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Abstract: Background: Research on the use of psychotropic drugs in people with alcohol-related
neurocognitive disorders is virtually nonexistent. We examined the prevalence of antipsychotic
drug use and its effect on mortality among patients with Wernicke–Korsakoff syndrome (WKS) or
alcohol-related dementia (ARD). Methods: In this nationwide register study, we collected data on
the medication use and mortality of all persons aged ≥40 diagnosed with WKS (n = 1149) or ARD
(n = 2432) between 1998 and 2015 in Finland. We calculated the prevalence of antipsychotic use
within one year of diagnosis and the adjusted cumulative mortality of antipsychotic users versus
non-users in relation to the age-, sex-, and calendar year-matched general population. Results: Of
the WKS and ARD patients, 35.9% and 38.5%, respectively, purchased one or more antipsychotic
drugs in the year following diagnosis. The adjusted cumulative mortality of the antipsychotic users
was significantly lower than that of non-users in both the WKS and ARD groups, where the adjusted
hazard ratios (95% CI) were 0.85 (0.72–0.99) and 0.73 (0.65–0.81), respectively. WKS and ARD patients
using antipsychotics were less likely to die of alcohol-related causes than antipsychotic non-users,
but the difference was significant only in the ARD group. Conclusions: This population-based study
shows that antipsychotic use is common in patients with WKS or ARD. In contrast to other dementia
studies, our results indicate that the mortality of antipsychotic users is significantly lower than that
of non-users. The lower mortality could be explained by decreased alcohol use and better healthcare
coverage in antipsychotic users.
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1. Introduction

Alcohol-related neurocognitive disorders are relatively common causes of dementia,
especially in younger age groups. These disorders constitute approximately 10% of etiolo-
gies in early-onset dementia [1] and around 0.8–1.3% of late-onset dementia cases [2,3].

Alcohol-related cognitive impairment is an umbrella term that comprises mainly two
syndromes: Wernicke–Korsakoff syndrome (WKS) and alcohol-related dementia (ARD) [4].
WKS is a neuropsychiatric disorder caused by thiamine (vitamin B1) deficiency. It manifests
first as acute Wernicke encephalopathy (WE) and is clinically characterized by a classic triad
of symptoms: mental status changes, oculomotor symptoms, and cerebellar dysfunction,
with a minority of patients expressing all three [5]. In Western studies, up to 90% of WE
cases are related to alcohol use. Untreated alcohol-related WE leads to a chronic amnestic
condition known as Korsakoff syndrome in 56–84% of patients [5,6].
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Similarly, ARD is a syndrome of severe cognitive impairment resulting from sub-
stantial long-term alcohol abuse. The etiopathology of ARD is not well-established; the
dementia might be caused by direct ethanol neurotoxicity or by thiamine deficiency (i.e.,
ARD being a variant of WKS), or it could be multifactorial [7]. The cognitive profile of
ARD is characterized by a more global cognitive decline than seen in WKS [4]. Although
not widely in clinical use, the diagnostic criteria of Oslin et al. (1998) suggest that ARD
requires a five-year period of consuming at least 35 standard drinks per week for men or
28 for women to develop.

Persons with dementia commonly suffer from neuropsychiatric symptoms (NPS)
such as agitation, anxiety, apathy, depression, and psychotic symptoms. Up to 80–90% of
dementia patients experience NPS during the course of the disease [8,9]. As in other forms
of dementia, NPS are also prevalent in alcohol-related neurocognitive disorders; a recent
review study concluded that psychotic symptoms affected a median of 10% (range 0–87%)
of patients, while agitation and aggression were seen in 27% (range 10–54%) [10].

NPS in dementia are frequently treated with antipsychotic medication, even though
these drugs show only modest benefit and may have serious adverse effects [11]. Older pa-
tients with dementia who receive antipsychotics have an increased risk of mortality [12,13],
the risk being higher with haloperidol than with atypical antipsychotics [12]. Antipsychotic
use for NPS is also associated with a higher risk of cerebrovascular adverse events, sedation,
and gait abnormalities [14].

Research on the use of psychotropic drugs among people with alcohol-related neu-
rocognitive disorders is almost nonexistent. We are only aware of two reports from Dutch
nursing homes that have documented the use of antipsychotic medication in this patient
group. In their cross-sectional studies of institutionalized patients with Korsakoff syndrome
or other alcohol-related neurocognitive disorders [15,16], the authors reported that 67–71%
of patients used one or more psychotropic drugs, most commonly antipsychotics (47–48%),
antidepressants (38–40%), and benzodiazepines (34–36%). Of these nursing home residents,
59% had at least one comorbid psychiatric condition, the most frequent ones being mood
disorders (31–32%), psychotic disorders (18–22%), and personality disorders (12–15%).

To our knowledge, no earlier research exists on the use of antipsychotic drugs in
non-institutionalized people with WKS or ARD, nor on the impact of antipsychotics on
the mortality of these patients. Therefore, we decided to conduct this nationwide register
study to determine the prevalence of antipsychotic use after receiving a diagnosis of WKS
or ARD and to investigate the effect of antipsychotic use on the mortality and causes of
death of these patients.

