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SUMMARY 

The treatment of patients with a dual diagnosis is a well-established and evolving 

field of research. The incidence of substance use disorders (SUD) and co-occurring mental 

disorders are widespread. However, they vary widely in permutation and combination and 

thus require specific and empirically supported interventions. The literature has identified 

two broad intervention categories for treating patients with a dual diagnosis: non-integrated 

and integrated treatment. Non-integrated treatment refers to the separate treatment and case 

management of co-occurring conditions in the context of patients with a dual diagnosis. The 

treatment of an individual’s SUD and psychiatric disorder is isolated and usually conducted 

by different clinicians or treatment facilities with little to no coordination. In contrast, 

integrated treatment simultaneously treats an individual’s SUD and psychiatric disorder. In 

this instance, treatment is carried out by the same clinician or multidisciplinary team to 

ensure co-ordinated interaction between service providers.  

This study intended to explore current literature on the integrated and non-integrated 

treatment outcomes for patients with a dual diagnosis. Therefore, a systematic review was 

carried out, critically appraising the best available and relevant randomised control trials of 

integrated and non-integrated interventions in treating patients with a dual diagnosis. A total 

of 11 studies were reviewed, and five key descriptive themes were synthesised and grouped 

under two broad analytical themes: “treatment outcomes” and “reported strengths and 

limitations of dual diagnosis treatment”.  

Overall, when assessed across all treatment outcomes (i.e., psychiatric 

symptomatology, substance use symptomatology, and treatment retention), the results 

provided insufficient evidence to support the enhanced efficacy of either integrated or non-

integrated treatment over the other in treating patients with a dual diagnosis. However, the 

results suggested that effectively treating patients with a dual diagnosis was not about how 
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the treatment was delivered but was rather concerned with what was delivered. Specifically, 

interventions informed by a cognitive behavioural therapy (CBT) framework proved effective 

in treating patients with a dual diagnosis. 

Therefore, the recommendations proposed to inform the clinical psychological service 

delivery of dual diagnosis treatment in South Africa included: incorporating a combination of 

CBT-informed principles (e.g., mindfulness, self-regulatory skills, cognitive restructuring, 

and motivational interviewing); maintaining strong lines of communication between service 

providers; fostering engaging and culturally sensitive therapeutic relationships; and 

conducting treatment in structured settings such as in-patient and residential programmes. 
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Chapter 1: Introduction, Background to the Study and Research Aims 

1.1. Introduction 

As defined by Kaplan and Sadock’s Synopsis of Psychiatry, dual diagnosis refers to 

the incidence of a severe mental disorder with a co-occurring substance use disorder (SUD) 

in the same person (Sadock et al., 2015). Patients with a dual diagnosis are reportedly 

challenging to treat. Research shows a poor long-term prognosis and several associated 

adverse outcomes (e.g., greater psychiatric morbidity, reduced functionality, and impaired 

quality of life) (McCallum et al., 2015; Morojele et al., 2012). Therefore, to implement 

effective treatment strategies, it becomes increasingly important for practitioners to possess 

an in-depth understanding of various perspectives of the phenomenon and appreciate the 

current evidence (Hamilton, 2014). 

This chapter presents a general overview of the present study by introducing the 

research context and exploring the background to the topic, presenting the research question 

and subsequent aims, highlighting the definitions of key concepts, and providing an outline of 

the dissertation to follow.  

1.2. Background to the study  

Co-occurring SUDs and severe mental disorders are a common and widely 

acknowledged phenomenon. The prevalence of substance-related disorders among patients 

with a pre-existing psychiatric diagnosis has been observed since the 1980s (Hamilton, 2014; 

Tiet & Mausbach, 2007). Research indicates that individuals diagnosed with a SUD are more 

likely to develop a co-occurring mental disorder than those without a SUD, with this rate 

increasing for individuals involved in illicit drug use (Morisano et al., 2014). Temmingh et al. 

(2018) estimated that up to 75% of patients with a severe mental illness have also been 

diagnosed with a SUD. Additionally, 60% of adult patients with a SUD were found to be 

diagnosed with at least one sever mental illness (Temmingh et al., 2018). Specifically, the 
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Substance Abuse and Mental Health Services Administration (SAMHSA) found that 40.7% 

of US adults had co-occurring mental health disorders, of which 19.2% had a mental health 

disorder within the past year and met the criteria for a SUD (Morisano et al., 2014). On the 

other hand, the South African Community Epidemiology Network on Drug Use (SACENDU, 

2021) found that as of December 2019, 15% of the total sample presented with dual diagnosis 

at treatment admission. 

However, despite the steady recognition of the growing prevalence of patients with 

dual diagnoses, establishing effective treatment programmes remains a challenge 

(Constantino et al., 2020; Morojele et al., 2012). Multiple morbidities result in more complex 

clinical profiles that often warrant the need for specific and empirically supported treatment 

(Kay-Lambkin et al., 2004; Moore et al., 2018). Moreover, this clinical population’s 

heightened psychosocial vulnerability suggests the need for additional environmental support 

structures that assist and maintain their rehabilitation and recovery (Drake et al., 2008; Drake 

& Wallach, 2000; Fantuzzi & Mezzina., 2020; Horsfall et al., 2009). Additionally, research 

has observed significantly poor engagement, low retention rates, high drop-out rates and non-

compliance when treating patients with dual diagnoses (Priester et al., 2016; Moore et al., 

2018; Morisano et al., 2014). Consequently, these factors negatively impact the potential 

efficacy of treatment and the prognosis and outcomes for patients. Therefore, it becomes 

increasingly difficult for treatment programmes to address these patients’ diverse needs 

sufficiently. 

In light of these challenges, a growing field of research has emerged over the last two 

decades dedicated to (a) mandating treatment development, (b) improving service delivery, 

and (c) refining public policy (Drake & Wallach, 2000). Moreover, the past decade has seen 

rapid development in dual diagnosis-centric treatment programmes tailored to appreciate the 

complex relationship and interplay between SUDs and mental disorders (Cleary et al., 2009; 
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De Witte et al., 2014; Drake & Wallach, 2000; Fantuzzi & Mezzina, 2020). However, despite 

these efforts, there remain few validated treatment options and limited evidence to support 

the effectiveness of the various treatment interventions (Kay-Lambkin et al., 2004).  

In lieu of the vast and virtually inexhaustible amount of research available on the 

topic globally, it becomes increasingly pertinent to keep abreast of the current trends and 

status of knowledge as it relates locally. A comprehensive epidemiological study regarding 

the prevalence of patients with a dual diagnosis has yet to be conducted in South Africa. In 

addition, there is a lack of published studies that extensively explore or empirically evaluate 

what dual diagnosis-centric care is available in South Africa. Consequently, there is 

significant value in conducting a systematic review to determine the corpus of knowledge 

regarding dual diagnosis treatment and further contribute to a greater understanding of 

current clinical practices. Therefore, this study will add to the existing knowledge on treating 

patients with a dual diagnosis in the South African healthcare system and further inform the 

related clinical psychological service delivery.  

1.3. Research question and aims of the study  

The broad research question that this study aims to address is:  

What does the current literature report on the integrated and non-integrated treatment 

outcomes for patients with a dual diagnosis?  

In order to answer the research question, these specific research aims were identified:   

1. To summarise the treatment outcomes of integrated and non-integrated 

interventions for patients with a dual diagnosis. 

2. To provide a summary of the strengths and limitations of integrated and non-

integrated treatment for patients with a dual diagnosis. 

3. To propose evidence-based recommendations to inform the clinical psychological 

service delivery of dual diagnosis-focused treatment in South Africa.  
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1.4. Key concepts 

The following constructs are central to the study and will be defined accordingly. 

First, the term dual diagnosis specifies the incidence of a severe mental disorder with a co-

occurring SUD (Sadock et al., 2015). Second, a SUD refers to a cluster of cognitive, 

behavioural, and physiological symptoms resulting from the continued use of a substance, 

despite experiencing significant substance-related problems (American Psychiatric 

Association [APA], 2013).  

The literature has identified two broad intervention categories for treating patients 

with a dual diagnosis: non-integrated and integrated treatment. Non-integrated treatment 

generally describes the separate and isolated treatment of co-occurring conditions in the 

context of patients with a dual diagnosis (Alsuhaibani et al., 2021; Morisano et al., 2014). On 

the other hand, integrated treatment simultaneously treats an individual’s SUD and 

psychiatric disorder and is carried out by the same clinician or multidisciplinary team to 

ensure co-ordinated interaction between service providers (Alsuhaibani et al., 2021; Cleary et 

al., 2009; Drake & Wallach, 2000; Horsfall et al., 2009; Morisano et al., 2014; Ness et al., 

2014; Savic et al., 2017; Sinha et al., 2018; Sterling et al., 2011; Torchalla et al., 2012). 

Further, non-integrated treatment can be divided into two approaches, namely, 

parallel and sequential treatment. Sequential treatment manages patients with a dual 

diagnosis by systematically addressing one condition at a time, usually in an attempt to 

efficiently focus efforts and resources towards long-term recovery and rehabilitation 

(Horsfall et al., 2009; Morisano et al., 2014; Sterling et al., 2011; Torchalla et al., 2012). 

Parallel treatment allows for the treatment of both the SUD and mental disorder; however, 

by utilising different service providers for each disorder and having them work in an isolated, 

unco-ordinated fashion (Horsfall et al., 2009; Morisano et al., 2014; Sterling et al., 2011; 

Torchalla et al., 2012).  
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1.5. Outline of the dissertation 

This mini-dissertation is structured into five chapters which include the following: 

Chapter one presents a general overview of the present study by describing the research 

context and background to the topic, exploring the significance of the study, introducing the 

research question and subsequent aims, and lastly, providing the overall outline of the 

dissertation. Chapter two describes the available and relevant literature published concerning 

the key variables of this study, namely, dual diagnosis and integrated and non-integrated 

treatment models. Chapter three discusses the chosen research design and recounts the search 

strategy and inclusion/exclusion criteria. Additionally, this chapter describes the study 

selection procedure, data extraction and analysis method, and the necessary ethical 

considerations.  

 Chapter four describes the characteristics of the selected studies and presents the 

analytic themes generated from these studies’ main findings. Finally, Chapter five explores 

the significance of the extracted themes in relation to the larger research question and locates 

it in the context of current literature. This chapter presents evidence-based recommendations 

informing the clinical psychological service delivery of dual diagnosis-centric treatment in 

South African hospitals. Lastly, this chapter concludes with the limitations of the present 

study, and the relevant research gaps and potential directions for future research.  
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Chapter 2: Literature Review 

2.1. Introduction  

 The occurrence of SUDs in the context of other mental disorders is common and 

presents a wide range of expressions (Kay-Lambkin et al., 2004). As a result, the past two 

decades have seen rapid development in dual diagnosis-centric treatment (Cleary et al., 2009; 

Drake & Wallach, 2000). However, although well-established treatment services are required 

to meet the diverse needs of patients with a dual diagnosis, there remain few validated 

treatment options and limited evidence to support the efficacy of various interventions (Kay-

Lambkin et al., 2004). 

Treatment providers are vital collaborators in adopting contemporary, innovative 

clinical approaches to interventions (Adams et al., 2016). Therefore, effective treatment relies 

on treatment providers understanding the various challenges associated with treating patients 

with a dual diagnosis and appreciating the relevant evidence (Adams et al., 2016; Hamilton, 

2014). Therefore, while maintaining a comprehensive understanding of the current status of 

knowledge regarding dual diagnosis-centric treatment is challenging, it is also essential. 

Subsequently, implementing effective treatment strategies is both a complex and necessary 

task. 

2.2. Defining dual diagnosis  

The term “dual diagnosis” emerged in the early 1980s and gained formal recognition 

later in the same decade (Drake & Wallach, 2000). Before this, patients with a SUD and co-

occurring mental disorder were described as “mentally ill chemical abusers” or “substance-

abusing mentally ill persons” (Drake & Wallach, 2000). However, the inclusion of the term 

dual diagnosis in the subject index of Hospital and Community Psychiatry in 1989, and its 

subsequent medical designation, encouraged medical practitioners to start considering both 

the biological and psychosocial factors associated with substance misuse among individuals 
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with severe mental illnesses (Cleary et al., 2009; Drake & Wallach, 2000). Furthermore, the 

term’s diagnostic recognition was intended to acknowledge the complexities of the 

relationship between SUDs and severe mental disorders and encourage the development of 

appropriate treatment geared towards these concerns (Drake & Wallach, 2000).  

Historically, comorbidity and dual diagnosis have been used interchangeably 

(Morojele et al., 2012). Significantly, however, these terms are, by definition, conceptually 

different from each other. Comorbidity usually refers to the occurrence of two or more 

diseases or disorders and specifies an association in time (Morisano et al., 2014). On the 

other hand, the definition of dual diagnosis specifies the incidence of a SUD within the 

context of a co-occurring mental disorder (Drake & Wallach, 2000; Sadock et al., 2015). 

Therefore, terms such as “concurrent” and “co-occurring” are suitable alternatives as they 

reflect, similarly to dual diagnosis, a temporal relationship and speak to the complex interplay 

between the disorders (Morisano et al., 2005). Notwithstanding, the term dual diagnosis has 

been widely criticised for being overly simplistic, potentially stigmatising, and misleading as 

it implies an individual has been formally diagnosed with “dual diagnosis” (Hamilton, 2014; 

Morojele et al., 2012). Consequently, the lack of conceptual clarity and difficulty in defining 

dual diagnosis has led to inconsistent and ambiguous responses related to its recognition, 

diagnosis, and effective treatment (Morojele et al., 2012).  

Considering that SUDs form one conceptual half of dual diagnosis, defining this 

particular cluster of disorders becomes relevant to understanding the relationship between co-

occurring SUDs and mental disorders. According to the Diagnostic and Statistical Manual for 

Mental Disorders, fifth edition (DSM-V), a SUD is evidenced by a cluster of cognitive, 

behavioural and physiological symptoms that persist due to an individual’s continued use of a 

substance despite significant substance-related problems (APA, 2013). SUDs can be 

separated into nine different, although not entirely distinct, classes: alcohol; cannabis; 
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hallucinogens; inhalants; opioids; sedatives, hypnotics and anxiolytics; stimulants; tobacco; 

and other (or unknown) substances. The diagnosis of a SUD is assessed over a 12-month 

period, and the severity of the substance use is dependent on the number of symptoms present 

(APA, 2013). The complete set of criteria is detailed in Table 2.1.  

Table 1 

DSM-V Criteria for a SUD Diagnosis 

A. A problematic pattern of substance use leading to clinically significant impairment or distress, as 

manifested by at least two of the following, occurring within 12-month period: 

Impaired control 

1. The substance is often taken in larger amounts or over a longer period than was originally intended. 

2. The individual expresses a persistent desire to cut down or regulate substance use and report 

multiple unsuccessful efforts to decrease or discontinue use. 

3. The individual spends a great deal of time obtaining and using the substance or recovering from its 

effects. 

4. Craving is manifested by an intense desire or urges for the substance. 

Social impairment 

5. Recurrent substance use results in a failure to fulfil major role obligations at work, school, or home. 

6. Continued substance use despite having persistent or recurrent social or interpersonal problems 

caused or exacerbated by the effects of the substance. 

7. Important social, occupational, or recreational activities are given up or reduced because of 

substance use. 

Risky use 

8. Recurrent substance use in situations in which it is physically hazardous. 

9. Continued substance use despite knowledge of having a persistent or recurrent physical or 

psychological problem likely caused or exacerbated by the substance. 

Pharmacological criteria 

10. Tolerance is signalled by either of the following: 

a.  A need for a markedly increased dose of the substance to achieve the desired effect. 
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b. A markedly reduced effect when the usual dose is consumed.  

11. Withdrawal, as manifested by either of the following: 

a.  The characteristic withdrawal syndrome (i.e. a syndrome that occurs when blood or tissue 

concentration of a substance declines in an individual who has maintained prolonged heavy 

use of the substance). 

b. The substance is taken to relieve or avoid withdrawal symptoms. 

Specify if: 

In early remission: After full criteria for a substance use disorder were previously met, none of the criteria 

for a substance use disorder has been met for at least three months but for less than 12 months (with the 

exception that Criterion A4 may be met). 

In sustained remission: After full criteria for a substance use disorder were previously met, none of the 

criteria for a substance use disorder has been met at any time during a period of 12 months or longer (with 

the exception that Criterion A4 may be met). 

