Moores
Research Ethics Committee.

Sample
Twelve participants took part in the life history calendar interviews (see Figure 1). Most of the participants (n ¼ 11) selfreported their current alcohol consumption as being high, one
had been on a detoxification programme and had not consumed any alcohol during the previous fortnight. All of the participants frequently consumed alcohol in excess of the UK Chief
Medical Officer’s recommended guidelines for low-risk drinking
(Department of Health, 2016), and participants also applied their
own definitions of what they ascertained to be a high level of

Parcipant
Number

Age

Gender

Current living situaon

Ethnicity

1

38

Man

Renng, secure tenancy
(previously homeless)

White Brish

2

30

Woman

Living with partner,
accommodaon not in
parcipant’s name

White Brish

3

47

Woman

Hostel

White Brish

4

42

Woman

Hostel

White Brish

5

39

Man

Homeless, sleeping rough

Eastern European

6

50

Man

Homeless, sleeping rough

Eastern European

7

27

Man

Homeless, sleeping rough

Eastern European

8

52

Man

Hostel

White Brish

9

28

Man

Homeless, sleeping rough

White Brish

10

33

Man

Homeless, sleeping rough

Eastern European

11

52

Man

Has accommodaon but
also sleeps rough

White Brish

12

42

Man

Homeless, sleeping rough

White Brish
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consumption. The majority of the participants engaged in polysubstance use (citing use of heroin, cannabis, and cocaine).
However, the participants were selected for this study as they
all cited alcohol as their primary substance.
Purposive sampling was used; all participants were recruited
through a service for homeless and street drinkers in the NorthWest of England across two locations. To take part in the
research, participants had to be over the age of 18, had to be
homeless, or have previously been homeless and drink or have
previously drunk high quantities of alcohol. Researchers visited
both locations a number of times prior to carrying out data collection so that potential participants could become familiar with
them. The research team was introduced by staff who worked
at the service to help facilitate trust, which is important when
working with vulnerable populations (Smith, 2008). Potential
participants were then asked by the research team if they
would participate in the study. Interviews took place in a private
room within the services. Staff who worked at the services were
available in the event that participants made a disclosure requiring immediate action.

Process
One of the locations allowed alcohol consumption on site.
This meant that some participants had been drinking alcohol
prior to their participation. Staff who worked at the service
helped the research team determine who would be potentially suitable to take part based on their history of alcohol
use and whether their current level of intoxication meant
that they were able to give informed consent. A potential
participant was considered able to give informed consent if
they could converse with the researcher about the study and
understand the information sheet (determined in collaboration with staff). Signed consent was obtained from all participants. The interviews were carried out by two experienced
research assistants and a senior researcher.
Data was collected using LHCs embedded within semistructured interviews, which created a visual overview of the
participant’s experiences that related to their alcohol consumption and living situation. The interviews included questions around set themes (alcohol consumption/living
situation/significant life events) which participants could elaborate on (Bryman, 2015). This was then followed up by openended questions that were used to probe and explore the
participant’s subsequent experiences following these adverse
life events. Generic questions and research themes were
reviewed by staff who worked within the services. LHCs provide a framework and cues to trigger recall via significant
events (e.g. births, relationships, housing, incarcerations, etc.)
(Fikowski et al., 2014; Porcellato et al., 2014), allowing
researchers ‘not only to structure the interviews but also to
stimulate the interviewees’ reflexivity with regard to their
own life trajectories’ (Nico, 2016, p. 2109). A calendar grid
going back 20 years from the date of the interview was used,
as recommended by staff at the services who felt this was an
appropriate period based on the typical age of their service
users. Each year was broken down quarterly to help simplify
the recollection process. The participant’s age was calculated