2. Methods
2.1. Register Data

This observational study used retrospective data obtained from the Finnish Hospital
Discharge Register (FHDR, currently known as the Care Register for Health Care). The
FHDR is a comprehensive nationwide register that has been in operation since 1969,
collecting mandatory data as per Finnish law [17]. The FHDR contains information on
inpatient service and outpatient visits in specialized healthcare and primary care outpatient
visits. Inpatient data are accumulated from public hospitals, municipal health center wards,
and other (private, military, and prison) hospitals. Information on outpatient visits in
specialized healthcare is limited to public services. Since 2011, the FHDR has also included
data on all outpatient visits to public primary care. The register data contain the main
diagnoses and subdiagnoses of the hospital stay, information about the procedures and
interventions, and patient characteristics such as age, sex, and residence status. Diagnoses
in the FHDR have been recorded using the ICD-10 system since 1996. The register has a
high coverage rate, exceeding 95% in recent years [17,18], and approximately 1.7 million
individuals’ data are reported to the FHDR annually [19]. Data on the population, mortality,
and causes of death were obtained from Statistics Finland, which registers official statistics
on deaths (including causes of death) of all persons permanently domiciled in Finland.
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Data on medication were acquired from the prescription register of the Social Insur-
ance Institution of Finland, which holds nationwide records of every reimbursed drug
purchase by Finnish residents. The national health insurance in Finland provides coverage
for all residents, ensuring that prescription medications, including antipsychotics, are reim-
bursed. As a result, the national prescription register maintains a comprehensive record of
medication usage, offering nearly complete coverage of the entire population. Data were
linked by the personal identity code issued to every person registered in Finland.

2.2. Study Population

By integrating data from numerous population-based nationwide registers, we con-
structed a dataset that encompassed virtually the entire population of Finland (around
5.5 million inhabitants). We extracted from the FHDR all Finnish residents who had re-
ceived a diagnosis of WKS (n = 1149, 841 men and 308 women) or ARD (n = 2432, 1892 men
and 540 women) between 1998 and 2015 and who were aged ≥40 years at diagnosis. The
lower age limit was set since no persons under 40 with a diagnosis of WKS or ARD were
found in the register data. We then extracted all drug purchases with the Anatomical Thera-
peutic Chemical (ATC) Classification System code N05A (antipsychotics, excluding lithium)
made by the study population. Patients were considered users of antipsychotics if they had
any purchases of antipsychotic medications within one year after the diagnosis of WKS or
ARD. The patients were followed from 1998 to 2015 or until death. Data on mortality and
the causes of death were collected from death certificates until the end of 2018.

The classification of diagnoses was based on the 10th revision of the World Health
Organization International Classification of Diseases (ICD-10) [20]. The study population
included all cases with ICD-10 diagnoses F10.6 (Korsakoff syndrome or alcohol-induced
amnesic syndrome) for WKS and F10.73 (alcohol-related dementia or alcoholic dementia)
for ARD. In analyzing the causes of death, alcohol-related diseases included all diseases
caused by alcohol (ICD-10 categories F10, G31.2, G40.51, G62.1, G72.1, I42.6, K29.2, K70,
K85.2, K86.0, O35.4, P04.3, and Q86.0).

2.3. Data Analysis

The baseline characteristics of the study population stratified by use of antipsychotic
medication are presented using descriptive statistics: continuous variables are summarized
as the mean and standard deviation (%) and categorical variables as the frequency and
percentage (%). Cox proportional hazards regression was used to estimate the adjusted
hazard ratios (HRs) and their 95% confidence intervals (CIs). Adjusted survival curves
were based on a stratified Cox model using baseline age and sex as covariates. The
Cox proportional hazards (PH) assumption was tested graphically (using a plot of the
log cumulative hazard, where the logarithm of time is plotted against the estimated log
cumulative hazard calculated as ln[−ln (S(t))]) and by the use of a statistical test based
on the distribution of Schoenfeld residuals. A Fine and Gray competing risks regression
model to calculate subhazard ratios (sHRs) regression was used to analyze the risk of
death due to different causes of death (competing risk). For each cause of death, the rest
of the causes were considered as competing risks. The ratio of the observed to expected
number of deaths, i.e., the standardized mortality ratio (SMR) for all-cause deaths, was
calculated using subject-years methods with 95% CIs. The expected number of deaths was
calculated on the basis of sex-, age-, and calendar-period-specific mortality rates in the
Finnish population (Official Statistics of Finland). Hommel’s adjustment was applied to
correct levels of significance for multiple testing, if appropriate. The Stata 17.0 (StataCorp
LP; College Station, TX, USA) statistical package was used for the analysis.

3. Results

Table 1 presents an overview of the study population stratified by use of antipsychotic
medication. In the year following diagnosis, 35.9% of WKS patients and 38.5% of ARD
patients purchased one or more antipsychotic drugs. The antipsychotic user and non-user
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groups were similar in sex ratio; the age at diagnosis was similar in the WKS group but
differed slightly in the ARD group.

Table 1. Characteristics of the study population.

Antipsychotic Medication Use p-Value

Characteristics by Diagnosis Group Non-User User

WKS (N = 1149)
Number (%) 736 (64.1) 413 (35.9)
Men, n (%) 544 (73.9) 297 (71.9) 0.46
Person-years followed up 5769 3421
Number of deaths 428 217
Mean age at diagnosis, mean (SD) 57 (9) 57 (9) 0.96
Crude mortality *, % (95% CI) 68 (64–72) 64 (58–71) 0.044
Standardized mortality ratio (95% CI) 5.95 (5.41–6.54) 5.20 (4.55–5.94) 0.11

ARD (N = 2432)
Number (%) 1497 (61.5) 935 (38.5)
Men, n (%) 1166 (77.9) 726 (77.6) 0.88
Person-years followed up 7167 5453
Number of deaths 984 507
Mean age at diagnosis, mean (SD) 66 (10) 64 (9) <0.001
Crude mortality *, % (95% CI) 86 (82–89) 77 (71–82) <0.001
Standardized mortality ratio (95% CI) 5.87 (5.52–6.25) 4.70 (4.31–5.13) <0.001

* Cumulative mortality rate at 15 years. ARD: alcohol-related dementia; WKS: Wernicke–Korsakoff syndrome.