Specify if: 

In a controlled environment: This additional specifier is used if the individual is in an environment where 

access to the substance is restricted. 

Specify current severity: 

Mild: Presence of 2-3 symptoms 

Moderate: Presence of 4-5 symptoms 

Severe: Presence of 6 or more symptoms 

From American Psychiatric Association. (2013). Diagnostic and Statistical Manual of Mental Disorders (5th 

edition). 

There are significant, insidious changes that occur to the brain due to continued and 

excessive substance use, which has a detrimental effect on behaviour (APA, 2013). For 

instance, substance use directly activates the brain’s reward system, over time with excessive 

use, changing how this system typically functions. These changes reinforce substance-related 

behaviours and can contribute to the incidence of repeated relapses and intense substance 
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cravings. Furthermore, considering the global impact of prolonged substance use on an 

individual's level of functioning, it is apparent how complex the clinical profile becomes 

when that same individual is diagnosed with a co-occurring mental disorder.  

2.3. Prevalence of dual diagnosis 

Reporting on the prevalence of dual diagnosis remains a challenge. The lack of a 

clear, consistent and accepted definition of dual diagnosis has resulted in a number of 

different ways in which the phenomena can be observed, and results are reported. For 

example, Hamilton (2014) identified three major factors that skew the estimates presented on 

the incidence of dual diagnosis. Primarily, (a) studies utilise different instruments and 

investigate differing populations, (b) there is an over-reliance on investigating individuals 

known to healthcare, and (c) substance use is highly under-reported by individuals suffering 

from severe mental disorders. Moreover, there are significantly different variations in the 

reported prevalence of dual diagnosis from the mental health versus substance addiction 

populations (Hamilton, 2014).  

As discussed in the previous chapter, research shows that individuals diagnosed with 

a SUD are more likely to develop a psychiatric disorder than those without (Green et al., 

2015; Morisano et al., 2014). Internationally, the national survey conducted by SAMHSA in 

2012 found that 40.7% (8.4 million) of US adults had co-occurring mental health disorders, 

of which 19.2% had a mental health disorder within the past year and met the criteria for a 

SUD (Morisano et al., 2014). In South Africa, the lifetime prevalence of SUDs is reported at 

an estimated 13.3% of the general population (Pasche et al., 2015). Additionally, the South 

African Stress and Health (SASH) study, conducted between 2002 and 2004, determined that 

21.3% of those with a lifetime SUD also suffered from a psychiatric disorder diagnosis 

(Saban et al., 2014). In particular, substance users, opposed to non-substance users, were 
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more likely to have a lifetime or 12-month anxiety or depressive disorder irrespective of their 

choice of substance (Saban et al., 2014; Williams et al., 2004).  

Moreover, SACENDU (2021), providing public health surveillance of substance-use 

trends across the country, found that as of December 2019, 15% of the total sample presented 

with dual diagnosis at treatment admission. However, despite this growing trend, a 

comprehensive epidemiological study regarding the prevalence of patients with a dual 

diagnosis has yet to be conducted in South Africa. In addition, there is a lack of published 

studies that extensively explore what dual diagnosis-centric care is available in South Africa. 

Therefore, it remains unclear to what extent the existing literature has informed current 

practices for treating patients with a dual diagnosis across South Africa. Furthermore, these 

gaps in the literature illustrate the need for specific research that operationalises the most 

recent findings on dual diagnosis treatment for the South African context.  

2.4. Prognosis associated with dual diagnosis 

Patients with a dual diagnosis present with significantly more complex clinical 

profiles than individuals with single morbidities (McCallum et al., 2015). As a result, dual 

diagnosis has been associated with a poorer long-term prognosis (Kay-Lambkin et al., 2004). 

Specifically, dual diagnosis has been linked to several adverse outcomes, such as increased 

psychiatric morbidities, reduced functionality, and impaired quality of life (McCallum et al., 

2015; Morojele et al., 2012). Furthermore, when compared to patients with single 

morbidities, patients with a dual diagnosis present with higher rates of treatment non-

compliance and relapse (Horsfall et al., 2009), lower levels of motivation to change, 

increased difficulties with treatment engagement, and a lack of adaptive coping skills  

(Priester et al., 2016).  

Moreover, patients with a dual diagnosis face several administrative, structural, and 

financial barriers in their search for effective treatment (Drake & Wallach, 2000; Drake et al., 
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2008; Horsfall et al., 2009). For example, the barriers to treatment are often related to 

accessibility and availability of treatment services, service location and operational hours, 

and the configuration of service providers (Priester et al., 2015). Specifically, patients 

identified difficulties such as the lack of affordable treatment options, the lack of adequate 

insurance cover, poor transportation, prevailing stigmatising attitudes of their surrounding 

community, and a lack of knowledge about where to receive suitable treatment (Mojtabai et 

al., 2014). Similarly, Weich and Pienaar (2009) highlight the adverse effects of limited 

training on practitioners’ abilities to effectively treat patients with a dual diagnosis and 

develop comprehensive, contemporary treatment options.  

Notably, there is substantial empirical support for co-ordinating mental health 

services and post-intervention support services to facilitate the recovery journey; however, 

poor alignment between these streams of care persists (Brouselle et al., 2010). It appears that 

patients are particularly vulnerable post-intervention, and managing this time is an essential 

factor in maintaining recovery (Horsfall et al., 2009; Priester et al., 2015). For example, 

integrating housing programmes, vocational training (Brousselle et al., 2010), peer support 

groups, family psycho-education, and social work (Drake et al., 2004) into treatment 

programmes have shown significant long-term improvement in the prognosis of patients with 

dual diagnosis. However, as evidenced in the literature, there remains a lack of treatment 

programmes that meaningfully integrate and co-ordinate with post-intervention services 

social services. 

2.5. Aetiological models for dual diagnosis 

The high prevalence of patients with SUDs and co-occurring mental disorders has 

been well documented (Morisano et al., 2014; Pasche et al., 2015; Saban et al., 2014). This 

clinical population is characteristically heterogeneous and challenging to treat (Brady & 

Sinha, 2005). Effective treatment relies on mental healthcare practitioners acquiring an 
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understanding of the origins and causes of dual diagnosis and an appreciation of the current 

evidence (Hamilton, 2014). One of the overarching areas of concern remains the nature of the 

interaction between mental disorders and SUDs. Mueser et al. (1998) suggests that no single 

model can account for the heterogeneity of patients with a dual diagnosis. Thus several 

frameworks have emerged that offer differing insights into the potential connections.  

2.5.1. Common factors model 

The common factors model suggests that high prevalence in the occurrence of SUDs 

with co-occurring mental disorders is explained by the shared vulnerabilities of both 

disorders (Mueser et al., 1998). In addition, this model explores the extent to which specific 

factors can independently increase the risk of developing both disorders, such as genetic 

vulnerability, socio-economic status, and level of cognitive functioning. Therefore, dual 

diagnosis is understood as an expression of underlying genetic vulnerabilities, such as a 

predisposition or liability for substance dependency, which leaves individuals more 

susceptible to developing SUDs (Morisano et al., 2014).  

In addition, the DSM-V considers how individuals with lower self-control possess 

poor inhibitory mechanisms, predisposing them to develop SUDs (APA, 2013). In particular, 

Mueser et al. (1998) discuss the influence of genetic factors, as determined by family history, 

and the extent to which genetic vulnerability to one disorder increases the risk of developing 

another disorder. For example, Caspi et al. (2005) suggested that genetic vulnerability and 

substance misuse can interact in dangerous ways, increasing the likelihood of developing 

primary psychosis. Similarly, Mueser et al. (1998) discussed how childhood conduct disorder 

and subsequent antisocial behaviours make patients vulnerable to developing a SUD, 

particularly during the pre-psychotic phase of schizophrenia. 
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2.5.2. Secondary substance use disorder models 

Secondary SUD models assume that being diagnosed with a severe mental disorder 

increases a patient’s vulnerability to developing a co-occurring SUD. This category of 

models can be broadly divided into two different, although not entirely distinct, types, 

primarily: the psychosocial risk factor model and the supersensitivity model.  

2.5.2.1. Psychosocial risk factor models 

The psychosocial risk factor models can be separated into two types: the self-

medication and alleviation of dysphoria model (Drake & Wallach, 2000; Mueser et al., 1998). 

First, the self-medication model was first proposed by Edward Khantzian, where he posited 

that patients with severe mental disorders use substances to alleviate pain (Khantzian, 1985). 

Khantzian’s hypothesis implied that treating the underlying psychiatric disorder will improve 

or resolve the substance-related problems (Lembke, 2012). Furthermore, psychopathology 

increases the risk of developing a dependence on substances (Mueser et al., 1998). However, 

despite being widely held, it has received little to no empirical support (Laudet et al., 2004; 

Mueser et al., 1998). 

Second, the alleviation of dysphoria model proposes that patients with severe mental 

disorders are prone to experiencing bouts of intense dysphoria, making them more 

susceptible to using substances to alleviate their debilitating emotional state (Mueser et al., 

1998). However, research acknowledges the role of underlying, indirect mechanisms in 

facilitating this relationship between SUDs and co-occurring mental disorders. For example, 

social isolation, poor interpersonal skills, poor cognitive functioning, lack of employment, 

low socio-economic status, poor social support, and a sense of responsibility (Mueser et al., 

1998). Schumm and Gore (2016) suggest that SUDs can develop in response to post-

traumatic stress disorder (PTSD) symptoms, and as a result, understand substance use as an 

attempt to “self-medicate”. Therefore, by addressing the psychiatric condition first, the 
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substance misuse-related behaviours will cease. This observation appears to be consistent for 

patients with PTSD. These patients tend to utilise avoidance strategies due to their persistent 

desire to escape the intrusive and debilitating thoughts and behaviours associated with their 

severe mental illness (Schumm & Gore, 2016).  

Both the self-medication and alleviation of dysphoria model have been widely 

influential in our understanding of dual diagnosis-centric care; however, its hypotheses tend 

to promote ineffective treatment interventions that fail to recognise the presence of a SUD 

(Lembke, 2012). Instead, they suggest that the “underlying” psychiatric disorder be treated 

while the substance misuse is ignored. Additionally, patients’ psychological distress is 

interpreted as originating solely from the “underlying” psychiatric disorder, opposed to being 

a consequence of the effects of substance misuse or withdrawal syndrome. Subsequently, 

these models underplay the negative impact of substance misuse and neglect the benefit of 

behavioural change in pursuit of recovery (Lembke, 2012).   

2.5.2.2. The supersensitivity model 

The supersensitivity model explores how stress can influence psychological 

vulnerability (Meuser et al., 1998). That is, how the interaction between a patient’s 

psychological vulnerability, as determined by a combination of their genetics and early 

environmental factors, and environmental stress that can trigger the onset of a mental 

disorder or relapse (Brady & Sinha, 2005; Mueser et al., 1998). Notably, this model posits 

that patients with severe mental disorders are more sensitive to stress and thus prone to 

experience adverse outcomes from lower amounts of substance use than members of the 

general public (Mueser et al., 1998).  

For instance, Drake and Wallach (1993) conducted a longitudinal study exploring the 

long-term consequences of moderate drinking among two samples of patients diagnosed with 

a severe mental disorder. The study found that at follow-up, less than 5% of the total sample 
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(n = 243) managed to sustain moderate alcohol consumption without experiencing adverse 

consequences and substance misuse-related symptoms. These results were presented in 

contrast to approximately 50% of the general public who drink alcohol in moderate quantities 

over time and do not develop a SUD. Therefore, the study highlights how patients suffering 

from severe mental disorders are at risk of developing SUDs and thus the need to monitor the 

level of access and exposure to substances in their environments. 

However, the generalisability of the research conducted on this model is limited. 

Many studies focused predominantly on patients with schizophrenia and neglected to 

research the model’s hypothesis with bipolar disorder and related affective disorder. 

Nevertheless, the model remains relevant to our understanding of dual diagnosis. It is further 

supported by the (a) observably low levels of substance use and adverse consequences 

experienced by patients diagnosed with a mental disorder, and (b) the increased prevalence of 

SUDs among patients with mental disorders (Mueser et al., 1998).  

2.5.3. Secondary psychiatric illness model 

The secondary psychiatric illness model proposes that substance misuse increases the 

risk of developing psychopathology (Morisano et al., 2014; Mueser et al., 1998). This model 

considers that a patient with a SUD becomes vulnerable to developing a severe mental 

disorder as minor symptoms of mental illness become exacerbated until diagnosable 

(Morisano et al., 2014). These particular presentations are usually understood to be 

substance-induced mental health disorders; however, this model holds that they are merely a 

subgroup of individuals with co-occurring disorders (Morisano et al., 2014). Namely, two 

types of research have been conducted to evaluate the secondary psychiatric disorder model: 

prospective follow-up studies of patients with SUDs and comparison studies of patients who 

develop SMI following substance abuse with patients with severe mental disorders but no 

SUD (Mueser et al., 1998).  
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However, there remains limited evidentiary support of this model’s explanation and a 

lack of contemporary research that indicates SUDs as a risk factor for developing a 

subsequent mental disorder. For example, a National Comorbidity Survey conducted among 

participants between 15 and 54 years old diagnosed with co-occurring SUD and mental 

disorder indicated that 89% of the respondents developed a mental disorder. In contrast, only 

9% developed a SUD first (Kessler et al., 1994).  

2.5.4. Bidirectional model 

Last, the bidirectional model suggests that dual diagnosis is maintained by a 

consistent and ongoing interaction between the severe mental disorder and SUD (Morisano et 

al., 2014; Mueser et al., 1998). In addition, the model explores the existence of a positive 

feedback cycle which interlinks the SUD with the co-occurring mental disorder (Morisano et 

al., 2014; Prior et al., 2017). Therefore, one disorder serves to worsen or maintain the other, 

and vice versa. For example, a SUD can be triggered in a patient with a severe mental 

disorder, as they are particularly biologically vulnerable, and this vulnerability is maintained 

by continued substance use (Mueser et al., 1998).  

For instance, Kronenberg et al. (2014) conducted a qualitative study that explored the 

nature of this bidirectional relationship between co-occurring disorders. The study consisted 

of 23 participants with either a co-occurring attention-deficit/hyperactivity disorder and SUD 

(ADHD + SUD) or a co-occurring autism spectrum disorder and SUD (ASD + SUD). The 

results found that in response to feeling overwhelmed by their thoughts and emotions, 

participants with ADHD + SUD experienced intense periods of agitation and impulsivity, 

while participants with ASD + SUD experienced passivity and melancholia. Consequently, 

both groups used substances to ameliorate these symptoms; however, they reported 

experiencing more significant problems subsequently, such as difficulties creating and 

maintaining structure in their daily lives due to a lack of planning (ADHD + SUD) or due to a 
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lack of initiative (ASD + SUD). As a result, participants found that substance use 

disorganised their lives and impaired their ability to create a sense of structure. Subsequently, 

an absence of structure contributed to continued substance use, leaving participants stuck in a 

vicious feedback loop that needs to be addressed through effective treatment (Kronenberg et 

al., 2014). 

Over the past decade, the bidirectional model has gained steady recognition (Brady & 

Sinha, 2005; Morisano et al., 2014; Mueser et al., 1998). In addition, researchers have 

commended the degree to which the model acknowledges the interactional nature of the 

relationship between co-occurring SUDs and mental disorders. That said, this model requires 

further exploration and empirical evidentiary support as it is largely theoretical at this time 

(Mueser et al., 1998).  

2.6. Treatment models for dual diagnosis 

As the above discussion illustrates, there are several explanations that speak to the 

origins of dual diagnosis and the subsequent relationship between SUDs and severe mental 

disorders. Similarly, over the past two decades, a continuum of care has evolved from which 

multiple treatment models have been developed. The literature has identified two broad 

intervention categories for treating patients with a dual diagnosis: non-integrated and 

integrated treatment.  

2.6.1. Non-integrated treatment  

Following the medical designation of the term “dual diagnosis” in the late 1980s, non-

integrated treatment dominated the recovery literature and clinical practice of patients with a 

dual diagnosis (Ness et al., 2014). This treatment category generally describes the separate 

treatment of co-occurring conditions in the context of patients with a dual diagnosis 

(Morisano et al., 2014). Non-integrated treatment maintains a clear delineation of 

professional boundaries and relies on little to no co-ordination between service providers 
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(Brouselle et al., 2012; Morisano et al., 2014). Non-integrated treatment can be differentiated 

into two approaches; sequential and parallel treatment.  