for each year and a list of global and national events for
each year was included, to help with recall (see Figure 2 for
an example). The calendars were completed during the
course of the interview with the help of the researcher if
necessary. Participants were provided with stickers to mark
critical life events such as marriage, birth, death, incarceration, education, and employment. These were added to the
calendar throughout the interview to map the occurrence of
these events alongside stickers citing changes in alcohol consumption (abstinent, low, moderate, high) and living situation
(stable housing, unstable housing, sleeping rough). In line
with the social constructionist approach, the participants
defined what constituted these levels of alcohol consumption
and decided which life events were ‘significant’ to them. The
participants were asked to review the calendar at the end of
the interview to ensure accuracy. On average the interviews
lasted 1.5 h (in terms of the time sat with the researcher),
however, due to the emotive nature of the topics, participants did take frequent breaks so the overall process took a
number of hours in some cases. Participants were provided
with follow-up support from the services that they engaged
with if needed. The interviews were digitally recorded and
verbatim transcripts were produced. Given the transient
nature of the participants, feedback checks on the write-up
of the data were not feasible.

Analysis
To protect the confidentiality, identifiable data was removed
and codes were assigned to each participant. For the interviews, a staged thematic analysis (Braun & Clarke, 2006;
Burnard, 1991; Burnard et al., 2008) was undertaken in QSR
NVivo 11 by the lead researcher. This interpretive approach
involved the application of deductive, pre-determined codes
to all of the text. These were based on the topics within the
interview schedule as well as the theoretical framework relating to social and recovery capital. The use of this first stage
enabled the lead researcher to become familiar with the data
and apply codes that were based on the interview questions
to elicit relevant themes. This use of deductive coding is justified by the authors, who argue that it is a way to elicit conceptual themes, such as recovery capital, from data when
participants may not use the terminology that directly relates
to these concepts, but has described experiences for which
the theoretical lens can be applied. Following this, open coding was also undertaken by the lead researcher across all the
transcripts in order to identify any additional and unexpected
themes. This second stage was repeated by the lead
researcher several times until saturation of themes was
reached (Braun & Clarke, 2006). The codes were then
grouped into categories and emerging research themes were
identified. The coding of all the transcripts was then crosschecked by the two research assistants who had assisted in
the data collection; discrepancies were discussed until a consensus was reached.
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Figure 2. Example of the life history calendar.

Results
Following the deductive and inductive coding, there were
three clear overarching themes: social, structural, and health.
Figure 3 presents an overview of the themes derived from
the data. These themes developed from the consideration of
similarities across the range of experiences described by the
participants (evident through the inductive coding) and also
reflect key components of recovery capital (Cloud &
Granfield, 2008) that came through the application of deductive codes as well as inductive coding. The development of
these themes demonstrates the intersection between adverse
significant life events with heavy drinking, as well as deterioration in living situation. They also reflect on the challenges
faced in terms of developing recovery capital when faced
with reoccurring adverse life events. The following provides
summaries of the data accompanied by illustrative quotations
that reflect the overall themes.

Social – relationships, births, and deaths
Throughout the interviews and production of the LHCs, participants highlighted significant changes in relationships with
family members. This included positive changes (such as a
new relationship or birth of a child) as well as events that
had a detrimental effect (for example a death, a breakdown
in a relationship, or becoming a victim of an abusive relationship). The participants discussed how adverse events contributed to a decline in their living situation and/or heavy

alcohol consumption. The cyclical nature of adverse life
events meant that once participants engaged with heavy
alcohol consumption or homelessness it became difficult for
them to overcome the adversities. Some participants had
depended on partners or family members for housing and
the loss of these relationships became a catalyst for homelessness. Two participants discussed domestic violence in
relation to their current homelessness. For one participant it
had been the main cause of them becoming homeless and
drinking large quantities of alcohol, as they moved to a
mother and baby refuge and befriended another homeless
individual who was drinking heavily. For the other participant, it formed part of a wider breakdown in family relationships brought on by their own high levels of alcohol use that
ultimately led to them becoming homeless.
I have been in loads of mother and baby units because my expartner battered me … I moved to [name of unit], it’s a shared
house. The girl I know who lived there used to drink cider so I
used to drink cider with her. (Participant 2)
I used to live with my dad and his girlfriend … I am homeless
because I was having murder with my brother. He is mentally ill
and set the dog on me. So I just got off, I just walked out
because I can’t live with that. (Participant 9)