The most commonly used antipsychotics were risperidone, quetiapine, and haloperidol
(Figure 1). The number of patients in the WKS and ARD groups who used risperidone was
10.6% and 17.6%, quetiapine 10.4% and 13.0%, and haloperidol 9.1% and 8.3%, respectively.
Among patients with WKS or ARD, 63.9% and 76.5% of the purchased antipsychotic drugs
were atypical antipsychotics, respectively, while the rest were first-generation antipsychotics.
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Figure 1. Antipsychotic purchases within one year of diagnosis. Hommel’s multiple comparison
procedure was used to correct significance levels for post hoc testing; ** p < 0.01, *** p < 0.001. ARD:
alcohol-related dementia; WKS: Wernicke–Korsakoff syndrome.

The age- and sex-adjusted cumulative mortality of antipsychotic users was signifi-
cantly lower than that of non-users, as shown in Figure 2. The adjusted HR for antipsychotic
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users was 0.85 (95% CI: 0.72–0.99) in the WKS group and 0.73 (95% CI: 0.65–0.81) in the
ARD group relative to antipsychotic non-users.
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Figure 2. Age- and sex-adjusted cumulative mortality in WKS and ARD patients. ARD: alcohol-
related dementia; HR: hazard ratio; WKS: Wernicke–Korsakoff syndrome.

The age- and sex-adjusted mortality due to alcohol-related causes was also significantly
lower in antipsychotic users versus non-users. The adjusted sHR for antipsychotic users
was 0.78 (95% CI: 0.58–1.04) in the WKS group and 0.64 (95% CI: 0.53–0.76) in the ARD
group relative to antipsychotic non-users (Figure 3) .

Figure 4 shows the adjusted mortality of the antipsychotic users compared with the
antipsychotic non-users (represented by the dotted line, i.e., 1). The sHRs were stratified
by the causes of death using ICD-10 categories. The mortality of antipsychotic users due
to diseases of the digestive system was lower in both the WKS patients (sHR: 0.56, 95%
CI: 0.36–0.88) and ARD patients (sHR: 0.54, 95% CI: 0.37–0.77). The ARD patients using
antipsychotics were also significantly less likely to die of mental and behavioral disorders
(sHR: 0.69, 95% CI: 0.56–0.87) than the antipsychotic non-users. The antipsychotic users with
ARD were more likely to die of diseases of the circulatory system (sHR: 1.40, 95% CI: 1.01–1.94)
than the antipsychotic non-users. Although not statistically significant, antipsychotics users
had a tendency towards a lower mortality of external causes of death—a category that includes
deaths caused by, for instance, intoxication, accidents, assault, and suicide. The mortality due
to alcohol-related causes was lower in both the WKS and ARD patients using antipsychotics,
as recounted in the previous paragraph and shown in Figure 2, although the difference was
significant in the ARD group only.



J. Clin. Med. 2023, 12, 4263 6 of 11

J. Clin. Med. 2023, 12, x FOR PEER REVIEW 6 of 12 
 

 

The age- and sex-adjusted mortality due to alcohol-related causes was also signifi-
cantly lower in antipsychotic users versus non-users. The adjusted sHR for antipsychotic 
users was 0.78 (95% CI: 0.58–1.04) in the WKS group and 0.64 (95% CI: 0.53–0.76) in the 
ARD group relative to antipsychotic non-users. (Figure 3) 

 
Figure 3. Age- and sex-adjusted cumulative mortality due to alcohol-related causes in WKS and 
ARD patients. We calculated the cumulative mortality in the presence of competing events, where 
the rest of the causes of death were considered as competing risks. ARD: alcohol-related dementia; 
sHR: subhazard ratio; WKS: Wernicke–Korsakoff syndrome. 

Figure 4 shows the adjusted mortality of the antipsychotic users compared with the 
antipsychotic non-users (represented by the dotted line, i.e., 1). The sHRs were stratified 
by the causes of death using ICD-10 categories. The mortality of antipsychotic users due 
to diseases of the digestive system was lower in both the WKS patients (sHR: 0.56, 95% CI: 
0.36–0.88) and ARD patients (sHR: 0.54, 95% CI: 0.37–0.77). The ARD patients using anti-
psychotics were also significantly less likely to die of mental and behavioral disorders 
(sHR: 0.69, 95% CI: 0.56–0.87) than the antipsychotic non-users. The antipsychotic users 
with ARD were more likely to die of diseases of the circulatory system (sHR: 1.40, 95% CI: 
1.01–1.94) than the antipsychotic non-users. Although not statistically significant, antipsy-
chotics users had a tendency towards a lower mortality of external causes of death—a 
category that includes deaths caused by, for instance, intoxication, accidents, assault, and 
suicide. The mortality due to alcohol-related causes was lower in both the WKS and ARD 
patients using antipsychotics, as recounted in the previous paragraph and shown in Fig-
ure 2, although the difference was significant in the ARD group only. 