2.6.1.1. Sequential treatment  

Sequential treatment manages patients with a dual diagnosis by systematically 

addressing one condition at a time, usually in an attempt to efficiently focus efforts and 

resources towards long-term recovery and rehabilitation (Horsfall et al., 2009; Morisano et 

al., 2014; Sterling et al., 2011; Torchalla et al., 2012). Sequential treatment operates on the 

premise that once participants gain insight and observe the change in one disorder, this will 

lead to a greater sense of agency and increased motivation to effectively address the second 

disorder (Green et al., 2015). However, the sequence in which the disorders are treated 

remains up for debate. For example, some argue that it is imperative first to address a 

patient’s mental disorder, prioritise the development of adaptive coping strategies, and then 

address their substance misuse (Morisano et al., 2014). However, others suggest it is better 

first to address the SUD to manage the substance use and assure greater psychotherapeutic 

and pharmacological compliance moving forward (Morisano et al., 2014). For instance, with 

a sample of participants who have PTSD and a co-occurring SUD, their SUD would be 

treated first, and trauma-focused work delayed until a period of abstinence, usually 3 to 6 

months, has been sustained. Thus, when the patient follows up on their PTSD treatment after 

completing treatment for their SUD, treatment is provided by a different practitioner at a 

separate treatment facility (McCauley et al., 2012).  

 Furthermore, Green et al. (2015) conducted a qualitative analysis as part of an 

exploratory mixed-methods study with a sample of 177 participants who have a severe 

mental disorder and substance-related problems. The study broadly explored differing paths 

to recovery and identified three overarching themes among the participants’ journeys. 

Namely, (a) learning about the effects of substances increased participants’ motivation to 
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abstinence, (b) achieving abstinence further motivated participants to engage meaningfully in 

addressing their mental health concerns, and (c) maintaining their abstinence increased 

participants’ self-confidence, sense of agency, and level of functioning. Additionally, the 

study’s results suggest that irrespective of the chosen pathway to recovery, ceasing or 

significantly limiting their substance use was essential to further managing and initiating 

participants’ mental health journeys. 

However, one of the biggest criticisms of the sequential treatment model is the lack of 

attention directed towards the management of the “second disorder”, which increases the risk 

of relapse in the disorder that the patient was initially treated for (Morisano et al., 2014; Ness 

et al., 2014). Additionally, the sequential treatment model relies heavily on its patients to 

initiate and maintain their recovery journey. Yet, patients with a dual diagnosis reportedly 

present with poor motivation to change and low levels of insight. As a result, this treatment 

model reports poor follow-up on referrals to other facilities for treatment (Ness et al., 2014; 

Priester et al., 2016).  

2.6.1.2. Parallel treatment   

Parallel treatment allows for the treatment of both the SUD and mental disorder; 

however, by utilising different service providers for each disorder and having them work in 

an isolated, unco-ordinated fashion (Horsfall et al., 2009; Morisano et al., 2014; Sterling et 

al., 2011; Torchalla et al., 2012). The parallel treatment model attempts to acknowledge the 

complex interaction between a patient’s SUD and psychiatric disorder and the need for 

simultaneous treatment, however, to defer to the expertise of separate service providers 

(Morisano et al., 2014). There is limited research published on the outcomes of parallel 

treatment programmes. The existing literature suggests there are mixed results regarding the 

effectiveness of this model, and perhaps it would better serve as a stepping stone for 

 
 
 

 

©©  UUnniivveerrssiittyy  ooff  PPrreettoorriiaa  

 



 

21 

 

institutions attempting to transition into integrated treatment (Abou-Saleh, 2004; Mangrum et 

al., 2006).  

Mangrum et al. (2006) conducted a study involving 216 participants with co-

occurring severe mental disorders and SUDs assigned to a parallel or integrated treatment 

condition. The results suggest that the integrated group experienced greater reductions in 

psychiatric hospitalisation and arrest frequency than the parallel condition. Moreover, the 

parallel group reported increases in these measures, indicating the enhanced effectiveness of 

integrated treatment and suggesting that integrated treatment actively reduces this clinical 

population’s need for crisis-oriented care (Mangrum et al., 2006).  

Comparatively, Randall et al. (2001) studied a sample of patients diagnosed with a 

social anxiety disorder (SAD) and an alcohol use disorder (AUD), where they compared non-

integrated treatment with integrated treatment. The control group underwent non-integrated 

treatment of CBT targeted at their AUD. On the other hand, the treatment group received 

integrated treatment of CBT to address both their AUD and SAD. Following twelve 

individual sessions, the results indicated that, from baseline, both groups experienced 

improvements in their alcohol misuse behaviours and social anxiety symptoms. However, the 

treatment group’s recovery trajectory proved more challenging than the control group. 

Notably, the treatment group’s participants were found, at post-treatment, to be drinking 

more frequently and with heavier drinking days than the control group participants. Thus, the 

results question the effectiveness of integrated treatment and its ability to treat and account 

for multiple intersecting disorders significantly.  

Despite the mixed results, parallel treatment has been criticised for reinforcing the 

differences between substance misuse and psychiatric care systems, further isolating the 

patient in their search for help (Sterling et al., 2011). As a result, parallel treatment runs the 

risk of ignoring the influence of context-specific factors (e.g., socio-economic status, level of 
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education, and employment status). Furthermore, there are several procedural, financial and 

organisational limitations to non-integrated treatment, which is exacerbated by factors such 

as (a) the clinical context in which treatment takes place (e.g., in-patient versus out-patient), 

and (b) the treatment-seeking behaviour of mental healthcare users (Ness et al., 2014). For 

example, carrying out non-integrated treatment in an out-patient context, comparatively 

worsens the co-ordination and communication difficulties patients encounter with their 

service providers (Cleary et al., 2009; Green et al., 2015; Morisano et al., 2001). Therefore, 

practitioners report problematically low retention rates as it becomes increasingly challenging 

to navigate the various service systems while being responsible for selecting and initiating 

their recovery journey (Ness et al., 2014; Sterling et al., 2011; Torrens et al., 2012).  

As it stands, the non-integrated treatment model, although initially popular, appears to 

have lost favour among researchers in the field. This approach yielded mixed results 

regarding its effectiveness, and its structure reportedly falls short of meeting the diverse 

needs of patients with a dual diagnosis. Moreover, regardless of whether treatment occurs 

sequentially or simultaneously, patients struggle to negotiate these unco-ordinated systems of 

care. Therefore, the integrated treatment model was introduced to address the difficulties 

associated with non-integrated care.  

2.6.2. Integrated treatment  

Integrated treatment simultaneously treats an individual’s SUD and psychiatric 

disorder and ensures co-ordinated interaction between service providers (Cleary et al., 2009; 

Drake & Wallach, 2000; Horsfall et al., 2009; Morisano et al., 2014; Ness et al., 2014; Savic 

et al., 2017; Sinha et al., 2018; Sterling et al., 2011; Torchalla et al., 2012). In addition, 

integrated treatment is usually carried out by the same clinician or multidisciplinary team of 

clinicians and encourages the sharing of knowledge and expertise to enhance the 

effectiveness of treatment (Harrison et al., 2017; Morisano et al., 2014; Ness et al., 2014). 
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Integrated treatment was developed in response to the poor outcomes associated with non-

integrated care when treating patients with a dual diagnosis. As a result, the last decade has 

seen the development of integrated treatment programmes that are tailored to accommodate 

the complexities of dual diagnosis and address the complex interaction between SUDs and 

co-occurring mental disorders (De Witte et al., 2014; Ness et al., 2014; Torrens et al., 2012). 

In the past, practitioners have relied on addressing a patient’s psychological distress 

as a product of biological and genealogical factors. However, research suggests that attention 

be turned towards developing programmes that constructively improve the environmental and 

social context in which these mental disorders occur (Drake & Wallach, 2000). Lachman et 

al. (2012) discuss how the need for integrated treatment rests on its ability to address the 

influence of environmental risk factors on a patient’s psychological presentation, such as 

psychosocial adversity and exposure to abuse, violence and illicit substances.  

For instance, Back et al. (2019) evaluated the efficacy of an integrated, exposure-

based treatment programme that concurrently treated PTSD and SUD (COPE) compared to a 

relapse prevention programme (RP) targeted at SUDs alone. In comparison with RP, the 

results indicated that COPE participants reported higher rates of PTSD diagnostic remission 

and greater reductions in their Clinician-Administered PTSD Scale (CAPS) scores and PTSD 

Checklist - Military version (PCL-M). Additionally, at 6-months follow-up, COPE 

participants reported significantly fewer drinks per drinking day than the RP group. 

Similarly, Wolff et al. (2015) examined the implementation and effectiveness of integrated 

group therapy for patients with PTSD and co-occurring SUD. The sample consisted of 230 

incarcerated men randomly assigned to two integrated programmes; Seeking Safety (SS) and 

Male-Trauma Recovery Empowerment Model (M-TREM). Overall, M-TREM was found to 

improve the severity of PTSD symptoms, while SS evidenced improvement in psychological 

 
 
 

 

©©  UUnniivveerrssiittyy  ooff  PPrreettoorriiaa  

 



 

24 

 

functioning. Moreover, SS and M-TREM performed better, compared to no treatment, on 

PTSD severity, self-esteem, and self-efficacy. 

In general, integrated treatment is considered the preferred model in that the outcomes 

associated with this category of treatment generally outperform that of non-integrated 

treatment (De Witte et al., 2014; Drake et al., 2008; Gielen et al., 2014; Mojtabai et al., 2014; 

Priester et al., 2016; Sinha et al., 2018). However, there remains reservation regarding the 

feasibility and effectiveness of integrated treatment. For example, Cleary et al. (2009) 

conducted a comprehensive review of 25 randomised controlled trials (RCTs) comparing 

psychosocial interventions for substance misuse in patients with a substance abuse problem 

and severe mental illness. No significant advantages were found between the integrated and 

non-integrated treatment with regards to substance misuse. However, the study suggested that 

effective treatment relies on addressing a patient’s sense of personal control, self-confidence, 

place of belonging, and commitment to change and hope for their future. The researchers did 

identify high drop-out rates that needed to be considered when interpreting the results. 

Nonetheless, literature does suggest that fully integrated treatments programmes may 

threaten the flexibility of treatment and limit a patient’s choice in their journey to recovery 

(Green et al., 2015). In addition, Abou-Saleh (2004) highlighted that integrated treatment, 

when compared to parallel or sequential treatment, may not provide the same intensity of 

treatment and rigour for SUDs as is afforded to the psychiatric disorder. Therefore, although 

patients have access to co-ordinated treatment services, there is a level of expertise and 

training required for practitioners to work with dual diagnoses and effectively execute 

treatment plans. However, this level of expertise and training is often expensive and time-

consuming for service providers to obtain, further complicating the ability of institutions to 

adopt an integrated treatment model. Moreover, attempting to shift from a historical 

separation of substance abuse services and psychiatric care to an integrated model of care 
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would require significant financial investment and extensive systemic change (Pasche et al., 

2015; Weich & Pienaar, 2009).  

As evidenced herein, both non-integrated and integrated treatment models have their 

respective strengths and limitations. Additionally, this field of literature continues to grow 

and, similarly, the challenge of staying abreast of all the relevant published studies on this 

topic. Unfortunately, however, there are a limited number of published reviews summarising 

the current corpus of knowledge on dual diagnosis treatment, and even less aimed at assisting 

service delivery in developing countries such as South Africa.  

2.7. Conclusion 

The occurrence of co-occurring SUDs and severe mental disorders is a well-

documented and growing phenomenon (Kay-Lambkin et al., 2004; Morisano et al., 2014; 

Pasche et al., 2015; Saban et al., 214; SACENDU, 2021). However, there are prevailing 

difficulties in recognising dual diagnosis due to its lack of conceptual clarity (Morojele et al., 

2012). Moreover, despite the enduring prevalence of patients with dual diagnoses, 

establishing effective treatment programmes remains a challenge (Morojele et al., 2012). 

Patients with a dual diagnosis present with more severe clinical profiles and, as a result, 

poorer prognosis when compared to individuals suffering from single morbidities. 

(McCallum et al., 2015; Morojele et al., 2012). 

As the above discussion illustrates, several aetiological models account for the 

prevalence of dual diagnosis and speak to the complex nature of the interaction between 

mental disorders and SUDs (Drake & Wallach, 2000; Mueser et al., 1998; Morisano et al., 

2014). Furthermore, the literature broadly suggests that integrated treatment is the preferred 

intervention model; however, there remains some debate about its feasibility and absolute 

superiority over non-integrated treatment. Similarly, the non-integrated treatment model 

appears to have lost favour among researchers; however, it remains a widely utilised model 
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and manages to produce more significant improvement in patients with a dual diagnosis than 

no treatment at all. For example, many existing healthcare systems, such as South Africa’s, 

are built to accommodate the separation of psychological services and thus continue to utilise 

this form of treatment (Pasche et al., 2015; Weich & Pienaar, 2009). Yet, few validated 

treatment options remain, and limited evidence supports the efficacy of specific 

psychological interventions (Kay-Lambkin et al., 2004). 

Considering effective treatment relies on treatment providers understanding the 

various challenges associated with treating patients with a dual diagnosis and appreciating the 

relevant evidence (Adams et al., 2016; Hamilton, 2014). Therefore, in lieu of the vast and 

virtually inexhaustible amount of research available on the topic globally, it becomes 

increasingly pertinent to keep abreast of the current trends and status of knowledge as it 

relates locally. Consequently, there is significant value in conducting a systematic review to 

determine the corpus of knowledge regarding dual diagnosis treatment and further contribute 

to a greater understanding of current clinical practices. The next chapter explicates the 

research approach followed in this study.  
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Chapter 3: Methodology 

3.1. Introduction 

This chapter will provide an outline of the study’s research methodology. Primarily, a 

description of the research design, search strategy, and quality assessment tools will be 

provided. Additionally, the study selection procedure will be discussed, and the data 

extraction and analysis method will be presented. Lastly, the relevant ethical considerations 

will be identified, and the implications thereof accounted for.  

3.2. Research question and aims of the study 

The broad research question that this study aims to address is:  

What does the current literature report on the integrated and non-integrated treatment 

outcomes for patients with a dual diagnosis?  

In order to answer the research question, these specific research aims were identified:   

1. To summarise the treatment outcomes of integrated and non-integrated 

interventions for patients with a dual diagnosis. 

2. To provide a summary of the strengths and limitations of integrated and non-

integrated treatment for patients with a dual diagnosis. 

3. To propose evidence-based recommendations to inform the clinical psychological 

service delivery of dual diagnosis-focused treatment in South Africa.  

3.3. Research design 

A research design is a strategic framework that guides the researcher’s actions towards 

executing the appropriate data collection and analysis techniques to answer the research 

question (Terre Blanche & Durrheim, 2006). The present study followed a descriptive 

research question determined to explore the current status of knowledge regarding the 

integrated and non-integrated treatment outcomes for patients with a dual diagnosis. A 

descriptive research question aims to describe the characteristics of an existing phenomenon 
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(Elliott & Timulak, 2005). Therefore, in order to meaningfully answer this research question, 

a systematic review was conducted. According to Gough et al. (2012), a systematic review is 

based on predetermined criteria whereby evidence is systematically identified, critically 

appraised and summarised. Thus, a systematic review provides a solid basis for interpreting 

new primary research. Moreover, this type of review presents a comprehensive evaluation of 

both current and previous research which helps inform researchers undertaking new primary 

research in the field (Gough et al., 2012).  

The Preferred Items for Systematic Reviews and Meta-Analyses (PRISMA) was used 

to instruct the presentation of this systematic review and improve the reliability and 

applicability of its findings (Page et al., 2021). The PRISMA is an evidence-based framework 

that consists of a 27-item guideline and a four-phase flow diagram. These tools were used to 

(a) inform the identification, selection, appraisal, and synthesis of the relevant studies and (b) 

advise the discussion of results to answer the research question under investigation. 