For both of these participants, alcohol had become a
means to cope with the stress and anxiety caused by domestic violence and becoming homeless. This meant that for
these participants it was difficult for them to achieve and/or
maintain recovery capital in terms of their alcohol consumption as the loss of secure accommodation had impacted their
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Figure 3. Overview of themes.

stability. This is an example of how the intersectionality of
both heavy alcohol consumption and homelessness creates
additional barriers to overcoming both homelessness and
heavy drinking.
Other participants discussed drinking high quantities of
alcohol as a way of coping with the loss of a loved one;
experiencing death was often mapped alongside higher levels of alcohol consumption on the life history calendars.

welfare benefits or public housing) they would often sleep
rough. Drinking alcohol was an integral part of socialising
with other rough sleepers, as well as a means of coping with
the pressures of rough sleeping.

My mum died in 2009 she killed herself, she was an alcoholic and
I don’t think I grieved properly for her so I think that is why I
drink. (Participant 9)

Some participants also discussed how the stigma that is
often associated with both homelessness and heavy alcohol
consumption could also negatively impact family
relationships.

The death of a parent appeared to have the most impact
on the deterioration in living situations for this group of participants. Many discussed experiencing prior adverse life
events that could have potentially led to them becoming
homeless, but they had been able to rely on the support of a
parent, thus highlighting the significance of the role that
relationships and human capital have (Granfield & Cloud,
2001; White & Cloud, 2008). The loss of their parent(s) meant
that when further adverse life events occurred they lacked
the support they had previously, thus becoming more likely
to experience homelessness. Consuming large quantities of
alcohol as a means to cope with this loss became a further
barrier that then impacted their remaining relationships and
often meant that recovery capital from both their alcohol
consumption and homelessness was difficult to maintain.
For the Eastern European participants, friendships were
critical because they were displaced from their home country
and were unlikely to have family in the UK. As these participants had no recourse to public funds (no entitlement to

When I lived at my sister’s I didn’t drink, then sometimes [when I]
lived in hostel. Then working, working, working so then I don’t
drink and don’t see friends. Now I am homeless and when I meet
friends it’s [makes drinking gesture]. (Participant 10)

I never went to their [brother’s son] weddings because I was a
drunk, a drunken bum is the word. I couldn’t go to the wedding,
I haven’t got the best clothes … I couldn’t go to a wedding and
degrade my brother. (Participant 11)

These findings highlight the complexity of human capital
in relation to heavy alcohol consumption, and how this is further complicated by homelessness. For the Eastern European
participants as discussed above, alcohol helped them to
develop social capital with their peers through the shared
drinking practices, whilst this did not enable them to overcome homelessness it did provide them with a means of
coping with homelessness. For other participants, the negative and stigmatised association with heavy drinking was further exasperated by the stigma that is also associated with
homelessness, which led to a loss of social capital. This is evidence of the nuances that surround heavy drinking, with
some people finding it a means of developing and
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maintaining social capital with others in a similar situation,
whereas for others it led to the deterioration and loss of relationships which otherwise may have been the catalyst for
recovery capital in terms of reducing their drinking and
securing stable accommodation.

Structural – welfare benefits, unemployment, and
incarceration
For participants who had access to public funds, benefit
sanctions (having welfare payments stopped or reduced for a
fixed period due to not meeting the terms of agreement
made with the Department for Work and Pensions) played a
considerable role in the decline of their living situation and
often led to eviction due to rent arrears. The majority of
these participants had experienced mental health difficulties
(often associated with high levels of drinking), which they
felt had contributed to the situation that had led to their
benefits becoming sanctioned.
Now I am living here at that [hostel]. I was living in my nice little
flat until universal credit stopped my benefits. Then I got
sanctioned and then they stopped my rent. (Participant 4)