Time since diagnosis, years

0 2 4 6 8 10 12 14 16 18 20

Ad
ju

st
ed

 c
um

ul
at

iv
e 

m
or

ta
lit

y 
(c

om
pe

tin
g 

ev
en

ts
), 

%

0

10

20

30

40

50

60

70

80

90

100
WKS

Adjusted sHR = 0.75 (95% CI: 0.58 to 1.04)

Time since diagnosis, years

0 2 4 6 8 10 12 14 16 18 20

Ad
ju

st
ed

 c
um

ul
at

iv
e 

m
or

ta
lit

y 
(c

om
pe

tin
g 

ev
en

ts
), 

%
0

10

20

30

40

50

60

70

80

90

100
ARD

Adjusted sHR = 0.64 (95% CI: 0.53 to 0.76)

Antipsychotic non-users
Antipsychotic users

Antipsychotic non-users
Antipsychotic users

Figure 3. Age- and sex-adjusted cumulative mortality due to alcohol-related causes in WKS and
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syndrome.

4. Discussion

To our knowledge, this is the first population-based study that describes the use
of antipsychotic drugs among people with WKS or ARD. We show that antipsychotic
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purchases were very common in this patient group. In contrast to other dementia studies,
our results indicate that the age- and sex-adjusted cumulative mortality of antipsychotic
users with a diagnosis of WKS or ARD was significantly lower than that of non-users.
When assessing causes of death, both the WKS and ARD patients who had purchased
antipsychotics were less likely to die of alcohol-related causes than antipsychotic non-users,
but the difference was significant only in the ARD group.

Antipsychotic use was frequent among the WKS and ARD patients in our study.
While 20% of people with Alzheimer’s disease had purchased an antipsychotic within
a year after diagnosis in Finland [21], the corresponding figure for the WKS and ARD
patients in our data (36% in the WKS group and 39% in the ARD group) was almost twice
as high. Compared with the non-institutionalized persons in our study, Gerridzen and
Goossensen [15] reported that nursing home patients with alcohol-related neurocognitive
disorders were even more likely to use antipsychotics; in total, 48% of such patients used
antipsychotic medication. In their study, a large number of patients did not have a diagnosis
of a comorbid psychotic disorder, implying that antipsychotics were used to treat NPS in
the long-term care setting. Presumably, patients who ended up in nursing homes would
show more severe cognitive deficits and more NPS than non-institutionalized patients,
explaining the difference in the prevalence of antipsychotic use.

Although our data did not include clinical indications for antipsychotic medication,
it is likely that these drugs were often used to treat NPS—a relatively common off-label
indication for antipsychotic use. In nursing home patients with alcohol-related neurocog-
nitive disorders, antipsychotics were used both for psychotic disorders (32%), behavioral
symptoms (30%), or a combination of both (10%); in particular, irritability and agita-
tion/aggression were associated with antipsychotic prescriptions [22]. People with WKS or
ARD tend to be younger than other dementia patients and physically more active since they
are less often impaired in daily activities [16]. However, in addition to memory deficits,
these patients display severe difficulties in executive functions [23] and self-awareness of
their condition [16]. They are prone to delusions, hallucinations, agitation, aggression, and
disinhibition [10,16], symptoms often regarded as difficult to treat and associated with
caregiver distress [24].

5. Mortality

Use of antipsychotic drugs in older people and persons with dementia has been asso-
ciated with serious adverse drug effects, including elevated mortality risk [12]. In contrast,
our data showed decreased all-cause mortality among antipsychotic users relative to non-
users in people diagnosed with WKS or ARD. Furthermore, patients using antipsychotics
were less likely to die of alcohol-related causes than antipsychotic non-users, although the
difference was significant only in the ARD group. Pertaining to mortality, we have shown
earlier that WKS and ARD are disorders with a poor prognosis; compared with the general
population, patients with WKS or ARD have a fivefold mortality, and they are considerably
more likely to die of alcohol-related causes [25].

Although the mechanisms underlying decreased mortality cannot be ascertained from
our data, reduced alcohol use among antipsychotic users could explain the phenomenon.
The effect of antipsychotic drugs is mediated through antagonism of dopamine, a neuro-
transmitter involved in the rewarding effects of drugs and alcohol. In theory, antipsychotic
drugs could be useful in improving the symptoms or even outcomes of substance use
disorders [26]. Several studies have indicated that atypical antipsychotics may decrease
alcohol use in patients with alcohol use disorder but possibly only in some subtypes of
alcoholics [26].

The efficacy of antipsychotic treatment has also been studied in people with a dual
diagnosis of substance use disorder and psychosis. There is limited evidence that clozapine
and other atypical antipsychotics, especially long-acting injectable formulations, may lead
to improvements in alcohol use in dual diagnosis patients. First-generation antipsychotics
do not appear to be useful in treating alcohol use disorder [26–28].
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Lower levels of alcohol consumption among antipsychotic users could also explain
other observations in our data. Compared with non-users, antipsychotic users were less
likely to die of gastrointestinal diseases, of which the most common cause of death was
alcoholic liver disease. Similarly, ARD patients using antipsychotics were less likely to die
of mental and behavioral disorders; the most common causes of death in this group were
disorders due to psychoactive substance use. Antipsychotics may also have an effect on
impulsive behavior; in our data, patients using antipsychotics had a tendency towards
lower mortality from unnatural causes of death (i.e., intoxication, accidents, assault, and
suicide), although the difference did not reach statistical significance.

Furthermore, our study population was considerably younger (mean age at diag-
nosis 57 years) than in other dementia studies. For instance, the mean age of dementia
patients in earlier meta-analyses assessing antipsychotic use and mortality was around 81
years [11,13]. Possibly, the increased mortality risk of antipsychotics is exacerbated in older
and frailer patients.