3.4. Search strategy and eligibility criteria 

A non-probability purposeful search strategy was utilised in the selection of studies 

for inclusion in this review. The sample of this review was purposive rather than exhaustive 

as the aim of the study was to present interpretive explanations for the phenomenon under 

investigation and not prediction (Thomas & Harden, 2008). This criterion-based search 

strategy allowed the intentional selection of studies to meet a predetermined criterion of 

characteristics (Ritchie et al., 2014). Additionally, a purposive search strategy ensured that 

information-rich studies were selected. This approach ultimately deepened the discussion 

around dual diagnosis care and strengthened the evaluative capacity of the study (Gough et 

al., 2012). Considering that systematic reviews require an iterative search strategy, the 

sample size depended on when the point of saturation was met, that being the stage at which 

no further studies contribute new concepts to the review (Gough et al., 2012). The search 
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procedure was practically constrained by the selected databases and the studies accessible 

thereof. Therefore, it was the researcher’s responsibility to find a balance between retrieving 

a high number of studies while working from a focused inclusion and exclusion criterion. 

Specifically, this study intended to review RCTs that investigated the treatment of 

patients with a dual diagnosis. This research design generates highly reliable evidence due to 

the methodological safeguards implemented to minimise systematic error and provide 

additional quality assurance (Bhide et al., 2018; Hariton & Locascio, 2018). Furthermore, 

RCTs lend themselves well to systematic reviews as they offer a solid foundation to 

synthesise evidence-based clinical practices (Bhide et al., 2018). In turn, systematic reviews 

can be used to improve patient outcomes and service delivery. Therefore, synthesising the 

outcomes of RCTs enhances the reliability and applicability of this review.  

For the purpose of this study, an RCT is defined as a prospective, comparative, 

experimental research design performed under controlled conditions, aimed at evaluating the 

effectiveness of one or more interventions in which participants are randomly allocated to 

one of usually two groups (i.e., experimental and control group) (Bhide et al., 2018; Sibeko 

& Stein, 2019). It is essential for the RCTs included in this review to explicitly indicate the 

use of at least one control group to minimise the influence of any confounding variables and 

enhance the reliability of the results (Bhide et al., 2018; Lin et al., 2012). Without a control 

condition, studies cannot guarantee that the observed changes or improvements are not due to 

outside factors. Usually, the control group receives no treatment, a standard intervention, 

treatment as usual (TAU), or a placebo (Bhide et al., 2018). 

Furthermore, the review focused on studies published between 2009 and 2018 to 

ensure that the results of this review, and the subsequent service delivery recommendations 

are inclusive and temporally relevant. Moreover, it was decided that studies included in this 

review must have samples of adult participants aged 18 years or older. This criterion was 

 
 
 

 

©©  UUnniivveerrssiittyy  ooff  PPrreettoorriiaa  

 



 

30 

 

motivated by findings from SACENDU (2021) which noted that their treatment sites across 

the country were admitting persons of an average age of 26 to 30 years old. However, 

significant age differences were noted for specific substances. For example, persons whose 

primary substance of use was alcohol, crack/cocaine, cannabis/mandrax or over-the-counter 

prescription medications were substantially older (> 30 years old) than persons having other 

primary substances of use (SACENDU, 2021). By contrast, persons whose primary 

substances of use were inhalants and cannabis tended to be younger (< 30 years old) than 

those with cannabis/mandrax as their primary drug of use. Therefore, to not limit the breadth 

of this review and accommodate for the heterogeneous nature of this clinical population, a 

broader age restriction was implemented.  

Additionally, the dual diagnosis status of the studies’ participants (i.e., the incidence 

of a severe mental disorder with a co-occurring SUD) was informed and verified by the 

American Psychiatric Association’s Diagnostic and Statistical Manual of Mental Disorders 

(DSM). The DSM is a standard reference for clinical practice in the mental health field. 

Considering that this review was interested in studies published between 2009 and 2018, the 

equivalent diagnostic terminologies of the DSM, fifth edition (DSM-V) and fourth edition 

(DSM-IV) were considered when screening studies for inclusion in this review.  

The inclusion criteria specified that studies must be:  

● Published between 2009 and 2018. 

● Published internationally and locally (i.e., South Africa) 

● Original, peer-reviewed and in full-text journal article format. 

● Published in English. 

● Conducted with adults who were 18 years or older. 
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● Conducted with participants who met the full diagnostic criteria for a dual 

diagnosis, as defined by this review (i.e., the incidence of a severe mental disorder 

with a co-occurring SUD). 

● Only RCTs, as defined in this review (i.e., performed under controlled conditions, 

randomly allocated participants, and the presence of at least one control group). 

The exclusion criteria specified that: 

● Multiple eligible studies from the same data set were excluded  

3.5. Study selection 

Informed by the PRISMA guidelines, an exhaustive literature search of the available 

studies was undertaken. All studies were retrieved through online electronic copies, and 

where inaccessible, the psychology subject librarian at the University of Pretoria was 

consulted. Studies were sourced from EbscoHost (including APA PsycARTICLES), Scopus, 

ScienceDirect, and Google Scholar. Each research platform was electronically searched using 

the following search terms: “dual diagnosis”, “co-occurring disorders”, “integrated 

treatment/intervention”, “non-integrated treatment/intervention”, “sequential 

treatment/intervention”, “parallel treatment/intervention”, “randomised control trial”, and 

“adult”. In addition, boolean operators and specific limiters were utilised to enhance the 

search procedure.  

An initial search of the databases was conducted on 18 June 2021, yielding 708 

potentially relevant studies which were included in the initial screening phase. In addition, 

the researcher perused the reference lists of the various articles to collect more relevant 

studies that may not have surfaced during the initial search. This resulted in a total of 743 

studies, of which 15 duplicates were removed, and the remaining studies were then subjected 

to a primary screening phase. The primary screening process saw the researcher examine the 

various studies’ titles and abstracts to assess their relevance to this review.  
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Subsequently, 616 studies were excluded for being methodologically or contextually 

unrelated to the research question. Following this, 112 studies remained. The full-text articles 

were obtained and subjected to a secondary screening phase. A more in-depth reading was 

conducted to establish their eligibility according to the predetermined inclusion/exclusion 

criteria. At this stage of the study selection procedure, alongside the first reviewer (i.e., the 

researcher), a second reviewer (i.e., the researcher’s main supervisor) was consulted to assist 

in screening and evaluating the remaining studies to determine their eligibility for inclusion 

in the present study. 

Additionally, these studies were subjected to a quality appraisal tool (detailed in the 

following section), which resulted in a total of 101 studies being excluded for the following 

reasons: (a) inappropriate age range (n = 11); (b) inappropriate sample of interest (n = 2); (c) 

inappropriate research design, specifically not being described or identifying itself as an RCT 

(n = 40), not indicating a clear control group (n = 4) and not reporting any outcomes (n = 2); 

and lastly, (d) indicating the inappropriate diagnostic status of the participants, specifically 

participants possessing an unclear diagnostic classification (n = 17), single morbidity (n = 9), 

and meeting sub-threshold or partial criteria for diagnosis (n = 4).  Moreover, 12 studies were 

excluded for the following reasons: (a) being a secondary analysis of an RCT data set; (b) 

studies as part of a larger RCT or utilising sub-samples of ongoing RCTs (n = 6); and (c) 

being carried out as part of larger RCTs (n = 6). In these instances, the researcher located the 

original, primary RCT for consideration for inclusion in this review. In the end, 11 studies 

met the primary inclusion criteria and were included in this review for qualitative synthesis. 

A flow diagram, adapted from the PRISMA flow diagram, detailing the study selection 

procedure can be seen in Figure 1.  
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Figure 1 

Flow Diagram of the Search Procedure 
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3.6. Quality assessment 

The quality assessment phase was concerned with (a) critically appraising the eligible 

studies based on the reliability of their research design, (b) the validity of their analysis 

method and (c) their ability to answer the research question meaningfully. By virtue of 

performing the quality assessment phase before data extraction, the researcher extracted data 

from the best and most relevant available evidence (Gough et al., 2012).  

To assess the quality of the eligible studies, the Critical Appraisal Skills Programme 

(CASP, 2020) checklist for RCTs was used during the study selection procedure. This quality 

assessment tool was used to determine whether the prospective studies’ research designs 

were (a) valid and methodologically sound to be considered an RCT and (b) whether the 

reported outcomes were reliable and locally applicable (CASP, 2020). This appraisal tool 

required the researcher to complete a form for each eligible study in which they answer 

“yes”, “no”, or “cannot tell” to a series of questions that highlight the pertinent issues to 

consider when classifying RCTs. The tool consisted of three separate sections. Section A 

included screening questions to determine the validity of the primary study design. Section B 

assessed the reliability of the study design. Sections C and D appraised the generalisability of 

the results.  

Additionally, alongside the first reviewer (i.e., the researcher), a second reviewer (i.e., 

the researcher’s main supervisor) was consulted to screen and evaluate the eligibility of the 

remaining studies for inclusion in the present study. The second reviewer’s involvement and 

continued supervision allowed for a scientifically rigorous procedure that resulted in a 

selection of studies that maintained a high degree of reliability and trustworthiness. 

Consequently, the quality assessment phase resulted in 101 studies being excluded and the 

retention of 11 studies for inclusion in the data extraction phase. These 11 studies formed the 

dataset on which the researcher conducted full-text reviews.  
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3.7. Data extraction 

When it comes to synthesising qualitative studies, deciphering what constitutes “data” 

and “findings'', and thus the focus of abstraction, is a challenge (Thomas & Harden, 2008). 

For the purpose of this review, the term data was used to denote the individual sentences of 

each study. The term findings were used to indicate the implications of those sentences in 

relation to each study’s aims. The data extraction process required that the researcher first 

become familiar with the full-text articles of each study to identify the relevant data relative 

to the research question. Following multiple readings, the detailed characteristics of the final 

11 studies were extracted and documented according to the following components of each 

study: (a) the authors and country of publication, (b) the study’s objectives, (c) the study’s 

setting, (d) the type of dual diagnosis under investigation, (e) a brief description of the sample 

participants, (f) the respective study design, and (g) the main findings reported in the studies. 

Following this, the researcher extracted specific data segments by systematically 

analysing every sentence of each study in terms of their potential relevance to the research 

question. The relevance of each sentence was considered in relation to its applicability to the 

main concepts of this systematic review: dual diagnosis, SUDs, integrated and/or non-

integrated treatment (i.e., parallel and sequential treatment). This part of the data extraction 

process was conducted over the course of two weeks. The researcher extracted an abundance 

of descriptive data, which formed the basis for the subsequent qualitative synthesis required 

to answer this research question. The descriptive data were combined to form descriptive 

themes that were translated into analytic themes through a method of thematic synthesis 

(detailed in the following section). These analytic themes served as the results of this 

systematic review and were analysed to propose recommendations for the service delivery of 

dual diagnosis-centric treatment in South Africa. 
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3.8. Data analysis 

Data analysis took place through the framework provided by thematic synthesis. 

Thematic synthesis is conducted with primary qualitative research. This method of data 

analysis attempts to preserve the results of primary studies, often lost in the traditional 

process of synthesis, and encourage researchers to generate novel interpretive constructs or 

explanations (Thomas & Harden, 2008). The synthesis procedure was guided by three 

separate, although somewhat overlapping, stages. Stage one required the researcher to 

become familiar with the descriptive data gathered in the data extraction phase. Overall, this 

stage was completed over the course of one week. Stage two involved coding the text line-

by-line according to their meaning and content to generate “free codes”. Stage two took a 

further two weeks to complete. During this stage, the research question was put aside 

temporarily, and the focus was on initially conducting a thematic analysis of each study and 

their findings. Therefore, instead of imposing an established framework (i.e., the review 

question) on the data extraction process, this stage allowed for the most appropriate 

framework to emerge (Thomas & Harden, 2008).  

These free codes were populated by the information available in the dataset. They 

required the researcher to identify the similarities and differences between these codes, and 

organise them into descriptive themes that formed a hierarchical structure. Before 

progressing, all the text labelled with a given code was re-examined to determine whether 

additional levels of coding were required. Following this, stage three was primarily 

concerned with “translating” these emerging key concepts (i.e., descriptive themes) into 

analytic themes. That is, engaging in an iterative process of taking descriptive themes from 

one study and recognising comparable concepts in another study (Thomas & Harden, 2008). 

Subsequently, analytic themes are developed by placing these descriptive themes in the 

context of an external framework (i.e., the review’s research question).  
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Therefore, pulling together the corroborating descriptive themes allows for the 

development of an explanation or “a line of argument” that goes beyond the content of the 

original studies and answers the research question. At this point in the data analysis phase, 

the researcher had to determine (a) whether these analytic themes remained faithful to the 

data from which they were extracted, and (b) whether any factors explain why an 

interpretation gained in one study cannot be transferred to another.  

It is essential to note that descriptive themes usually remain relatively similar to the 

primary studies themselves. The analytic themes tends to represent the researcher’s 

interpretation beyond the primary studies’ findings (Thomas & Haden, 2008). Therefore, 

thematic synthesis is an inherently subjective process that acknowledges the central role of 

the researcher in the analysis and interpretation of the data. However, the process of 

translation (i.e., the development of descriptive and analytic themes) can be conducted 

rigorously and transparently (Thomas & Harden, 2008). Therefore, the development of 

themes has been explicitly documented in Chapter 4 (Tables 2 and 3) to enhance the 

reliability of this review’s methodology and subsequent results. Moreover, to account for any 

potential bias, the researcher operated under the guidance of two supervisors who are  

experienced senior psychologists and thus subjected this review’s results to a rigorous and 

objective evaluation.  

In this review, key descriptive themes were synthesised and grouped under two broad 

analytical themes: “treatment outcomes” and “reported strengths and limitations of dual 

diagnosis treatment”. The first analytic theme consisted of three descriptive themes: (a) 

psychiatric symptomatology, (b) substance use symptomatology, and (c) treatment retention. 

The second analytic theme consisted of two descriptive themes: (a) facilitators of change and 

(b) barriers to change. These identified themes will be described in the following chapter and 

discussed further concerning their relevance to the research question of this study.  
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3.9. Ethical considerations 

The nature of this systematic review required the researcher to consult published and 

available literature, consequently regarded to be in the public domain. Therefore, obtaining 

legal access to the appropriate databases and corresponding documents was achieved because 

the researcher was a registered student at the University of Pretoria. Moreover, this review’s 

research design and the proposed data extraction and analysis method were ethically 

approved by the Faculty of Humanities Research Ethics Committee (see Appendix B). 

Therefore, the study would remain subject to the University of Pretoria’s Humanities Faculty 

Research Ethics Committee’s approval and was conducted according to the institution’s 

ethical code of conduct.  

3.10. Conclusion 

 This chapter outlined the descriptive research question under investigation and the 

research design, a systematic review, utilised in this study. The non-probability purposeful 

search strategy and the inclusion and exclusion criteria used to guide the search procedure 

were presented. Following this, the study selection, as informed by the PRISMA guidelines 

and flow diagram, was described, and the method of data extraction and analysis, namely 

thematic synthesis, was explored further. The chapter concluded with a discussion pertaining 

to the relevant ethical considerations and the safeguards used to address these concerns. The 

next chapter will describe the characteristics and quality of the selected studies and discuss 

the results.
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Chapter 4: Results 

4.1. Introduction  

This chapter presents the results of the systematic review. Specifically, this chapter 

will describe the characteristics and quality of the 11 included studies. Following that, the 

findings of this review will be presented according to the analytic themes generated based on 

the thematic synthesis that was conducted. Key descriptive themes were synthesised and 

grouped under two broad analytical themes: “treatment outcomes” and “reported strengths 

and limitations for dual diagnosis treatment”. The first analytic theme consisted of three 

descriptive themes: (a) psychiatric symptomatology, (b) substance use symptomatology, and 

(c) treatment variables. The second analytic theme consists of two descriptive themes: (a) 

facilitators of change and (b) barriers to change. Each theme will be defined and discussed in 

relation to the descriptive themes that informed them and the reported outcomes that 

highlight their prevalence among the selected studies in this review.  