These sanctions resulted in the participants who had previously engaged in heavy drinking finding it difficult to maintain their recovery. It also contributed to the development of
heavy drinking for those who reported low-risk drinking practices previously. Again, this highlights the duality of issues
and complexity of experiencing multiple disadvantages that
are faced by those who drink high quantities of alcohol and
who experience homelessness, as both hinder the potential
to achieve recovery capital.
Having no recourse to public funds when faced with
unemployment was a major factor for Eastern European participants in particular. Whilst they had been able to pay for
accommodation when they had employment, loss of employment, predominantly due to poor health or unintentional
injury, resulted in homelessness. These participants went on
to discuss how being homeless further impacted their potential to gain employment thus creating a vicious circle and
making it difficult to find a way out of homelessness. These
participants maintained that they would have reverted to
low-risk drink drinking practices had they then secured
employment and accommodation and that heavy drinking
was a means of coping with homelessness.
I was in a hostel. I broke my ankle and shoulder, I was in hospital
for 4 weeks and 4 weeks rehabilitation centre after. I went back
to the hostel and [they said] ‘no you don’t have more hostel, you
don’t have more benefits, go to street’ on this [gestures to leg] in
plaster. (Participant 6)
I don’t know’ what to do if I am going to get a job [whilst
homeless]. How are you going to get a job? How will you sleep?
How will you transport? Where will you put your bag? You know
this is a problem. (Participant 5)

Several of the participants discussed incarceration. Those
who had spent time in prison had found the detoxification
programmes helped them to address their high levels of
alcohol consumption. One participant commented that the
support from healthcare staff in prisons was one of the main
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reasons that they had successfully completed detoxification
in prison as opposed to in the community where there was
less support. However, these participants also discussed how
a lack of support upon their release contributed to their
becoming homeless and once again engaging in high-risk
drinking practices.
[In prison] they give you Librium, they check you three times a
day when they give you Librium and check you’re alright and
that you’re not going to start having fits, so yeah I’d say it does
help. (Participant 12)
Sometimes I felt sad to leave prison because I knew what I was
coming back to … I’d been clean in prison but I walk down the
road, the first offy [off-licence] I come to, you start on that, the
drink starts first. (Participant 8)

One participant who had spent time in prison also went
on to discuss how his criminal record was problematic when
it came to finding employment. The only jobs he was able to
get involved kitchen work in nightlife venues. This had had a
detrimental impact on his recovery and he had subsequently
started drinking alcohol again. This in turn had contributed
to him losing his job and becoming unable to support himself resulting in homelessness.
I worked as a chef and there’s alcohol there and that’s a
trigger … I can’t do most jobs because of my criminal
record … but they don’t CRB [criminal records check] you to work
in a kitchen. (Participant 9)

This case study provides an example of the detriment
caused by social structures that can impact upon recovery
capital in terms of both alcohol consumption and homelessness. Whilst employment can lead to further acquisition of
economic capital which is a key factor in recovery capital
related to homelessness, in this case, it also contributed to
the participant drinking large quantities of alcohol, subsequently resulting in their loss of employment and return to
homelessness.

Health – physical and mental health
Heavy drinking was both a cause and effect of the physical
and mental health issues experienced by the participants.
Participants discussed a number of health problems (such as
liver cirrhosis) due to the consumption of high quantities of
alcohol. However, some participants had also started drinking
harmful levels of alcohol following accidents, as a coping
strategy to deal with pain. This was evident throughout the
LHC, which saw periods of illness or an accident mapped
alongside higher levels of alcohol consumption.
I’ve got a broken spine. That’s why I drink, self-medicating. It’s
cheaper and sometimes it’s the only way. (Participant 8)

Furthermore, the majority of the participants had selfmedicated with alcohol as a means of coping with mental
health issues as evidenced by the participants mapping mental illness and increasing alcohol consumption alongside
adverse life events. Often this was then followed by a period
of homelessness as evidenced through the LHC. Some participants discussed how they started drinking high levels of alcohol because of their children being taken into care. Several
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participants had also started drinking heavily to cope with
depression after the death of a loved one.
The death of my friend, he shot himself and when he died I
drank pure vodka, I would drink litres per day. (Participant 11)
I drink more [thinking about her children] I got my kids taken off
me. (Participant 3)