Antipsychotic drugs are known to have cardiac side effects, such as arrythmias and
metabolic changes [29]. In older patients with dementia, off-label use of risperidone
and olanzapine was associated with a higher risk of cardiovascular events [30]. Indeed,
cardiovascular adverse effects may explain our finding that in the WKS group antipsychotic
users were more likely to die of cardiovascular causes than antipsychotic non-users.

Since register studies cannot establish causality, the possibility exists that patients
who continued to abuse alcohol and had a higher mortality from alcohol-related causes
were also less likely to seek healthcare or to adhere to treatment. This might lead to them
not receiving drug prescriptions or not purchasing the prescribed medication. Thus, drug
prescriptions might serve as indicators of received healthcare, which in turn leads to better
mortality outcomes.

6. Strengths and Limitations

The main strength of our study was the comprehensive population-based register
data on these patient groups, who may be difficult to reach otherwise for clinical research.
This nationwide study included all patients in Finland with a clinical diagnosis of WKS or
ARD and all antipsychotic drug purchases made by these patients within one year after
diagnosis. The followup time was long, from 1998 to 2015. The quality and reliability
of Finnish healthcare registers are deemed high [17]. Data from the prescription register
include actual medication purchases instead of merely prescriptions and are free from
reporting or recall bias. While the medication use itself could not be verified, an earlier
Finnish study reported a substantial correlation between pharmacy data and self-reported
antipsychotic use [31].

This study had a number of limitations, partly inherent to the observational design,
that should be taken into consideration when interpreting the findings. While our register-
based design offers large sample sizes and real-world data, the study was limited by the
variables available in the registers, thus introducing the possibility of confounding bias. Our
data did not include the clinical indication, dose, or duration of use of the prescribed drugs.
Side effects of antipsychotics may be dose- and duration-dependent [12], which highlights
a limitation of our dataset and potentially restricts the conclusions that can be drawn from
the results. The prescription register does not cover drugs used in hospital wards or other
inpatient settings. As a register study, we did not have access to individual clinical patient
data or information on risk factors such as alcohol use. While data on alcohol use before
and after diagnosis would have provided valuable insights, obtaining such data poses
challenges. Limited studies conducted in non-institutionalized settings have suggested that
alcohol misuse continues among patients with alcohol-related neurocognitive disorders
after diagnosis. For example, Sanvisens et al. [32] found that two-thirds of WKS patients
continued to consume alcohol after hospital discharge, and our own previous findings
demonstrated that WKS and ARD patients experience increased mortality due to alcohol-
related causes [25]. While diagnoses of WKS and ARD were made by clinicians during
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standard course of care and could not be independently verified, dementia diagnoses in
Finnish healthcare registers in general have very good accuracy [33]. Earlier studies have
shown that WKS and ARD are underdiagnosed conditions [34,35], which implies that the
diagnoses may be skewed towards more severe cases.

7. Implications and Conclusions

The present study has several clinical implications. Our findings raise the issue of
possible overuse of antipsychotic medication in patients diagnosed with WKS or ARD.
Current recommendations suggest that antipsychotics for NPS in dementia patients be
avoided unless nonpharmacologic options have failed [36,37]. However, our data suggest
that antipsychotic drugs may not increase mortality in this patient group, thus raising
the question of whether different dementia disorders need tailored recommendations for
treatment of NPS.

It is crucial to consider all strategies for reducing alcohol consumption in patients
with alcohol-related neurocognitive disorders. Our findings suggest that antipsychotics
might have potential utility in this regard, although additional research is required. Use
of antipsychotics in progressive dementia disorders is associated with increased mortality.
Antipsychotics also have other severe side effects, including adverse metabolic effects
and extrapyramidal symptoms, which necessitate caution in their use across all patient
groups. However, in patients with alcohol-related neurocognitive disorders, this study
suggests that the increase in mortality may not be a significant reason to avoid the use
of antipsychotics. Exploring newer antipsychotic medications with fewer metabolic and
cardiovascular side effects, such as dopamine partial agonists, could prove beneficial and
warrants further investigation in this patient population.

It is important to note that our findings are preliminary and do not imply a protective
effect of antipsychotics in patients with alcohol-related neurocognitive disorders. Future
research is warranted to quantify the effect of antipsychotics on mortality and other relevant
outcomes such as severity of NPS and levels of alcohol consumption. Steps should be taken
to improve access to healthcare and alcohol treatment services for these patients.

In conclusion, this is the first population-based study to examine antipsychotic use
and its effect on mortality among patients with alcohol-related neurocognitive disorders.
The major findings to emerge were the high prevalence of antipsychotic use and the
lower mortality among antipsychotic users than among non-users in those diagnosed
with WKS or ARD. These results are in contrast to earlier studies in which the use of
antipsychotics has been associated with an elevated mortality risk in older people and
persons with dementia. Unlike in progressive dementia disorders, it is possible that the
use of antipsychotic medication among persons with WKS or ARD affects their overall
situation in a way that results in decreased all-cause and alcohol-related mortality.

Author Contributions: A.P.: writing the manuscript, interpretation of data; T.T.: review of manuscript,
research administration; R.V.: concept and design of the study, review of manuscript, research ad-
ministration; M.G.: review of manuscript; H.K. (Hannu Kautiainen): data collection, statistical
design, and statistical analysis; H.E.: review of manuscript; J.S.: review of manuscript; N.L.: review
of manuscript, research administration; H.K. (Hannu Koponen): concept and design of the study,
supervision of data collection, review of manuscript, research administration. All authors have read
and agreed to the published version of the manuscript.