4.2. Characteristics of studies 

Over the 10 year period (between 2009 and 2018), a total of 11 studies provided 

insight into outcomes of integrated and non-integrated treatment for patients with a dual 

diagnosis. All 11 studies carried out valid RCTs, which specifically implemented one or more 

experimental condition relative to one control condition. Of the 11 studies that were 

retrieved, four studies conducted standard RCTs (36.4%), one performed a matched RCT, 

one a single-blind RCT, two pragmatic RCTs (18.2%), one stage I phase III RCT, and one 

three-group repeated measure RCT. A majority of the studies (n = 9, 81.8%) were considered 

explanatory trials aimed at testing the efficacy of an intervention by determining whether it 

produces the expected result under ideal circumstances. The remaining two studies were 

pragmatic trials aimed at testing the effectiveness of an intervention by measuring the degree 

of beneficial effect in a more generalisable setting.  
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Regarding the settings in which these studies were conducted, two studies were 

carried out in the context of in-patient treatment centres. In comparison, eight studies (72.7%) 

were carried out in out-patient treatment facilities and the remaining study incorporated both 

in-patient and out-patient care into their study design. Moreover, six studies’ (54.5%) 

interventions were based within mental health/psychiatric services, while four studies 

(36.4%) were based within substance abuse/addiction services. The one remaining study’s 

intervention was based within specialised dual diagnosis services. Three studies provided 

integrated care based within specialised dual diagnosis programmes. Additionally, of the 11 

studies included in the review, nine studies (81.8%) compared integrated treatment with non-

integrated treatment. In these studies, integrated treatment typically served as the 

experimental condition/s and non-integrated treatment as the control condition, usually 

indicated by “standard care” or “treatment as usual” (TAU). On the other hand, one study 

compared integrated treatment with integrated treatment and the remaining study compared 

non-integrated treatment with non-integrated treatment.   

  The study participants were predominantly male (54.5%), white (45.5%), and their 

mean age ranged between 25 and 42.73 years old. Furthermore, all 11 studies used standard 

diagnostic criteria, primarily the Diagnostic and Statistical Manual of Mental Disorders, 

fourth edition (DSM-IV), to establish their participants’ diagnostic status (i.e., dual 

diagnosis). PTSD (54.5%) was the most prominent psychiatric diagnosis, followed by 

schizophrenia, schizophreniform, or schizoaffective disorder (18.2%), and then one study 

each accounting for depressive and/or anxiety disorders, eating disorders (EDs), and an array 

of “psychiatric disorders”. Additionally, non-specific SUDs were the most prominent 

substance-related diagnoses, followed by alcohol dependence/use disorder (36.4%). Lastly, 

the majority of studies (54.5%) were conducted in the United States of America. In contrast, 

two studies were conducted in Australia, one in the United Kingdom, one study in Germany, 
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Table 2 

Characteristics of Included Studies 

Study Objectives Study setting Type of dual diagnosis Sample description Study design Main findings 

Coffey et al. 
(2016) 
USAa 

To evaluate the 
efficacy of mPE b, 
relative to the 
traditional TSF c, 
for treating PTSD d 
in participants with 
co-occurring 
substance 
dependence. 

Community 
residential   
SUD e treatment 
facility, in-
patient. 

PTSD + alcohol 
dependence 

n = 126 
x̅ age = 34 years 
Gender: M f – 

53.97%; F g – 
46.03% 

Race/ethnicity: W h 
– 79.4%; B i – 
19%;  O j – 1.6% 

Randomised controlled 
trial 

Experiment: mPE + 
MET-PTSD k  + TAU l, 
integrated 

Experiment: mPE + TAU, 
integrated 

Control: HLS m + TAU, 
non-integrated 

Both the mPE and mPE + MET-PTSD conditions 
achieved significantly better PTSD outcomes 
than the control condition. 

The mPE + MET-PTSD and mPE conditions did 
not differ from one another on PTSD symptoms 
at the end of treatment, three-, or six-month 
follow-up. 

Substance use outcomes did not differ between 
groups. 

Clinically significant improvement in trauma 
symptoms, 75.8% of the mPE participants, 60% 
of the mPE + MET-PTSD participants, and 
44.4% of the HLS participants at the end-of-
treatment. 

Courbasson et 
al. (2012) 
USA 

To examine the 
preliminary 
efficacy of adapted 
DBT n, relative to 
TAU, for treating 
patients with a co-
occurring ED o and 
SUD.  

Specialised 
substance use 
and mental 
health clinic, 
out-patient. 

ED (binge eating d/o p, 
bulimia nervosa and 
anorexia nervosa) + 
SUD (both substance 
abuse and/or 
dependence, 
excluding nicotine) 

 

n = 25 
x̅ age = 32.53 years 
Gender: F – 100% 
Race/ethnicity: W – 

100% 

Matched randomised 
controlled trial 

Experiment: DBT, 
integrated 

Control: TAU, integrated 

DBT condition evidenced a superior retention rate 
relative to the TAU condition at various study 
time points, including post-treatment (80% 
versus 20%) and follow-up (60% versus 20%). 

DBT condition revealed that the intervention had 
a significant positive effect on behavioural and 
attitudinal features of disordered eating, 
substance use severity and use, negative mood 
regulation and depressive symptoms. 

Increases in participants’ perceived ability to 
regulate and cope with negative emotional 
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states were significantly associated with 
decreases in emotional eating and increases in 
confidence levels to resist urges for substance 
use. 

Foa et al. 
(2013) USA 

To compare the 
efficacy of an 
evidence-based 
treatment for 
alcohol dependence 
and an evidence-
based treatment for 
PTSD, their 
combination, and 
supportive 
counselling. 

Center for the 
Treatment and 
Study of 
Anxiety and the 
Philadelphia 
Veterans Affairs 
Hospital, out-
patient. 

PTSD + alcohol 
dependence 

n = 165 
x̅ age = 42.73 years 
Gender: M – 65.5; F 

– 34.5% 
Race/ethnicity: W – 

30.4%; B – 
63.6%; H q – 
4.2%; NA r – 
0.6%; O – 1.2%  

 

Single-blind, randomised 
controlled trial 

Experiment: PTSD 
exposure therapy + 
naltrexone, non-
integrated 

Experiment: PTSD 
exposure therapy + pill 
placebo, non-
integrated 

Experiment: Supportive 
counselling + 
naltrexone, non-
integrated 

Control: Supportive 
counselling + pill 
placebo, non-
integrated 

Participants in all four treatment groups had 
significant reductions in the percentage of days 
drinking. 

However, those who received naltrexone had 
lower percentages of days drinking than those 
who received a placebo. 

There was also a reduction in PTSD symptoms in 
all four groups, but the main effect of prolonged 
exposure therapy was not statistically 
significant. 

Six months after the end of treatment, participants 
in all four groups had increases in the 
percentage of drinking days. However, those in 
the prolonged exposure therapy plus naltrexone 
group had the smallest increases. 

Garland et al. 
(2016) USA 

To compare the 
effectiveness of 
MORE s, relative to 
CBT t and TAU, for 
treating previously 
homeless men 
residing in a 

Modified 
therapeutic 
community 
programme in an 
urban area, out-
patient. 

Psychiatric d/o + SUD  n = 180 
x̅ age = 37.63 years 
Gender: M – 100% 
Race/ethnicity: W – 

42.2%; B – 
44.5%; O – 
13.3% 

Pragmatic randomised 
controlled trial 

Experiment: MORE, 
integrated 

Experiment: CBT, 
integrated 

From pre- to post-treatment, MORE was 
associated with modest yet significantly more 
significant improvements in substance craving, 
post-traumatic stress, and negative affect than 
CBT, and more significant improvements in 
post-traumatic stress and positive affect than 
TAU. 
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therapeutic 
community. 

Control: TAU, non-
integrated 

A significant indirect effect of MORE on 
decreasing craving and post-traumatic stress by 
increasing dispositional mindfulness was 
observed. 

Gouzoulis-
Mayfrank et 
al. (2015) 
Germany 

To evaluate the 
efficacy of a long-
term, trans-sector 
integrated treatment 
programme relative 
to TAU for treating 
dual diagnosis 
patients with a 
follow-up period of 
12 months under 
standard treatment 
conditions. 

Large psychiatric 
hospital, in-
patient and out-
patient. 

Schizophrenia, 
schizophreniform, or 
schizoaffective d/o + 
substance misuse or 
dependence 

 

n = 100 
x̅ age = 30.97 years 
Gender: M – 84%; 

F – 16% 
Race/ethnicity: Not 

indicated  

Randomised controlled 
trial  

Experiment: InT u, 
integrated 

Control: TAU, non-
integrated 

The patients in the intervention group developed 
higher abstinence motivation than those in the 
control group and transiently reduced their 
substance use to a greater extent. 

Their global functioning and retention rate were 
also higher, but these differences did not reach 
significance. 

Graham et al. 
(2016) UKv 

To assess the 
effectiveness and 
feasibility of a    
BIMI w, relative to 
TAU, for 
improving 
engagement in drug 
and alcohol misuse 
treatment. 

Acute mental 
health hospital, 
in-patient. 

Schizophrenia, 
schizoaffective or 
delusional d/o; 
bipolar affective d/o 
+ alcohol and/or drug 
abuse/dependence 

n = 59 
x̅ age = 38.6 years 
Gender: M – 

84.75%; F – 
15.25% 

Race/ethnicity: W – 
47.6%; B – 
25.35%; Ax – 
16.95%; M y – 
10.05% 

Randomised controlled 
trial 

Experiment: BIMI, non-
integrated 

Control: TAU, non-
integrated 

85% of participants were retained in the study at 
follow-up and 70% of participants engaged in 
the BIMI with a good level of exposure to it 

Both groups remained in the “low” readiness to 
change category for alcohol and drugs at 
follow-up. 

Assessment of motivation to change indicated that 
both groups at baseline similarly rated the 
importance to change their substance use. 

Both groups reduced the number of days they 
used by more than half. However, the effect was 
not significant. 

No evidence of a treatment effect on HADS z 

Anxiety. The HADS Depression, although not 
significant, was in line with a modest effect on 

 
 
 

 

©©  UUnniivveerrssiittyy  ooff  PPrreettoorriiaa  

 



 

44 

 

that outcome suggesting that the TAU had 
higher depression scores. 

McGovern et 
al. (2011) 
USA 

To determine the 
potential efficacy of 
ICBT aa, relative to 
IAC ab. 

Community 
addiction 
treatment 
programmes, 
out-patient. 

PTSD + SUD n = 53 
x̅ age = 37.3 years 
Gender: M – 

41.65%; F – 
58.35% 

Race/ethnicity: W – 
91.35%; O – 
8.65%  

Stage I phase III 
randomised controlled 
trial 

Experiment: ICBT, 
integrated 

Control: IAC, non-
integrated 

ICBT was more effective than individual 
addiction counselling in reducing PTSD re-
experiencing symptoms and PTSD diagnosis. 

IAC was comparably effective to ICBT in 
substance use outcomes and on other measures 
of psychiatric symptom severity. 

Participants assigned to IAC with severe PTSD 
were less likely to initiate and engage in the 
therapy than those assigned to ICBT. 

In general, participants with severe PTSD were 
more likely to benefit from ICBT. 

McGovern et 
al. (2015) 
USA 

To assess the efficacy 
of ICBT, relative to 
IAC and standard 
care alone, on 
substance use and 
PTSD symptoms. 

Addiction 
treatment 
agencies, out-
patient. 

PTSD + SUD n = 221 
x̅ age = 35.3 years 
Gender: M – 

40.7%; F – 59.3% 
Race/ethnicity: W – 

95.5%; O – 4.5% 

Single-blind, three-group, 
repeated measure, 
parallel-group, 
randomised controlled 
trial 

Experiment: ICBT +     
SC ac, integrated 

Experiment: IAC + SC, 
non-integrated 

Control: SC only, non-
integrated 

 

PTSD symptoms reduced in all conditions with no 
difference between them. 

ICBT produced more favourable outcomes on 
toxicology than IAC or SC and had a more 
significant reduction in reported drug use than 
SC. 

ICBT patients had better therapy continuation 
versus IAC. 

Mills et al. 
(2012) 
Australia 

To evaluate the 
efficacy of      
COPE ad, relative to 
TAU for substance 

Substance use 
treatment 
services, out-
patient.  

PTSD + substance 
dependence  

n = 103 
x̅ age = 33.7 years 
Gender: M – 

37.9%; F – 62.1% 

Randomised controlled 
trial 

Experiment: COPE + 
TAU, integrated 

From baseline to nine-month follow-up, 
significant reductions in PTSD symptom 
severity were found for both the treatment 
group and the control group. 
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dependence, to 
achieve greater 
reductions in PTSD 
and substance 
dependence 
symptom severity. 

Race/ethnicity:    
AB ae – 84.5%; 
Ab af – 5.8% 

Control: TAU only, non-
integrated 

 

However, the treatment group demonstrated a 
significantly greater reduction in PTSD 
symptom severity. 

No significant between-group difference was 
found concerning improvement in the severity 
of substance dependence, nor were there any 
significant between-group differences 
concerning changes in substance use, 
depression, or anxiety. 

Sannibale et 
al. (2013) 
Australia  

To assess the efficacy 
of ICBT, relative to 
CBT for AUD only, 
for patients with 
PTSD and co-
existing AUD. 

Mental health 
clinics, out-
patient. 

PTSD + AUD ag  n = 62 
x̅ age = 41.18 yrs. 
Gender: M – 47%; 

F – 53% 
Race/ethnicity: Not 

indicated  

Randomised controlled 
trial 

Experiment: IT ah for 
PTSD + AUD, 
integrated 

Control: AS ai, non-
integrated 

 

Reductions in PTSD severity were evident in both 
groups. IT participants who had received one or 
more exposure therapy sessions exhibited a 
twofold greater rate of clinically significant 
change in CAPS aj severity at follow-up than AS 
participants. 

AS participants exhibited more significant 
reductions than IT participants in alcohol 
consumption, dependence and problems within 
the context of greater treatment from other 
services during follow-up. 

Wüsthoff et 
al. (2014) 
Norway 

To investigate the 
effectiveness of IT, 
relative to TAU, for 
patients with SUD 
with co-occurring 
anxiety and/or 
depression. 

 

Community 
mental health 
centres, out-
patient. 

Anxiety and/or 
depression (with or 
without a personality 
d/o) + d/o of abuse or 
dependence from 
drugs and alcohol 

n = 76 
x̅ age = 37.25 years 
Gender: M – 

52.6%; F – 47.4% 
Race/ethnicity: N ak 

– 95.8%; O – 
4.2% 

Pragmatic, group 
randomised controlled 
trial 

Experiment: IT, 
integrated 

Control: TAU, non-
integrated 

Both groups reduced their alcohol and substance 
use during the trial, while there was no change 
in psychiatric symptoms in either group. 

However, the intervention group had a more 
significant increase in motivation for substance 
use treatment after 12 months than had the 
control group. 

a United States of America. 
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b Modified Prolonged Exposure. 

c Twelve-Step Facilitation Therapy. 

d Posttraumatic Stress Disorder. 

e Substance Use Disorder. 

f Male. 

g Female. 

h White. 

i Black. 

j Other. 

k Modified Prolonged Exposure + Trauma-Focused Motivational Enhancement. 

l Treatment as Usual.  

m Health Information-Based Control Condition. 

n Dialectical Behavioural Therapy.  

o Eating Disorder. 

p Disorder. 

q Hispanic. 

r Native American. 

s Mindfulness-Oriented Recovery Enhancement.  

t Cognitive Behavioural Therapy. 
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u Integrated Treatment. 

v  United Kingdom. 

w Brief Integrated Motivational Intervention. 

x Asian. 

y Mixed. 

z Hospital Anxiety and Depression Scale. 

aa Integrated Cognitive Behavioural Therapy.  

ab Individual Addiction Counselling. 

ac Standard Care. 

ad Concurrent Treatment of PTSD and Substance Use Disorders Using Prolonged Exposure. 

ae Australian-Born. 

af Aboriginal or Torres Strait Islander. 

ag Alcohol Use Disorder. 

ah Integrated Treatment. 

ai Cognitive Behavioural Therapy for Alcohol Use Disorder + supportive counselling. 

aj Clinician-Administered Posttraumatic Stress Disorder Scale. 

ak Norwegian.
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and the remaining study in Norway. Table 2 provides a layout of the articles according to 

these characteristics. 

4.3. Quality of included studies    

The quality assessment of the included studies occurred before the data extraction 

phase to ensure that only studies with an acceptable degree of relevance and appropriate 

scientific rigour were retained for data analysis and synthesis in this review. A total of 11 

studies met the primary inclusion criteria and were included following a rigorous study 

selection procedure. The appraisal of these studies was conducted with the assistance of the 

main research supervisor. In addition, the Preferred Items for Systematic Reviews and Meta-

Analyses (PRISMA) checklist was used to inform the systematic and empirical identification, 

selection, appraisal, and synthesis of prospective studies. Moreover, the CASP checklist 

ensured that the included studies met the criteria to be considered an RCT and that their 

results were valid and methodologically sound. 