This reflects the importance that human capital can have
on the development and maintenance of recovery capital.
Having responsibility for children and maintaining relationships with family and close friends was often a motivation
for these participants to maintain secure accommodation and
engage with abstinence or low-risk drinking. The loss of this
human capital, often the result of a series of adverse life
events, led to a further deterioration of their mental health
which subsequently contributed to heavy drinking along with
homelessness.
Anxiety and stress were also factors, which led to participants engaging in heavy drinking and had the potential to
result in homelessness.
I’d say I have a bit of low self-esteem at the moment so I drink
and that makes me more confident to go and speak to people
and the anxiety goes but the next day when I’ve got the
hangover the anxiety is ten time worse so then I carry on
drinking. (Participant 9)

Heavy drinking as a means to cope with mental health
disorders resulted in further deterioration with regards to
mental health as illustrated in the quotation above. For the
participants who referred to using alcohol as a means of coping with their mental health, this was also associated with
both the cause and effect of their homelessness. Often this
was a result of homelessness or led to homelessness as the
combination of mental health disorders and heavy drinking
made secure accommodation difficult to maintain. This
reflects the duality of issues faced by those that are homeless
and who consume high quantities of alcohol with regards to
mental health (Queen et al., 2017; Tsai et al., 2017) and how
experiencing both can impact upon recovery capital.

Discussion
The aim of this study was to explore, the relationship
between adverse significant life events, homelessness and
alcohol consumption within one UK city, through a recovery
capital lens. All of the participants discussed experiencing
increasing adverse life events (such as illness or the death of
a loved one) that led to a period of instability and subsequent deterioration in their housing situation and an increase
in their alcohol consumption. There was often one critical
event, such as a breakdown or loss of relationship or loss of
employment, which would act as the final catalyst. A lack of
recovery capital in this instance meant that the participant
did not have support to help ameliorate some of the issues
that they were facing. Several participants had faced some
similar issues in the past but, because they had support networks and other elements associated with recovery capital in
place at the time, this did not lead to homelessness or
heavy drinking.