Funding: Open access funding provided by University of Helsinki. This study was funded by
Helsinki University Hospital (grant HUS/441/2022 to A.P.). The funder had no role in study design;
in collection, analysis, and interpretation of data; or in the writing process.

Institutional Review Board Statement: The Ethics Committee of Helsinki University Central Hospi-
tal approved the study protocol (186/13/03/00/16).

Informed Consent Statement: Informed consent was not required owing to the register-based design.



J. Clin. Med. 2023, 12, 4263 10 of 11

Data Availability Statement: Researchers who wish to replicate our study may apply for permission
to use the registers of the Finnish Institute for Health and Welfare (info@thl.fi) for data from the Care
Register for Health Care; Kela (tietoaineistot@kela.fi) for data on medication purchases; and Statistics
Finland (info@stat.fi) for data on population, mortality, and causes of death. 31 December 2018 (for
register data) and 31 December 2020 (for additional mortality data).

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Cheng, C.; Huang, C.-L.; Tsai, C.-J.; Chou, P.-H.; Lin, C.-C.; Chang, C.-K. Alcohol-Related Dementia: A Systemic Review of

Epidemiological Studies. Psychosomatics 2017, 58, 331–342. [CrossRef] [PubMed]
2. Edahiro, A.; Miyamae, F.; Taga, T.; Sugiyama, M.; Kikuchi, K.; Okamura, T.; Awata, S. Incidence and Distribution of Subtypes

of Early-onset Dementia in Japan: A Nationwide Analysis Based on Annual Performance Reports of the Medical Centers for
Dementia. Geriatr. Gerontol. Int. 2020, 20, 1050–1055. [CrossRef] [PubMed]

3. Picard, C.; Pasquier, F.; Martinaud, O.; Hannequin, D.; Godefroy, O. Early Onset Dementia: Characteristics in a Large Cohort
From Academic Memory Clinics. Alzheimer Dis. Assoc. Disord. 2011, 25, 203–205. [CrossRef]

4. Ridley, N.J.; Draper, B.; Withall, A. Alcohol-Related Dementia: An Update of the Evidence. Alzheimers Res. Ther. 2013, 5, 3.
[CrossRef] [PubMed]

5. Isenberg-Grzeda, E.; Kutner, H.E.; Nicolson, S.E. Wernicke-Korsakoff-Syndrome: Under-Recognized and Under-Treated. Psycho-
somatics 2012, 53, 507–516. [CrossRef] [PubMed]

6. Arts, N.; Walvoort, S.; Kessels, R. Korsakoff’s Syndrome: A Critical Review. Neuropsychiatr. Dis. Treat. 2017, 13, 2875–2890.
[CrossRef] [PubMed]

7. Oslin, D.; Atkinson, R.M.; Smith, D.M.; Hendrie, H. Alcohol Related Dementia: Proposed Clinical Criteria. Int. J. Geriat. Psychiatry
1998, 13, 203–212. [CrossRef]

8. Lyketsos, C.G.; Lopez, O.; Jones, B.; Fitzpatrick, A.L.; Breitner, J.; DeKosky, S. Prevalence of Neuropsychiatric Symptoms in
Dementia and Mild Cognitive Impairment: Results From the Cardiovascular Health Study. JAMA 2002, 288, 1475–1483. [CrossRef]

9. Steinberg, M.; Shao, H.; Zandi, P.; Lyketsos, C.G.; Welsh-Bohmer, K.A.; Norton, M.C.; Breitner, J.C.S.; Steffens, D.C.; Tschanz, J.T.
Cache County Investigators Point and 5-Year Period Prevalence of Neuropsychiatric Symptoms in Dementia: The Cache County
Study. Int. J. Geriat. Psychiatry 2008, 23, 170–177. [CrossRef]

10. Gerridzen, I.J.; Moerman-van den Brink, W.G.; Depla, M.F.; Verschuur, E.M.L.; Veenhuizen, R.B.; Wouden, J.C.; Hertogh, C.M.P.M.;
Joling, K.J. Prevalence and Severity of Behavioural Symptoms in Patients with Korsakoff Syndrome and Other Alcohol-related
Cognitive Disorders: A Systematic Review. Int. J. Geriatr. Psychiatry 2017, 32, 256–273. [CrossRef]

11. Yunusa, I.; Alsumali, A.; Garba, A.E.; Regestein, Q.R.; Eguale, T. Assessment of Reported Comparative Effectiveness and Safety of
Atypical Antipsychotics in the Treatment of Behavioral and Psychological Symptoms of Dementia: A Network Meta-Analysis.
JAMA Netw. Open 2019, 2, e190828. [CrossRef] [PubMed]

12. Maust, D.T.; Kim, H.M.; Seyfried, L.S.; Chiang, C.; Kavanagh, J.; Schneider, L.S.; Kales, H.C. Antipsychotics, Other Psychotropics,
and the Risk of Death in Patients With Dementia: Number Needed to Harm. JAMA Psychiatry 2015, 72, 438–445. [CrossRef]
[PubMed]

13. Schneider, L.S.; Dagerman, K.; Insel, P. Risk of Death With Atypical Antipsychotic Drug Treatment for Dementia: Meta-Analysis
of Randomized Placebo-Controlled Trials. JAMA 2005, 294, 1934–1943. [CrossRef] [PubMed]

14. Tampi, R.R.; Tampi, D.J.; Balachandran, S.; Srinivasan, S. Antipsychotic Use in Dementia: A Systematic Review of Benefits and
Risks from Meta-Analyses. Ther. Adv. Chronic Dis. 2016, 7, 229–245. [CrossRef] [PubMed]