Furthermore, all 11 studies used a treatment fidelity measure to ensure that their 

study, and the chosen interventions, were conducted in a reliable and trustworthy fashion. 

Moreover, each study utilised numerous empirically validated clinician or self-reported 

measures to assess their outcomes (e.g., Diagnostic and Statistical Manual of Mental 

Disorders (DSM), Structured Clinical Interview (SCID); Clinician-Administered PTSD Scale 

(CAPS); Post-traumatic Stress Diagnostic Scale (PDS); Beck Depression Inventory (BDI); 

Alcohol Use Disorders Identification Test (AUDIT)). Therefore, the remaining studies were 

of a moderate to high level of (a) relevance to the context of the review’s research question 

and (b) scientific quality in relation to each study’s reported results and methodological 

procedures (i.e., sampling, data collection, and data analysis). This indicates that the included 

studies provided a comprehensive and in-depth analysis of the information relevant to this 

review study. 
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4.4. Findings  

Following the process of data extraction and analysis, key descriptive themes were 

synthesised and grouped under two broad analytical themes, namely: “what are the treatment 

outcomes” and “what are the reported strengths and limitations of dual diagnosis treatment”. 

These analytic themes were formulated through an iterative process of thematic analysis and 

qualitative synthesis to summarise and interpret the content of the dataset while maintaining 

the breadth and depth of the extracted data. These themes were inductively generated and 

therefore represented a descriptive synthesis of the dataset. Moreover, descriptive themes 

relate to the descriptive data, while analytic themes relate to the research question and the 

primary constructs of this review. Table 3 details the full breakdown of the theme 

development process and the hierarchy of evidence based on these results. Each analytic 

theme will be defined and discussed in relation to the appropriate descriptive themes that 

informed them in this section. 

4.4.1. Theme one: Treatment outcomes 

The first analytic theme refers to the variables by which treatment efficacy is 

evaluated and influenced by the participants that take part in these selected studies. This 

theme consists of three descriptive themes, namely: (a) psychiatric symptomatology, (b) 

substance use symptomatology, and (c) treatment retention. Overall, when considering the 

results of all 11 studies included in this review, the general trend found that integrated 

treatment outperformed non-integrated treatment in significantly improving the psychiatric 

symptomatology for participants with a dual diagnosis. On the other hand, integrated and 

non-integrated treatment predominantly reported similar reductions in substance use 

symptomatology for participants with a dual diagnosis, with no statistically significant 

between-group differences observed. Similarly, there were mixed results concerning 

treatment retention, engagement and completion. There were no significant differences  
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Table 3 

Hierarchy of Evidence (analytic themes, descriptive themes and subthemes) 

Treatment outcomes Reported strengths and weaknesses of dual diagnosis treatment 

Psychiatric symptomatology Substance use symptomatology Treatment retention Facilitators of change Barriers to change 

PTSD 
-  Integrated treatment superiority 

(Coffey et al., 2016; Garland et 
al., 2016; McGovern et al., 
2011; Mills et al., 2012; 
Sannibale et al., 2013) 

-  Non-integrated treatment 
superiority (Foa et al., 2013) 

-  No difference between 
treatment models (McGovern et 
al., 2015) 

Anxiety and depression 
-  Integrated treatment superiority 

(Coffey et al., 2016; 
Courbasson et al., 2012; 
Garland et al., 2016) 

-  No difference between 
treatment models (Graham et 
al., 2016; Mills et al., 2012; 
Wüsthoff et al., 2014) 

Psychosis 
-  No difference between 

treatment models (Gouzoulis-
Mayfrank et al., 2015) 

-  Integrated treatment superiority 
(Courbasson et al., 2012; 
Garland et al., 2016; McGovern 
et al., 2015) 

-  Non-integrated treatment 
superiority (Foa et al., 2013; 
Sannibale et al., 2013) 

-  No difference between 
treatment models (Coffey et al., 
2016; Gouzoulis-Mayfrank et 
al., 2015; Graham et al., 2016; 
McGovern et al., 2011; Mills et 
al., 2012; Wüsthoff et al., 2014) 

Retention (Coffey et al., 2016; 
Courbasson et al., 2012; 
Gouzoulis-Mayfrank et al., 2015; 
Graham et al., 2016; McGovern 
et al., 2011) 

Engagement (Graham et al., 2016; 
McGovern et al., 2015) 

Contact (Courbasson et al., 2012) 
Completion (Coffey et al., 2016; 

McGovern et al., 2011) 
Dropout (Courbasson et al., 2012) 

-  Therapeutic characteristics 
(Coffey et al., 2016; 
Courbasson et al., 2012; 
Garland et al., 2016; Graham et 
al., 2016; Wüsthoff et al., 2014) 

-  Setting characteristics (Coffey 
et al., 2016; Garland et al., 
2016; Mills et al., 2012) 

-  Therapeutic characteristics 
(Coffey et al., 2016) 

-  Setting characteristics (Coffey 
et al., 2016) 

 
 
 

 

©©  UUnniivveerrssiittyy  ooff  PPrreettoorriiaa  

 



 

51 

 

ED 
-  Integrated treatment superiority 

(Courbasson et al., 2012) 

11 11 6 6 1 
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observed between integrated and non-integrated treatment when examining retention rates for 

participants with a dual diagnosis; however, non-integrated treatment produced superior 

completion rates compared to integrated treatment. 

4.4.1.1. Psychiatric symptomatology 

Psychiatric symptomatology was a shared reported outcome for all of the studies 

included in this review (Coffey et al., 2016; Courbasson et al., 2013; Foa et al., 2012; 

Garland et al., 2016; Gouzoulis-Mayfrank et al., 2015; Graham et al., 2016; McGovern et al., 

2011; McGovern et al., 2015; Mills et al., 2012; Sannibale et al., 2013; Wüsthoff et al., 

2014). Psychiatric symptomatology refers to the presence of a diagnosable mental disorder 

and the associated behavioural, cognitive and affective features/symptoms (APA, 2013; 

Sadock et al., 2015). Due to the heterogeneous collection of dual diagnoses present among 

the 11 studies in this review, the descriptive theme of “psychiatric symptomatology” was 

further broken down into (i) PTSD, (ii) anxiety and depression, (iii) psychosis and (iv) ED.  

4.4.1.1.1. PTSD 

A majority of studies (45.5%) found that when compared to non-integrated treatment, 

integrated treatment produced significantly greater reductions in PTSD symptoms for patients 

with a dual diagnosis (Coffey et al., 2016; Garland et al., 2016; McGovern et al., 2011; Mills 

et al., 2012; Sannibale et al., 2013). For example, Coffey et al. (2016) evaluated the efficacy 

of modified Prolonged Exposure therapy (mPE) relative to Twelve-Step Facilitation Therapy 

(TSF) for treating PTSD in participants with co-occurring substance dependence. The mPE 

and Modified Prolonged Exposure plus trauma-focused Motivational Enhancement (mPE + 

MET-PTSD) achieved significantly better PTSD outcomes than the non-integrated control 

condition. In addition, compared to the 44.4% of participants in the HLS control group, 

75.8% of the mPE participants and 60.0% of the mPE + MET-PTSD participants experienced 

clinically significant improvement in trauma symptoms at the end of treatment. Therefore, 
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the results suggested that mPE, with or without a MET-PTSD session, can effectively treat 

PTSD in participants with co-occurring PTSD and substance dependence. 

Moreover, Garland et al. (2016) assessed the efficacy of Mindfulness-Oriented 

Recovery Enhancement (MORE) therapy, relative to CBT and TAU, in the treatment of 

previously homeless men residing in a therapeutic community. The study found that MORE 

outperformed non-integrated treatments such as CBT and TAU and was associated with 

modest yet statistically significant improvements in PTSD symptoms from baseline to post-

treatment. Consequently, the study found that an integrative therapy such as MORE, which 

significantly improved participants’ self-regulatory capacities, evidenced promise as a 

treatment for patients with a dual diagnosis. 

Furthermore, McGovern et al. (2011) evaluated the potential efficacy of integrated 

cognitive behavioural therapy (ICBT) relative to individual addiction counselling (IAC) in 

treating patients with PTSD and co-occurring SUDs. Ultimately, ICBT proved more effective 

than IAC in reducing PTSD re-experiencing symptoms and the overall prevalence of PTSD 

diagnoses at the end of treatment. Moreover, Mills et al. (2012) determined the efficacy of 

COPE, relative to TAU for substance dependence, to achieve improvement in symptom 

severity for patients with PTSD and co-occurring substance dependence. From baseline to 

nine-month follow-up, COPE demonstrated significantly greater reductions in PTSD 

symptom severity. Similarly, the findings observed that the integrated approach of COPE 

plus TAU significantly improved PTSD symptom severity for participants with PTSD and 

co-occurring substance dependence.  

Lastly, Sannibale et al. (2013) assessed the efficacy of ICBT, relative to CBT for 

AUD only, for patients with PTSD and co-existing AUD. Reductions in PTSD severity were 

evident in both groups; however, compared with those in the non-integrated control group, 

participants in the integrated group who had received one or more exposure therapy sessions 
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evidenced a twofold greater rate of clinically significant change in PTSD symptom severity at 

follow-up. Thus, compared to its non-integrated counter-part, greater benefits were evidenced 

for participants with PTSD and co-existing AUD in the integrated treatment option, which 

incorporated exposure therapy, in PTSD symptom severity. 

On the other hand, only one study found that non-integrated treatment demonstrated 

superior PTSD-related outcomes (Foa et al., 2013). However, this particular study compared 

four non-integrated treatments against each other. Thus, in this instance, it cannot be asserted 

that non-integrated treatment outperformed that of integrated treatment. Foa et al. (2013) 

compared the efficacy of an evidence-based treatment for alcohol dependence and evidence-

based treatment for PTSD, their combination, and supportive counselling. Notably, all four 

groups evidenced a significant reduction in PTSD symptoms during treatment. Nonetheless, 

there was no increased improvement in PTSD symptoms from prolonged exposure therapy 

compared with supportive counselling.  

One study found no significant between-group differences in PTSD symptom severity 

when comparing integrated treatment with non-integrated treatment (McGovern et al., 2015). 

This study was concerned with assessing the efficacy of ICBT, relative to IAC and standard 

care alone, for treating patients with PTSD and co-occurring SUD. The results indicated that 

PTSD symptoms were reduced in all three arms of the study; however, there was no 

significant difference between the groups in relation to this reduction.  

Overall, integrated treatment appeared to have the upper hand with regard to non-

integrated treatment in significantly reducing PTSD symptom severity for participants with 

PTSD and co-occurring substance dependence or SUD. Therefore, irrespective of the 

treatment model utilised, the interventions that had the most significant impact on reducing 

PTSD symptoms, such as DBT, MORE, ICBT, and COPE, shared several common 

therapeutic factors. For example, the programmes mentioned above were primarily based on 
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CBT principles and incorporated techniques such as mindfulness training, emotional 

regulation and distress tolerance, motivational interviewing, and cognitive flexibility. Thus, 

these similarities go beyond the results themselves and highlight the elements behind the 

interventions themselves that may have been facilitators to change.  

4.4.1.1.2. Anxiety and depression 

Two studies (18.2%) found that when compared to non-integrated treatment, 

integrated treatment produced superior reductions in anxiety and depressive symptoms for 

participants with a dual diagnosis (Coffey et al., 2016; Garland et al., 2016). Specifically, 

Coffey et al. (2016) found that mPE significantly improved depressive symptoms compared 

to the non-integrated control group. However, this was not evidenced in the other integrated 

treatment mPE + MET-PTSD. Moreover, Garland et al. (2016) found that MORE was 

associated with modest yet statistically significant improvements in positive and negative 

affect, as well as symptoms of anxiety and depression. 

Three studies (27.3%) found no differences between integrated and non-integrated 

treatment in reducing anxiety and depressive symptoms for participants with a dual diagnosis 

(Graham et al., 2016; Mills et al., 2012; Wüsthoff et al., 2014). For example, Graham et al. 

(2016) assessed the effectiveness and feasibility of a Brief Integrated Motivational 

Intervention (BIMI) relative to TAU to improve engagement in participants with a dual 

diagnosis. The study discovered that both non-integrated treatments, BIMI and TAU, did not 

affect the severity of participants’ anxiety symptoms. However, both groups evidenced 

improvements in depressive symptoms; however, this modest effect was not significant. 

Additionally, Mills et al. (2012) reported no significant differences between COPE and TAU 

in their ability to meaningfully reduce the severity of anxiety and depressive symptoms 

among their participants with PTSD and co-occurring substance dependence. Moreover, 

Wüsthoff et al. (2014) investigated the effectiveness of integrated treatment (IT) relative to 
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TAU for patients with SUD with co-occurring anxiety and/or depression. The results 

suggested that neither group experienced a significant reduction in psychiatric symptoms 

concerning anxiety and depression. Generally, integrated and non-integrated treatment 

produced similar reductions in anxiety and depressive symptoms among patients with a dual 

diagnosis, with no significant between-group differences being reported. 

Notably, Courbasson et al. (2012) examined the preliminary efficacy of adapted 

dialectic behavioural therapy (DBT) relative to TAU for treating patients with a co-occurring 

ED and SUD. However, due to ethical considerations necessitating the premature termination 

of recruitment efforts into the TAU condition, meaningful direct head‐to‐head comparisons 

between the DBT and TAU were not possible. Nevertheless, the study found that within the 

DBT group only, depressive symptoms did not change significantly from baseline to post-

treatment. However, significant reductions were observed during the follow-up period of 

three and six months. Subsequently, the study determined that an adapted version of DBT 

proved a promising treatment option for patients with an ED and co-occurring SUD. 

Overall, integrated and non-integrated treatment evidenced significant yet similar 

reductions in anxiety and depressive symptoms in participants with a dual diagnosis, with no 

between-group differences observed. Thus, the results of these studies indicate that neither 

treatment model maintains primacy above the other but that both approaches to service 

delivery are similarly efficacious in improving the severity of anxiety and depressive 

symptoms for participants with a dual diagnosis. 

4.4.1.1.3. Psychosis 

Of the 11 studies included in this study, only one study reported the outcome of 

psychotic symptomatology (Gouzoulis-Mayfrank et al., 2015). Gouzoulis-Mayfrank et al. 

(2015) was concerned with evaluating the efficacy of a long-term, trans-sector integrated 

treatment programme relative to TAU for treating dual diagnosis patients with a follow-up 
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period of 12 months under standard treatment conditions. Notably, the results indicated that 

both the global level of psychological functioning and psychotic symptoms improved for all 

participants in the study. However, for negative symptoms and general psychopathology, 

the study did not observe a significant between-group difference. Therefore, integrated 

treatment and non-integrated treatment produced similar reductions in the severity of 

psychotic symptoms in a sample of patients with a psychotic disorder and co-occurring 

substance dependence. Generally, the study discovered that low-threshold, motivational-

enhancement, integrated treatment programmes that incorporated psycho-education and 

behavioural strategies were particularly helpful in treating patients with a dual diagnosis. 

However, the results of one study alone do not offer sufficient support to make a 

generalised observation regarding the efficacy of integrated or non-integrated treatment’s 

impact on reducing psychotic symptom severity.  

4.4.1.1.4. Eating disorder 

Similarly, of the 11 studies included in this study, only one study reported the 

outcome of ED-related behaviours (Courbasson et al., 2012). Despite the lack of meaningful 

head‐to‐head comparisons between the DBT and TAU, the study reported that within the 

DBT group, at the end of treatment, the intervention had a significant positive effect on 

behavioural and attitudinal features associated with disorder eating. Specifically, reductions 

in binge eating episodes, bulimic tendencies, eating, restraint, and weight concerns were 

sustained at three- or six-month follow-ups. Furthermore, the DBT group evidenced increases 

in the participants’ perceived ability to cope and regulate negative emotions and improved 

ability to identify emotions, hunger, satiety, and feelings of inadequacy. Therefore, for the 

collection of studies included in this study, preliminary support was afforded for integrated 

treatment’s superiority over non-integrated treatment in improving eating-related behaviours 

for participants with an ED and co-occurring SUD. 
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4.4.1.2. Substance use symptomatology  

Similar to psychiatric symptomatology, substance use was a shared reported outcome 

for all of the studies included in this review (Coffey et al., 2016; Courbasson et al., 2013; Foa 

et al., 2012; Garland et al., 2016; Gouzoulis-Mayfrank et al., 2015; Graham et al., 2016; 

McGovern et al., 2011; McGovern et al., 2015; Mills et al., 2012; Sannibale et al., 2013; 

Wüsthoff et al., 2014). Substance use symptomatology refers to the presence of a diagnosable 

SUD, substance dependence or substance abuse, along with the associated behavioural, 

cognitive and affective features (APA, 2013; Sadock et al., 2015).  