It is also important to note that, for some individuals, detrimental family relations could have also led to a loss of
recovery capital, principally with regards to their alcohol use,
if these relationships also contributed to anxiety and other
factors associated with poor mental health. This has been
explored by Neale and Stevenson (2015) in their research
into recovery capital with hostel residents who used drugs
and found that, in relation to recovery capital, family relationships were often complex and could be both of benefit and
detriment to the participants. This was very much reflected
through the LHCs in this study, which mapped both ups and
downs of the participants’ relationship with their wider family
and how this impacted upon their living situation and alcohol consumption thus evidencing the role of human and
social capital within wider recovery capital (Cloud &
Granfield, 2008; White & Cloud, 2008).
The loss of a parent emerged as one of the key factors
associated with becoming homeless and heavy drinking, as
parents would have originally provided crucial support during times of crisis. Furthermore, those who had maintained a
good relationship with their parents generally did not experience rough sleeping until later in life compared to those
who discussed fragmented relationships earlier in their life
course. Research by Brown et al. (2016) in the USA has further demonstrated that breakdown in relationships can affect
people differently depending on the point in their life when
this breakdown occurs. Again, the LHCs demonstrated how
the timing of parental loss would often shape the impact
that this had on developing or maintaining recovery capital.
If it happened during a period that included other adverse
life events then it would be more likely to impact their living
situation and level of alcohol consumption.
Participants who identified as Eastern European lacked
recovery capital, in some respects, through having no
recourse to public funds and no immediate family living
nearby that could provide support. This meant that if an
adverse life event occurred, such as the loss of employment
or a period of ill health, then they often struggled to maintain their accommodation, frequently using alcohol consumption as a coping strategy. This reflected how this population
may face additional adversity as a result of multiple exclusionary homelessness (Fitzpatrick et al., 2012). Interestingly,
this group of participants was confident that, should their
unemployment situation become resolved, they would subsequently be able to maintain stable accommodation and
would drink less alcohol. Whilst these participants lacked
social capital with regard to family support, they did maintain
social capital with regard to their peer group. Whilst these
relationships did sometimes facilitate high-risk drinking as
peers would share alcohol and drinking was considered a
social activity, they also provided moral support to one
another. This particular group of participants did not feel
that their drinking was problematic, and felt that if they had
a job they would drink less. Consequently, recovery capital
was more dependent on the increase of economic elements,
as opposed to social elements, and was more related to
being homeless than alcohol consumption. This is also an
event in research by Anderson et al. (2021) which explored
how the role of social bonds within recovery capital and
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argued that wider networks can have both positive and
negative influences on recovery. Additionally, despite not
believing their drinking to be an addiction, these participants
did report detrimental effects associated with or aggravated
by their alcohol consumption, such as a deterioration in their
mental health. This again highlights, the importance of considering the intersection between homelessness and heavy
alcohol consumption as those experiencing both can experience multiple disadvantages in developing recovery capital.
The intersection between homelessness and heavy drinking further impacted the participants’ recovery capital.
Participants discussed how a combination of homelessness
and high-risk drinking would make recovery difficult to
achieve and maintain and adverse life events could further
exacerbate this. They recognised that homelessness made it
difficult to overcome their high-risk drinking practices (Brown
et al., 2016; McQuistion et al., 2014; Velasquez et al., 2000)
which highlights the additional needs of the homeless population. Furthermore, as homelessness and heavy drinking are
associated with stigma, those who experience these are often
subject to social distance (Phillips, 2015; Van Steenberghe
et al., 2021) which in turn creates further barriers for recovery
capital. Research by Best (2016) explored stigma in recovery
communities in Blackpool and argued that having a visible
and pro-social recovery community in the local area can help
to challenge preconceived ideas about those that are in
recovery. The example used by Best is social enterprise companies (SECs), which provide jobs for those in recovery as
well as further opportunities for these individuals to build
social bonds with others who may have had similar lived
experiences of adversities. The use SECs can be applied to
both those that engage in high-risk drinking and those that
are homeless, as both groups are often stigmatised within
local communities and SECs provide resources to build upon
different elements of recovery capital through facilitating
social networks, as well as providing stability and financial
support, and challenging negative stereotypes.
What was evident through the analysis of the LHCs was
the importance of perceived quality of life in successfully
maintaining recovery. This has been highlighted previously in
research into recovery from illicit substance use (Laudet &
White., 2008; Laudet et al., 2009; O’Sullivan et al., 2019; Van
Steenberghe et al., 2021). Participants discussed how their
perception of stigma was associated with their quality of life,
and an improvement in quality of life was considered to be a
way of developing recovery capital. This was through both
an improvement in their mental health which was important
in terms of them reducing their alcohol consumption and the
acquisition of economic capital that enabled them to have
the physical means of overcoming issues associated with
stigma. This was often through having secure accommodation. This has implications for policy, as it demonstrates how
issues relating to recovery capital need to be addressed in
order for those who are homeless and who drink large quantities of alcohol to achieve sustainable housing, recovery and
avoid relapse.
Through the consideration of the operational categories of
recovery capital as set out by Best and Laudet (2010),
research can continue to map out experiences of individuals
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who experience multiple adverse life events that result in
heavy alcohol consumption and homelessness, as well as
other potential health risk behaviours. This would provide
those working in policy and practice with a deeper understanding of how services can be structured to support individual needs (Carver et al., 2020). Bramley and Fitzpatrick
(2018) have argued for a more targeted approach in homelessness prevention services and the authors of this paper
support this notion and would content that a focus upon the
intersection between recovery capital, homelessness, and
health risk behaviours such as heavy drinking is needed.
Problematic concepts relating to the overall notion of recovery capital should also be noted as discourse surrounding recovery is often based on abstinence. In this study, the LHCs
highlighted periods of moderate or low-level alcohol consumption and several of the participants stated that they were not
addicted to alcohol, rather their alcohol use was a means of
coping with their current situation. Interestingly, Laudet et al.
(2009) also note that, in relation to illicit substance use, quality
of life does not always equate with abstinence. In Canada, there
has been some development of services that have introduced
managed alcohol programmes that attempt to address the
duality of the issues experienced by those who engage in heavy
alcohol consumption and who are homeless (Pauly et al., 2018;
Carver et al., 2021). Research into services that support harm
reduction approaches as opposed to abstinence-based
approaches has demonstrated some success in improving outcomes for those who use these services through the reduction
in social harms that are associated with heavy and risky drinking, allowing these individuals to start to develop elements of
recovery capital (Henwood et al., 2014; Stockwell et al., 2018).
There is some evidence that supports programmes that encourage safer drinking practices if abstinence is not feasible (Grazioli
et al., 2015). Additionally, there is limited evidence from the UK
that the provision of safe spaces for homeless people to drink
can help to lower alcohol consumption in the short term and
encourage engagement with support services in the medium to
long term (see McCoy et al., 2016).