15. Gerridzen, I.J.; Goossensen, M.A. Patients with Korsakoff Syndrome in Nursing Homes: Characteristics, Comorbidity, and Use of
Psychotropic Drugs. Int. Psychogeriatr. 2014, 26, 115–121. [CrossRef] [PubMed]

16. Gerridzen, I.J.; Hertogh, C.M.P.M.; Depla, M.F.; Veenhuizen, R.B.; Verschuur, E.M.L.; Joling, K.J. Neuropsychiatric Symptoms
in People With Korsakoff Syndrome and Other Alcohol-Related Cognitive Disorders Living in Specialized Long-Term Care
Facilities: Prevalence, Severity, and Associated Caregiver Distress. J. Am. Med. Dir. Assoc. 2018, 19, 240–247. [CrossRef]

17. Sund, R. Quality of the Finnish Hospital Discharge Register: A Systematic Review. Scand. J. Public Health 2012, 40, 505–515.
[CrossRef]

18. Heino, A.; Niinimäki, M.; Mentula, M.; Gissler, M. How Reliable Are Health Registers? Registration of Induced Abortions and
Sterilizations in Finland. Inform. Health Soc. Care 2018, 43, 310–319. [CrossRef]

19. Finnish Institute for Health and Welfare Care Register for Health Care: Register Description. Available online: https://
thl.fi/en/web/thlfi-en/statistics-and-data/data-and-services/register-descriptions/care-register-for-health-care (accessed on
6 May 2023).

20. World Health Organization. The ICD-10 Classification of Mental and Behavioural Disorders; World Health Organization: Geneva,
Switzerland, 1993; ISBN 978-92-4-154455-9.

21. Taipale, H.; Koponen, M.; Tanskanen, A.; Tolppanen, A.-M.; Tiihonen, J.; Hartikainen, S. High Prevalence of Psychotropic Drug
Use among Persons with and without Alzheimer’s Disease in Finnish Nationwide Cohort. Eur. Neuropsychopharmacol. 2014, 24,
1729–1737. [CrossRef]

https://doi.org/10.1016/j.psym.2017.02.012
https://www.ncbi.nlm.nih.gov/pubmed/28501289
https://doi.org/10.1111/ggi.14043
https://www.ncbi.nlm.nih.gov/pubmed/32989857
https://doi.org/10.1097/WAD.0b013e3182056be7
https://doi.org/10.1186/alzrt157
https://www.ncbi.nlm.nih.gov/pubmed/23347747
https://doi.org/10.1016/j.psym.2012.04.008
https://www.ncbi.nlm.nih.gov/pubmed/23157990
https://doi.org/10.2147/NDT.S130078
https://www.ncbi.nlm.nih.gov/pubmed/29225466
https://doi.org/10.1002/(SICI)1099-1166(199804)13:4&lt;203::AID-GPS734&gt;3.0.CO;2-B
https://doi.org/10.1001/jama.288.12.1475
https://doi.org/10.1002/gps.1858
https://doi.org/10.1002/gps.4636
https://doi.org/10.1001/jamanetworkopen.2019.0828
https://www.ncbi.nlm.nih.gov/pubmed/30901041
https://doi.org/10.1001/jamapsychiatry.2014.3018
https://www.ncbi.nlm.nih.gov/pubmed/25786075
https://doi.org/10.1001/jama.294.15.1934
https://www.ncbi.nlm.nih.gov/pubmed/16234500
https://doi.org/10.1177/2040622316658463
https://www.ncbi.nlm.nih.gov/pubmed/27583123
https://doi.org/10.1017/S1041610213001543
https://www.ncbi.nlm.nih.gov/pubmed/24308344
https://doi.org/10.1016/j.jamda.2017.09.013
https://doi.org/10.1177/1403494812456637
https://doi.org/10.1080/17538157.2017.1297306
https://thl.fi/en/web/thlfi-en/statistics-and-data/data-and-services/register-descriptions/care-register-for-health-care
https://thl.fi/en/web/thlfi-en/statistics-and-data/data-and-services/register-descriptions/care-register-for-health-care
https://doi.org/10.1016/j.euroneuro.2014.10.004


J. Clin. Med. 2023, 12, 4263 11 of 11

22. Gerridzen, I.J.; Doejaaren, E.; Veenhuizen, R.B.; Hertogh, C.M.P.M.; Joling, K.J. Prevalences and Indications of Psychotropic Drug
Prescriptions in Nursing Home Residents with Korsakoff Syndrome. JCM 2023, 12, 3133. [CrossRef]

23. Brion, M.; Pitel, A.-L.; Beaunieux, H.; Maurage, P. Revisiting the Continuum Hypothesis: Toward an In-Depth Exploration of
Executive Functions in Korsakoff Syndrome. Front. Hum. Neurosci. 2014, 8, 498. [CrossRef] [PubMed]

24. Zwijsen, S.A.; Kabboord, A.; Eefsting, J.A.; Hertogh, C.M.P.M.; Pot, A.M.; Gerritsen, D.L.; Smalbrugge, M. Nurses in Distress? An
Explorative Study into the Relation between Distress and Individual Neuropsychiatric Symptoms of People with Dementia in
Nursing Homes. Int. J. Geriatr. Psychiatry 2014, 29, 384–391. [CrossRef] [PubMed]

25. Palm, A.; Vataja, R.; Talaslahti, T.; Ginters, M.; Kautiainen, H.; Elonheimo, H.; Suvisaari, J.; Lindberg, N.; Koponen, H. Incidence
and Mortality of Alcohol-related Dementia and Wernicke-Korsakoff Syndrome: A Nationwide Register Study. Int. J. Geriatr.
Psychiatry 2022, 37, gps.5775. [CrossRef]