A majority of studies (54.5%) found that integrated treatment and non-integrated 

treatment evidenced similar reductions in substance use outcomes for participants with a dual 

diagnosis, with no significant between-group differences observed (Coffey et al., 2016; 

Gouzoulis-Mayfrank et al., 2015; Graham et al., 2016; McGovern et al., 2011; Mills et al., 

2012; Wüsthoff et al., 2014). A significant proportion of the non-integrated treatments 

identified in this review focused solely on substance use intervention (Garland et al., 2016; 

Gouzoulis-Mayfrank et al., 2015; McGovern et al., 2011; McGovern et al., 2015; Mills et al., 

2012; Sannibale et al., 2013; Wüsthoff et al., 2014) while all the integrated treatments 

inherently addressed both SUDs alongside psychiatric disorders. It was therefore plausible 

that the two treatment models would observe equivalent substance use outcomes. 

For example, Coffey et al. (2016) indicated that participants in mPE, mPE + MET-

PTSD, and HLS experienced improvements in substance use outcomes. Specifically, all three 

conditions maintained abstinence for over 85% of days during the six-month follow-up and 

observed a decline in craving. However, the differences between these groups were not 

significant. Similarly, Gouzoulis-Mayfrank et al. (2015) found that both integrated treatment 

and non-integrated TAU reported reduced levels of substance use, with the number of cases 
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of abstinence slowly decreasing throughout the study. However, the between-group 

improvements were also not statistically significant.  

Furthermore, Graham et al. (2016) determined that at the three-month follow-up, the 

BIMI and TAU groups, both non-integrated treatments, reported significant reductions in the 

number of days participants used their primary substance. Despite this improvement, there 

was no significant difference between these groups. Moreover, the study reports that these 

same participants all fell into the “low” readiness to change addictive behaviours, which may 

have undermined the ability of the treatment group (i.e., BIMI) to produce superior results 

concerning substance use outcomes. Notably, Mills et al. (2012) reported that both COPE and 

TAU demonstrated significant reductions in participant severity of substance dependence; 

however, the difference between groups was insignificant. Participants randomised to the 

integrated COPE condition continued using substances through the duration of the study. 

This finding challenges the widely supported view that abstinence, along with the improved 

self-regulatory ability and alternative coping skills that are attained, is required before any 

trauma-related psychological processes can commence.  

In comparison, four studies found that compared to non-integrated treatment, 

integrated treatment resulted in more significant reductions in substance use outcomes 

(Courbasson et al., 2012; Garland et al., 2016; McGovern et al., 2015; Wüsthoff et al., 2014). 

In particular, Garland et al. (2016) highlight the superiority of COPE compared to CBT and 

TAU in reducing participants’ craving for drugs and alcohol. In addition, McGovern et al. 

(2015) indicated that compared to IAC and standard care alone, ICBT significantly reduced 

the number of positive urine drug screens and frequency of substance use among its 

participants. The study’s findings offered support for the efficacy of ICBT in improving 

substance use outcomes for persons diagnosed with PTSD and a co-occurring SUD. 

Moreover, Courbasson et al. (2012) offered preliminary support for DBT’s efficacy in 
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treating patients with a dual diagnosis, as evidenced by significant within-group reductions in 

substance use frequency and severity at the end of treatment and three and six-month follow-

up.  

Lastly, only one study supported the argument that, when compared to integrated 

treatment, non-integrated treatment leads to significantly greater reductions in substance use 

outcomes (Sannibale et al., 2013). For example, Sannibale et al. (2013) found that 

participants receiving CBT for AUD reported lower alcohol consumption, less severe 

dependence, and improved substance use-related problems than integrated treatment. 

Additionally, the study acknowledges that treating a participant’s SUD impacts the severity 

of their psychiatric disorder. With this particular sample, targeting their AUD first prevents 

the dilution of the impact of the substance use treatment, and addressing their PTSD 

immediately afterwards further prevents deterioration in the participant’s functioning.  

Remarkably, Foa et al. (2013) compared the substance use outcomes for participants 

with PTSD and co-occurring alcohol dependence across four different, non-integrated 

treatments. The study found that all four groups evidenced significant reductions in the 

percentage of days spent drinking (PDD). Specifically, participants who received naltrexone, 

a medication primarily used to manage SUDs, reported significantly lower percentage of 

PDD than participants who received a placebo. Therefore, the results do not specifically 

suggest which treatment model is superior in reducing substance use-related behaviours. 

However, the results indicate that participants with PTSD and co-occurring AUD would 

benefit from the non-integrated yet combined treatment of naltrexone and prolonged 

exposure therapy as observed in a decreased rate of alcohol dependence up to six months 

post-treatment. 

Generally, the results among the 11 studies included in this review suggest that 

integrated and non-integrated treatment elicit similar reductions in substance use outcomes 
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for participants with a dual diagnosis. Although most of the studies had found no significant 

difference between integrated and non-integrated treatment, numerous programmes reported 

notable reductions in their participant’s substance use irrespective of the approach to service 

delivery. Similarly to the previous descriptive theme (i.e., psychiatric symptomatology), 

some of the most impactful programmes concerning substance use outcomes included DBT, 

COPE, and ICBT. Therefore, these results offer significant support for using CBT-informed 

principles in treating participants with a dual diagnosis and, specifically, improving substance 

use outcomes for participants with a dual diagnosis. 

4.4.1.3. Treatment retention 

Treatment retention was an outcome reported in six of the 11 studies included in this 

review (Coffey et al., 2016; Courbasson et al., 2012; Gouzoulis-Mayfrank et al., 2015; 

Graham et al., 2016; McGovern et al., 2011; McGovern et al., 2015). Treatment retention is 

an essential indicator of a treatment’s feasibility and utility, and thus its efficacy (Mills et al., 

2012). In this instance, treatment retention refers to the percentage of participants who 

continue to take part in treatment over a given period of time, usually measured from baseline 

to the end of treatment. Retention can be measured in various ways and can be observed from 

multiple angels, including information pertaining to completion rates (Coffey et al., 2016; 

McGovern et al., 2011), dropout rates (Courbasson et al., 2012), and engagement with 

treatment (Graham et al., 2016; McGovern et al., 2015). Overall, the results were mixed. 

Integrated and non-integrated treatment observed similar retention rates. However, although 

only two studies spoke to treatment completion, non-integrated treatment produced higher 

completion rates than integrated treatment.  

In particular, four studies determined that integrated and non-integrated treatment 

reported similar retention rates with no significant between-group differences being observed 

(Coffey et al., 2016; Gouzoulis-Mayfrannk et al., 2015; Graham et al., 2016; McGovern et 
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al., 2011). Gouzoulis-Mayfrank et al. (2015) found that when compared to integrated 

treatment, participants in the TAU condition reported a slightly poorer retention rate; 

however, this difference was not statistically significant. Moreover, Graham et al. (2016) 

discovered that both interventions, BIMI and TAU, were associated with a significant 

improvement in participant engagement. This result was accounted for by both groups 

evidencing improvement in participants’ awareness of the need for psychiatric support in 

managing their mental health problems. Although both conditions were non-integrated 

treatments, the improvements between groups were not significantly different. Ultimately, 

these results suggested that a non-integrated programme such as BIMI was a feasible, easy 

and low-cost approach to improving patient engagement. 

Coffey et al. (2016) reported an average retention rate of 69% across all three 

treatment groups. The study introduced a 90-minute trauma-focused MET-PTSD session 

prior to the commencement of mPE, the integrated programme under investigation. However, 

no significant differences were found between the mPE, mPE + MET-PTSD and HLS 

relative retention rates. Therefore, the addition of motivation-based strategies to increase 

retention may not be as effective as initially anticipated. Surprisingly, study treatment 

completion was significantly lower in the mPE (60.0%) and mPE MET-PTSD (62.2%) 

compared with the HLS condition (87.8%). Despite these differences in completion, mPE and 

mPE + MET-PTSD still maintained significantly greater reductions in PTSD symptoms 

compared to HLS. Comparably, McGovern et al. (2011) found that participants in the non-

integrated IAC had a superior completion rate (100%) to ICBT (69.6%), despite ICBT 

eliciting significantly better outcomes concerning PTSD symptom severity. However, 92% of 

participants in ICBT continued with treatment (i.e., progressed to the second session) 

compared to 90.9% in IAC. Therefore, these findings challenge the view that the longer 

participants are retained in treatment and the increased exposure results in better outcomes.  
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Two studies found that retention rates for integrated treatment were superior to non-

integrated treatment (Courbasson et al., 2012; McGovern et al., 2015). For example, 

Courbasson et al. (2012) observed an elevated dropout rate for participants in the TAU 

condition compared to the DBT condition. Furthermore, DBT specifically evidenced a 

significantly greater retention rate to TAU, with only 20% of participants remaining in TAU 

treatment at post-treatment, while 87% remained in DBT. In addition, the study suggests that 

the increased contact between participants and clinicians in the DBT group, due to its greater 

retention rate, contributed to the observed improvement in this group concerning psychiatric 

and substance use symptomatology.  

Similarly, McGovern et al. (2015) discovered that ICBT elicited significantly greater 

treatment retention rates than a non-integrated IAC and standard care. Specifically, ICBT has 

its advantage over IAC when investigating each group’s initiation, engagement and 

continuation rates. Furthermore, Wüsthoff et al. (2014) found that the integrated treatment 

group evidenced a greater increase in motivation for substance abuse treatment when 

compared to the non-integrated group during the 12-month course of the trial. The authors 

suggest that integrated treatment may be a more effective option for patients with anxiety or 

depressive disorder and a concurrent SUD by virtue of its ability to meaningfully increase the 

motivation for treatment amongst patients, specifically due to the programme implementing a 

motivational-enhancement based approach.  

Therefore, overall these results suggest that integrated treatment and non-integrated 

treatment elicit similar retention rates among participants with a dual diagnosis, with no 

significant between-group differences observed. However, of the few studies reported on the 

measure, non-integrated treatment produced significantly higher completion rates than 

integrated treatment.  
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4.4.2. Theme two: Reported strengths and limitations of dual diagnosis treatment 

The second analytic theme consists of two descriptive themes: (a) facilitators for 

change and (b) barriers to change. This theme refers to the factors which reportedly 

facilitated or hindered the changes observed among the participants in the respective studies. 

In particular, these factors are related to the components of the therapeutic interventions 

themselves and the setting in which the studies were conducted. In addition to understanding 

the outcomes associated with integrated and non-integrated treatment, it is important to 

acknowledge the mechanisms by which these outcomes may have been brought about. 

Overall, the findings suggest that therapeutic change was facilitated by using CBT-informed 

principles and relational variables such as therapeutic alliance and co-ordination between 

service providers. Additionally, carrying out treatment in in-patient residential facilities was 

particularly advantageous for participants due to the supplementary support services afforded. 

However, the nature of treatment in these in-patient residential facilities is not easily 

translated to out-patient care and remains a resource-heavy endeavour. 

4.4.2.1. Facilitators of change 

Of the 11 studies included in this review, six identified and discussed the respective 

factors that facilitated the improvements evidenced among the participants in their respective 

studies (Coffey et al., 2016; Courbasson et al., 2012; Garland et al., 2016; Graham et al., 

2016; Mills et al., 2012; Wüsthoff et al., 2014). This descriptive theme has been segmented 

into two parts: therapeutic characteristics and study setting characteristics. 

4.4.2.1.1. Therapeutic characteristics  

Coffey et al. (2016) suggested that the briefer form of prolonged exposure therapy, as 

situated in an existing TAU treatment programme implemented in this study, produced 

comparable, and at times superior, treatment outcomes to conventional prolonged exposure 

therapy when treating patients with PTSD and co-occurring and alcohol dependence. Further, 
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the study used different therapists for treating PTSD and SUD and found that this form of 

integrated treatment maintained strong communication lines between the treatment 

providers/therapists. As a result, participants benefited from this approach in that they were 

given the opportunity to develop numerous supportive relationships among the treatment 

team that would facilitate their recovery and feel the complex nature of their dual diagnosis 

was being comprehensively acknowledged and treated.  

Although a meaningful head-to-head comparison between DBT and TAU was lost, 

Courbasson et al. (2012) acknowledged the numerous advantages of utilising a DBT 

therapeutic approach modified specifically for treating patients with a dual diagnosis. At the 

core of this DBT programme was prioritising the therapeutic relationship as a mechanism for 

therapeutic change. Specifically, mindfulness strategies were incorporated into the 

programme to assist participants in developing self-regulatory skills to manage negative 

emotions and maladaptive behaviours associated with their binge eating episodes. Moreover, 

anecdotal feedback from participants in the DBT programme reported that the mindfulness 

components were the most impactful skills. In addition, the therapeutic alliance established 

with clinicians was also cited by participants as essential to their recovery journey. 

Participants felt consistently validated and motivated to stay in treatment and change their 

maladaptive behaviours.  

Similarly, Garland et al. (2016) found a significant indirect effect of MORE on 

cravings and PTSD symptoms through increased dispositional mindfulness. Therefore, 

exposure to dispositional mindfulness produced a considerable therapeutic effect due to 

enhancing participants’ mindful awareness in daily life. In particular, the mindfulness 

component of MORE established cognitive flexibility and reappraisal that encouraged 

participants to consciously and adaptively manage post-traumatic stress and its related 

appraisals. Furthermore, Wüsthoff et al. (2014) accentuate integrated treatment’s ability to 
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improve motivation for treatment. In this study, the integrated treatment condition consisted 

of CBT and motivational interviewing therapeutic strategies that simultaneously addressed 

participants’ psychiatric disorders and co-occurring SUD. These components evidenced 

significant improvements in participants’ motivation to change their addictive behaviour, 

although this did not translate to additional reductions in substance use concerning the control 

condition. 

 Moreover, Graham et al. (2016) highlight the advantage of utilising specialist dual 

diagnosis trained staff in delivering interventions. The study discusses the additional level of 

expertise these staff members afford and their ability to bridge the gap between care co-

ordinators in the mental healthcare community. These factors operate as change facilitators as 

they work to increase the competence of the content and execution of a given integrated 

treatment programme and improve participants’ trust in their clinicians.  

These results strongly suggest that therapeutic interventions informed by CBT 

principles elicit particularly advantageous outcomes for participants with a dual diagnosis. 

This observation is further supported by earlier findings that discovered the most impactful 

treatment interventions for improving psychiatric and substance use symptomatology shared 

similar strategies such as mindfulness training, emotional regulation and distress tolerance, 

motivational interviewing, and cognitive flexibility. Moreover, these results support the view 

that therapeutic change is highly dependent on relational variables, including the participant’s 

relationship with their treating clinicians and the degree of co-operation and communication 

fostered between their service providers. 

4.4.2.1.2. Study setting characteristics  

Coffey et al. (2016) discussed the significant advantages of carrying out treatment in 

the context of an in-patient residential treatment programme. Specifically, the study found 

that being admitted for treatment in a residential treatment facility eliminated treatment 
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attendance and retention difficulties related to missed appointments due to family and 

childcare coverage, transportation challenges, and complicated work schedules. Additionally, 

access to illicit substances is limited, and the risk of elevated substance cravings and 

subsequent relapse due to elevated stress and trauma-related negative affect is reduced.  

Similarly, Garland et al.’s (2016) study consisted of previously homeless participants 

who, for this study, became residents in a long-term therapeutic community. Consequently, 

98% of participants managed to remain abstinent throughout the study. The additional 

support services embedded in the therapeutic community facilitated this finding, such as 

housing and accommodation facilities, vocational training and limited access to substances. 

Comparably, Mills et al. (2012) evidenced significant improvements in PTSD symptoms and 

substance use outcomes due to the ancillary support services provided in the study setting and 

the concurrent case management afforded to participants in the integrated treatment group. 