Study limitations
The study does provide conceptual insight into the lived experiences of the twelve participants and, to an extent, these could
be used to provide some generic understanding of the impact
that adverse life events have on homelessness and high risk
drinking. However, it is important to bear in mind that due to
the small sample size, whilst many of the experiences discussed
by the participants are common across both the UK homeless
population and those who engage in heavy alcohol consumption, it is probable that not all potential impacting factors were
experienced or discussed by the participants. Moreover, the sample included fewer women compared to men. Whilst this is generally reflective of the overall homeless population within the UK
(Ministry of Housing, Communities and Local Government, 2019),
it does mean that this paper is less reflective of the experiences
of women who are homeless. As Wincup (2016) and Andersson
et al. (2021) have highlighted, it is important to reflect on the different challenges that women can face with regard to recovery
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capital. Furthermore, due to the method of recruitment, the
study only engaged with those in contact with local homelessness services and therefore those who did not engage with
such services were not included. As the research team only carried out data collection with those that were considered to be
able to give informed consent in line with the criteria set out in
the application for ethical approval, participants considered to
be too intoxicated were excluded from the study. Additionally,
the study and interview questions were designed by researchers
who have no lived experiences of homelessness or high-risk
drinking. This may mean that they did not elicit the full spectrum of experiences that may have had relevance to the overall
research aim.

Conclusion
The research that has been presented in this paper explored
relationships between significant life events and alcohol consumption amongst homeless people in a city within the NorthWest of England. Findings were explored through a recovery
capital lens in order to explore the intersection between homelessness and risky drinking practices. The findings demonstrate
how homelessness and heavy alcohol consumption should be
addressed simultaneously due to the overlap of factors associated with both in relation to a lack of recovery capital. This intersection is an important consideration for policy and practice.
When faced with an accumulation of adverse life events, it was
often the lack of social support that led to participants becoming homeless and/or developing high-risk drinking practices. In
particular, the loss of a loved one, or a breakdown in a relationship, was the catalyst for homelessness as these relationships
were key in securing accommodation, especially when the individual in question lacked economic capital. Those who are commissioning and developing services for the homeless and/or
individuals who engage in high-risk drinking should consider
how resources that enable individuals to increase their recovery
capital can be developed and sustained in order to help prevent
the cyclical nature of homelessness and/or engaging in risky
drinking practices, for example in providing additional support
for bereavement or maintaining relationships with children.
Future research should consider further the intersection in relation with regards to the different elements of recovery capital as
well as consider how services support the development of recovery and capital in order to identify examples of best practice.

Note
1. UK Chief Medical Officers low risk drinking guidelines for men and
women: no more than 14 units of alcohol a week spread over three
or more days.
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