26. Zhornitsky, S.; Rizkallah, É.; Pampoulova, T.; Chiasson, J.-P.; Stip, E.; Rompré, P.-P.; Potvin, S. Antipsychotic Agents for the
Treatment of Substance Use Disorders in Patients With and Without Comorbid Psychosis. J. Clin. Psychopharmacol. 2010, 30,
417–424. [CrossRef] [PubMed]

27. Archibald, L.; Brunette, M.F.; Wallin, D.J.; Green, A.I. Alcohol Use Disorder and Schizophrenia or Schizoaffective Disorder. Alcohol.
Res. 2019, 40, arcr.v40.1.06. [CrossRef] [PubMed]

28. Murthy, P.; Mahadevan, J.; Chand, P.K. Treatment of Substance Use Disorders with Co-Occurring Severe Mental Health Disorders.
Curr. Opin. Psychiatry 2019, 32, 293–299. [CrossRef] [PubMed]

29. Howell, S.; Yarovova, E.; Khwanda, A.; Rosen, S.D. Cardiovascular Effects of Psychotic Illnesses and Antipsychotic Therapy.
Heart 2019, 105, 1852–1859. [CrossRef]

30. Maher, A.R.; Maglione, M.; Bagley, S.; Suttorp, M.; Hu, J.-H.; Ewing, B.; Wang, Z.; Timmer, M.; Sultzer, D.; Shekelle, P.G. Efficacy
and Comparative Effectiveness of Atypical Antipsychotic Medications for Off-Label Uses in Adults: A Systematic Review and
Meta-Analysis. JAMA 2011, 306, 1359–1369. [CrossRef]

31. Haapea, M.; Miettunen, J.; Lindeman, S.; Joukamaa, M.; Koponen, H. Agreement between Self-Reported and Pharmacy Data on
Medication Use in the Northern Finland 1966 Birth Cohort: Reliability of Self-Reported Medication Use. Int. J. Methods Psychiatr.
Res. 2010, 19, 88–96. [CrossRef]

32. Sanvisens, A.; Zuluaga, P.; Fuster, D.; Rivas, I.; Tor, J.; Marcos, M.; Chamorro, A.J.; Muga, R. Long-Term Mortality of Patients with
an Alcohol-Related Wernicke–Korsakoff Syndrome. Alcohol. Alcohol. 2017, 52, 466–471. [CrossRef]

33. Solomon, A.; Ngandu, T.; Soininen, H.; Hallikainen, M.M.; Kivipelto, M.; Laatikainen, T. Validity of Dementia and Alzheimer’s
Disease Diagnoses in Finnish National Registers. Alzheimer’s Dement. 2014, 10, 303–309. [CrossRef] [PubMed]

34. Harper, C. The Incidence of Wernicke’s Encephalopathy in Australia—A Neuropathological Study of 131 Cases. J. Neurol.
Neurosurg. Psychiatry 1983, 46, 593–598. [CrossRef] [PubMed]

35. Torvik, A.; Lindboe, C.F.; Rogde, S. Brain Lesions in Alcoholics. J. Neurol. Sci. 1982, 56, 233–248. [CrossRef] [PubMed]
36. American Geriatrics Society Beers Criteria®Update Expert Panel American Geriatrics Society 2019 Updated AGS Beers Crite-

ria®for Potentially Inappropriate Medication Use in Older Adults. J. Am. Geriatr. Soc. 2019, 67, 674–694. [CrossRef]
37. O’Mahony, D.; O’Sullivan, D.; Byrne, S.; O’Connor, M.N.; Ryan, C.; Gallagher, P. STOPP/START Criteria for Potentially

Inappropriate Prescribing in Older People: Version 2. Age Ageing 2014, 44, 213–218. [CrossRef] [PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.3390/jcm12093133
https://doi.org/10.3389/fnhum.2014.00498
https://www.ncbi.nlm.nih.gov/pubmed/25071526
https://doi.org/10.1002/gps.4014
https://www.ncbi.nlm.nih.gov/pubmed/23963653
https://doi.org/10.1002/gps.5775
https://doi.org/10.1097/JCP.0b013e3181e7810a
https://www.ncbi.nlm.nih.gov/pubmed/20631559
https://doi.org/10.35946/arcr.v40.1.06
https://www.ncbi.nlm.nih.gov/pubmed/31886105
https://doi.org/10.1097/YCO.0000000000000510
https://www.ncbi.nlm.nih.gov/pubmed/31157674
https://doi.org/10.1136/heartjnl-2017-312107
https://doi.org/10.1001/jama.2011.1360
https://doi.org/10.1002/mpr.304
https://doi.org/10.1093/alcalc/agx013
https://doi.org/10.1016/j.jalz.2013.03.004
https://www.ncbi.nlm.nih.gov/pubmed/23849592
https://doi.org/10.1136/jnnp.46.7.593
https://www.ncbi.nlm.nih.gov/pubmed/6886695
https://doi.org/10.1016/0022-510X(82)90145-9
https://www.ncbi.nlm.nih.gov/pubmed/7175549
https://doi.org/10.1111/jgs.15767
https://doi.org/10.1093/ageing/afu145
https://www.ncbi.nlm.nih.gov/pubmed/25324330

	Introduction 
	Methods 
	Register Data 
	Study Population 
	Data Analysis 

	Results 
	Discussion 
	Mortality 
	Strengths and Limitations 
	Implications and Conclusions 
	References