Therefore, these results propose the significant advantages of carrying out treatment in the 

context of residential facilities and highlight the setting’s ability to limit the interfering 

impact of external factors such as access to substances, elevated stress, and work and family-

related responsibilities.  

4.4.2.2. Barriers to change 

Of the 11 studies included in this review, only one study meaningfully discussed the 

relative barriers identified in their treatment that inhibited their participant’s recovery journey 

(Coffey et al., 2016). Coffey et al. (2016) examined the inherent challenges of integrating 

treatment for patients with a dual diagnosis. Primarily, they found that integrated treatment 

requires clinicians with substantial clinical expertise in both PTSD and substance abuse 

treatment. However, the availability of these specialist resources is limited and creates an 

additional level of organisational complexity. Therefore, conducting such a comprehensive 

treatment programme requires multiple service providers and expertise, thus extending 
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treatment duration and increasing financial implications. Moreover, the study highlights the 

difficulty of translating the cohesiveness and strong communication evident in an in-patient 

residential treatment facility to an out-patient setting. Considering that only one study speaks 

to this phenomenon, it is challenging to assert any generalisations from the results. Therefore, 

the applicability of these results may be limited. 

4.5. Conclusion 

This chapter focused on describing the characteristics and quality of the selected 

studies in this review following an iterative thematic analysis and qualitative synthesis 

process. This resulted in the development of two analytic themes discussed in relation to the 

descriptive themes that informed them. Overall, the findings of this study suggested that 

integrated treatment outperformed non-integrated treatment in significantly reducing the 

severity of psychiatric symptomatology among participants with a dual diagnosis. However, 

the remainder of the results were mixed. Notably, integrated and non-integrated treatment 

elicited similar improvements in substance use outcomes, with no significant between-group 

differences observed. In addition, integrated and non-integrated treatment reported 

comparable retention rates among participants with a dual diagnosis; however, non-integrated 

treatment had significantly higher completion rates.  

Furthermore, the findings support the efficacy of CBT-informed principles such as 

mindfulness, emotional regulation, and cognitive flexibility. Relational variables such as 

therapeutic alliances and clinician co-operation and communication significantly supported 

observed change among participants with a dual diagnosis. However, the structure and 

supplementary services afforded in these programmes, particularly integrated treatment, are 

not easily translated to the out-patient treatment context, which is usually the most accessible 

avenue for participants to obtain care.  
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The next chapter will explore the significance of the extracted themes in relation to 

the larger research question and locate them in the context of current literature. Further, this 

chapter will present evidence-based recommendations informing the clinical psychological 

service delivery of dual diagnosis-centric treatment in South African hospitals. The chapter 

will be concluded with a discussion of the limitations of the present study and the relevant 

research gaps, and potential directions for future research. 
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Chapter 5: Discussion and Conclusion 

5.1. Introduction  

This study conducted a systematic review, critically appraising available research on 

the use of integrated and non-integrated interventions in treating patients with a dual 

diagnosis. This chapter presents a discussion of these results in relation to the research 

question and aims of this study and the context of the available literature on the topic. The 

chapter concludes with the study’s limitations and directions for future research.  

5.2. Summary of results in relation to the research question and aims 

The broad research question guiding this study was to determine what current 

literature reported on the integrated and non-integrated treatment outcomes for patients with a 

dual diagnosis. This section summarises the research findings gathered from the thematic 

analysis and qualitative synthesis. 

5.2.1. Treatment outcomes for patients with a dual diagnosis  

The study’s first aim was to summarise the treatment outcomes of integrated and non-

integrated interventions for patients with a dual diagnosis. Following the data extraction and 

analysis process, three descriptive themes reflecting the outcomes of treatment were 

identified. These were psychiatric symptomatology, substance use symptomatology, and 

treatment retention. The results across these descriptive themes were overall mixed. First, 

integrated treatment evidenced significantly greater reductions in psychiatric 

symptomatology, particularly PTSD symptoms, compared to non-integrated treatment. 

Therefore, these results suggest that integrated treatment maintains better efficacy compared 

to non-integrated treatment in significantly improving the severity of psychiatric symptoms. 

This finding is consistent with previous research (Back et al., 2019; De Witte et al., 2014; 

Drake et al., 2008; Gielen et al., 2014; Mojtabai et al., 2014; Priester et al., 2016; Sinha et al., 

2018).  
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For example, Back et al. (2019) found that, in comparison with a non-integrated RP 

programme, the concurrent treatment of PTSD and SUD (COPE) participants reported higher 

rates of PTSD diagnostic remission and greater reductions in their CAPS scores. Similarly, 

Wolff et al. (2015) determined that both integrated programmes, SS and M-TREM, 

performed better, compared to no treatment, on PTSD severity, self-esteem, and self-efficacy. 

Second, this review found that non-integrated and integrated treatment elicited 

comparable between-group improvement in substance use symptomatology. All the 

integrated programmes identified among the 11 studies included in this review addressed 

SUD simultaneously alongside psychiatric disorders while a large proportion of the non-

integrated treatments focused solely on substance abuse. Therefore, it is plausible that the two 

treatment models would then observe equivalent substance use outcomes. 

This finding is only partially supported by previous research. There are significant 

findings declaring integrated treatment’s superiority to non-integrated (Back et al., 2019; De 

Witte et al., 2014; Drake et al., 2008; Gielen et al., 2014; Mojtabai et al., 2014; Priester et al., 

2016; Sinha et al., 2018) while others suggest that integrated and non-integrated treatment 

manage similar outcomes and are thus both viable and effective treatment options (Cleary et 

al., 2009; Randall et al., 2001; Torchalla et al., 2012). For example, Randall et al. (2001) 

reported that, from baseline, both the control group (i.e., non-integrated CBT target at AUD) 

and the experimental group (i.e., integrated CBT addressing both AUD and social anxiety 

disorder) experienced improvements in their alcohol misuse behaviours and social anxiety 

symptoms. Notably, the treatment group’s participants were found, at post-treatment, to be 

drinking more frequently and with heavier drinking days than the control group participants. 

Additionally, Cleary et al. (2009) conducted a comprehensive review of 25 RCTs comparing 

psychosocial interventions for substance misuse in patients with a substance abuse problem 
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and severe mental illness. No significant advantages were found between the integrated and 

non-integrated treatment with regards to substance misuse.  

Third, integrated and non-integrated treatment elicited similar retention rates. 

However, non-integrated treatment specifically observed significantly better completion rates 

compared to integrated treatment. These findings were unexpected and not supported by 

previous research (Morisano et al., 2014; Ness et al., 2014; Priester et al., 2016; Sterling et 

al., 2011; Torrens et al., 2012). Research claims that the poor engagement, low retention 

rates, and high drop-out rates evident in non-integrated treatment undermine the potential 

efficacy of treatment and patient prognosis and outcomes. Therefore, the comparable 

retention rates observed in both integrated and non-integrated and the significantly higher 

completion rates in non-integrated treatment may have contributed to the significant yet 

similar reductions in substance use outcomes.  

Consequently, these results present an unclear picture. They do not indicate a clear 

advantage of either treatment model over the other (i.e., integrated or non-integrated 

treatment) across all treatment outcomes. However, the results indicated that both integrated 

and non-integrated treatments are helpful and comparably efficacious treatment options. It 

appears that how services are delivered may not have as significant an impact on the 

treatment of patients with a dual diagnosis as expected.  

5.2.2. Strengths and limitations of dual diagnosis-focused treatment 

To look beyond the initial framework of the treatment model requires considering the 

modalities and strategies that appear to support change in patients with a dual diagnosis. 

Ultimately, if effectively treating patients with a dual diagnosis is not about how the 

treatment is delivered, perhaps it is about what is being delivered. The second aim of this 

study was to summarise the strengths and limitations of integrated and non-integrated 

treatment for patients with a dual diagnosis. Primarily, based on both reported and anecdotal 
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evidence, the CBT modality proved the most effective intervention framework for delivering 

treatment for patients with a dual diagnosis. Specifically, interventions such as mindfulness, 

cognitive flexibility and restructuring, self-regulatory skills, and motivational interviewing 

were common therapeutic factors identified as significantly advanced participants’ recovery 

journeys. This finding is consistent with previous studies which have found CBT-informed 

principles (e.g., motivational interviewing and mindfulness) elicited significant 

improvements for patients with a dual diagnosis (Horsfall et al., 2009; Murthy et al., 2012; 

Randall et al., 2001; Tiet & Mausbach et al., 2007).  

Additionally, consistent with the findings of Miller et al. (2008) and Wampold (2015), 

effective treatment appears reliant on prioritising relational elements such as the therapeutic 

alliance, fostering feelings of validation and motivation, and maintaining strong lines of 

communication between treating clinicians, as well as with their respective patients. 

Specifically, Cleary et al. (2009) discovered that effectively treating patients with a dual 

diagnosis relied on addressing their sense of personal control, self-confidence, place of 

belonging, and commitment to change and hope for their future. That is, looking beyond just 

skills required to provide the components of a treatment protocol and emphasising the 

common factors that differentiate effective therapists from less effective therapists, such as 

empathy, alliance and affirmation (Wampold, 2015).  

Lastly, this review found that the setting where treatment was carried out proved to be 

a vital facilitator of change. Specifically, in-patient or residential treatment programmes were 

particularly advantageous for participants with a dual diagnosis due to their ability to reduce 

the influence of environmental risk factors. Several studies acknowledge the same advantage 

of a controlled setting such as in-patient or residential, citing greater communication and co-

ordination between service providers (Cleary et al., 2009; Green et al., 2015; Morisano et al., 
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2001), and reduced psychosocial adversity, and exposure to abuse, violence and illicit 

substances (Lachman et al., 2012).  

This review intended to present a meaningful discussion regarding the limitations of 

dual diagnosis treatment through a lens of the barriers to change identified among the 

included studies. The main finding here indicated that attempting to translate the 

advantageous conditions of in-patient treatment to out-patient remains a challenge. In 

particular, the high level of co-ordination and communication fostered among 

multidisciplinary treating teams evident in in-patient care is often lost when transitioning to 

out-patient treatment (Coffey et al., 2016). Furthermore, it is suggested that integrated 

treatment, although advantageous on a number of fronts, requires multiple service providers 

with extensive expertise in treating patients with a dual diagnosis. However, this remains a 

scarce resource. This finding is consistent with the reported difficulties associated with 

treating patients with a dual diagnosis, as well as implementing integrated treatment (Abou-

Saleh et al., 2004; Green et al., 2015; McCallum et al., 2015; Morojele et al., 2012; Pasche et 

al., 2015; Weich & Pienaar et al., 2009). However, only one study within this review 

identified and spoke to the barriers to change and, as a result, limits the extent to which any 

generalisations can be made. 

5.2.3. Evidence-based recommendations to inform the clinical psychological service 

delivery of dual diagnosis-focused treatment in South Africa 

The final aim of this study was to propose evidence-based recommendations to 

inform the clinical psychological service delivery of dual diagnosis-focused treatment in 

South Africa. Although these recommendations represent a means by which we can achieve 

effective dual diagnosis care, they should also be understood as goals that practitioners 

should be working towards. Therefore, enacting change should be approached systematically 

and incrementally. 
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Based on the present study’s findings and related discussion, the following 

recommendations are proposed: 

1. The findings of this review do not support the enhanced efficacy of integrated 

treatment over non-integrated treatment or vice-versa. Therefore, irrespective of 

the treatment model being implemented, it appears that it is more important to 

increase the number of treatment options made available for patients with a dual 

diagnosis.  

2. In particular, interventions informed by the framework of CBT principles appear 

to be particularly effective in treating patients with dual diagnoses, notably 

improving psychiatric and substance use outcomes. Therefore, the findings of this 

review suggest incorporating a combination of CBT-informed principles such as 

mindfulness, self-regulatory skills, cognitive restructuring, and motivational 

interviewing. 

3. Additionally, treatment retention and participant motivation will be further 

enhanced by developing and maintaining strong lines of communication between 

service providers, engaging therapeutic relationships and culturally sensitive 

approaches to the treatment in which practitioners are competent.  

4. Lastly, it appears that structured settings such as in-patient and residential 

treatment programmes are advantageous in assisting patients with a dual diagnosis 

to maintain abstinence and reduce the risk of elevated substance cravings and 

relapse. Therefore, developing more treatment programmes operating in this 

context will limit the influence of environmental risk factors, such as psychosocial 

adversity and exposure to abuse, violence and illicit substances.  

5.3. Limitations of the study and directions for future research 
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There are several limitations to this study. These include the potential for fragmented 

evidence and the limited ability of a systematic review to provide sufficient information on 

the included studies. Several of the studies included in this review specified the exclusion of 

psychiatric diagnoses such as bipolar mood disorder, schizophrenia, schizophreniform, and 

schizoaffective disorder in their eligibility criteria. This was usually due to the erratic nature 

of these disorders, which proved challenging to manage in the context of a clinical trial. 

Therefore, the present study results do not reflect the efficacy of dual diagnosis-centric 

treatment in relation to these psychiatric conditions. Moving forward, greater efforts to 

conduct research with these psychiatric populations in mind is necessary to build a 

comprehensive understanding of dual diagnosis-centric treatment and its ability to effectively 

treat patients with a dual diagnosis. 

Further, all the studies included for the purposes of the present review were conducted 

in first world countries. Moreover, the included studies were conducted with samples of 

predominantly male, Caucasian participants. Therefore, these studies may not be 

representative of other ethnicities, cultures and socio-economic contexts. The generalisability 

and applicability of these results beyond the contexts mentioned earlier are thus limited. 

Adapting results from a first-world setting to a third world context requires the consideration 

of several factors. For example, for South Africans, a history of colonialism and the legacy of 

Apartheid has resulted in growing health and economic disparities, which has led to an 

overused and under-resourced public sector limited in its ability to realise the benefits of 

medical advances (Amado et al., 2012; Benator, 2013). Implementing any psychosocial 

intervention, either integrated or non-integrated, requires a significant financial investment, 

time, well-equipped facilities, and adequately trained clinicians, all of which are affected by 

the larger attitudinal, knowledge, and systemic implementation obstacles (Asmal, 2011; 

Ruane, 2010). 

 
 
 

 

©©  UUnniivveerrssiittyy  ooff  PPrreettoorriiaa  

 



 

77 

 

Beliefs regarding the aetiology of illness are known to alter the health-seeking 

behaviours individuals engage in, as well as their response to treatment (Seedat et al., 2002). 

Therefore, identifying the factors specific to South Africans that facilitate or impede their 

health-seeking behaviours would be of great value in improving overall patient outcomes. 

Additionally, future research should be directed towards conducting clinical trials that 

investigate dual diagnosis-centric treatment’s efficacy in developing countries such as South 

Africa. These studies are essential to understanding the transferability of outcomes achieved 

in first world countries and obtain a more comprehensive account of the context-specific 

barriers patients experience to treatment. 

Furthermore, the specificity of the eligibility criteria of this review has resulted in the 

selection of a small yet focused collection of studies. However, the small number of studies 

further limits the generalisability of these results. Furthermore, this review was primarily 

concerned with the outcomes of RCTs. Therefore, additional systematic reviews that include 

studies of varying research designs outside of RCTs may elicit different results to 

complement those reported here.  

5.4. Conclusion   

The present study was concerned with determining current literature reports on the 

integrated and non-integrated treatment outcomes for patients with a dual diagnosis. The 

results provide evidence in support of integrated treatment’s advantage over non-integrated 

treatment in significantly improving psychiatric symptomatology. However, no significant 

benefits were found between the integrated and non-integrated treatment regarding substance 

misuse and treatment retention. Overall, insufficient evidence suggests that integrated 

treatment offers a considerable advantage over non-integrated treatment in treating patients 

with a dual diagnosis.  
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As a result, a discussion pertaining to the facilitators and barriers to change across the 

included studies illustrated several common factors that appeared of particular efficacy in 

treating patients with a dual diagnosis. Primarily, a CBT framework proved advantageous in 

treating this clinical population and, specifically, a combination of CBT-informed principles 

such as mindfulness, self-regulatory skills, cognitive restructuring, and motivational 

interviewing. Additionally, establishing and maintaining a meaningful therapeutic alliance 

and strong lines of communication between service providers proved instrumental in 

participants’ recovery journeys. Consequently, these findings were used to develop the 

recommendations to inform the clinical psychological service delivery of dual diagnosis-

focused treatment in South Africa.  
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