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Abstract
Background  People with dual diagnosis die prematurely compared to the general population, and general practice 
might serve as a setting in the healthcare system to mend this gap in health inequity. However, little is known about 
which interventions that have been tested in this setting.

Aim  To scope the literature on interventions targeting patients with dual diagnosis in a general practice setting, the 
outcomes used, and the findings.

Design and setting  A scoping review of patients with dual diagnosis in general practice.

Methods  From a predeveloped search string, we used PubMed (Medline), PsychInfo, and Embase to identify 
scientific articles on interventions. Studies were excluded if they did not evaluate an intervention, if patients were 
under 18 years of age, and if not published in English. Duplicates were removed and all articles were initially screened 
by title and abstract and subsequent fulltext were read by two authors. Conflicts were discussed within the author 
group. A summative synthesis of the findings was performed to present the results.

Results  Seven articles were included in the analysis. Most studies investigated integrated care models between 
behavioural treatment and primary care, and a single study investigated the delivery of Cognitive Behavioral 
treatment (CBT). Outcomes were changes in mental illness scores and substance or alcohol use, treatment utilization, 
and implementation of the intervention in question. No studies revealed significant outcomes for patients with dual 
diagnosis.

Conclusion  Few intervention studies targeting patients with dual diagnosis exist in general practice. This calls 
for further investigation of the possibilities of implementing interventions targeting this patient group in general 
practice.

Keywords  Dual diagnosis, Co-occurring mental and substance use disorder, General practice, Scoping review, 
Intervention research, Primary care, Family medicine, Co-occurring disorders
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Introduction
It is well known that patients with severe mental illness 
(SMI) die up to 10–20 years before the general popula-
tion [1]. Moreover, studies have shown that when mental 
illness is accompanied by a substance use disorder (SUD), 
the mortality gap increases further [2, 3]. This simulta-
neous presence of both severe mental illness and SUD is 
referred to as dual diagnosis or co-occurring disorders 
[4] and occurs in approximately 30% of all patients diag-
nosed with SMI [5]. There is no official definition of dual 
diagnosis, and dual diagnosis is not coded in the inter-
national coding system (ICD-10), however, the overall 
understanding of the term is that patients are affected by 
at least one mental illness and substance abuse disorder 
at the same time [4].

Having a dual diagnosis is associated with several 
adverse outcomes such as a higher incidence of recur-
rence of mental illness [6], increased hospitalization and 
readmissions [7], infections such as HIV [8] and Hepati-
tis C [9], and increased mortality [2, 3]. The lower aver-
age life expectancy can, in addition to suicidal behaviour 
and overdose, be largely attributed to an increased risk of 
several chronic health conditions [3, 6, 10–14], with car-
diovascular disorders reported as being the greatest risk 
[15]. Even though patients with a dual diagnosis evidently 
need treatment for somatic diseases, research shows that 
the quality of the treatment provided fluctuates. There 
are several examples of this patient group being disre-
garded for their physical health problems, or the patients’ 
physical symptoms being misinterpreted by the health 
personnel as mental symptoms [16, 17].

In line with increased awareness of the patient group, 
the high prevalence of SUD among patients with SMI, 
and the complex issues associated with the diagnosis, 
the primary healthcare contact points for these patients 
vary across healthcare systems and contexts. However, 
primary care generally serves as the patient’s first point 
of contact with the healthcare system. Because general 
practitioners (GPs) in most cases act as gatekeepers to 
the secondary system, and thus potentially facilitates 
early discovery of disorders, their role in the healthcare 
system is essential for referring patients and managing 
their care. General practice could play a pivotal role in 
coordinating treatment for patients with dual diagno-
sis, and furthermore the GP is important in the detec-
tion, assessment, treatment, follow-up, and continuity 
of treatment of somatic diseases – the primary cause 
of premature death in this patient group [17, 18]. From 
studies investigating the path or journey for people suf-
fering from dual diagnosis in the healthcare system, we 
know that patients with dual diagnosis often fall between 
chairs [19]. Despite extensive research in the general field 
of dual diagnoses, less is known about the role of general 
practitioners in coordinating care, detecting diseases, 

or treating patients with dual diagnosis, and what inter-
ventions has been performed to improve the healthcare 
delivery in this setting. It is also unclear, which effect 
measures have been examined in evaluations of interven-
tions, and whether they relate to contact, follow-up, or 
treatment goals [18, 20].

Aim
The study investigated the literature on interventions in 
a general practice setting targeting patients with dual 
diagnosis (co-occurring severe mental illness and sub-
stance use disorder), and aimed to answer the following 
questions:

1.	 Which interventions targeting patients with dual 
diagnosis have been tested in a general practice 
setting?

2.	 Which outcomes did the studies use to evaluate the 
interventions, and what were the primary findings?

Methods
This scoping review was assembled by the methods 
developed by Arksey and O’Malley [21]. This type of 
review is well suited to highlight significant gaps in the 
evidence [22]. No review protocol has been published 
previous to this study.

Data sources, search strategy, and inclusion criteria
We used the electronic databases PubMed (Medline), 
PsychInfo, and Embase to identify scientific articles on 
interventions aimed at patients with co-occurrence of 
severe mental illness and substance use in general prac-
tice. The specific search string and strategy are shown in 
appendix 1. We defined severe mental illness as either a 
diagnosis with depression of moderate or severe degree, 
bipolar affective disorder, or schizophrenia. Substance 
use disorder was defined as any harmful use of either 
drugs or alcohol. Additionally, the article should evalu-
ate an intervention or initiative linked to general prac-
tice or primary care. We excluded studies that included 
patients under 18 years of age, and studies that were 
not published in English. The search was not limited to 
study type, date of publication, or a specific country. A 
combination of MeSH terms, keywords, free text search, 
as well as related terms, were used with Boolean opera-
tors (AND, OR). Each search was adapted to the specific 
requirements of the individual database, where the search 
string was divided into blocks of dual diagnosis (block 
1), general practice (block 2), and intervention (block 3). 
The block descriptions and the final search string can be 
found in Appendix 1. The search was performed on April 
22nd, 2022 and an update was performed on February 1st 
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2024. We found no additional articles that fulfilled the 
inclusion criteria in the updated literature search.

Study selection
The studies identified in the final literature search were 
initially exported to the Endnote reference database to 
remove duplicates [23]. Afterwards, we imported the 
references to Covidence screening program [24]. The ini-
tial article sample was screened twice by four research-
ers (BC read all abstracts, and all abstracts were also 
screened by one of the co-authors MN, KT, and AM). 
Articles were selected for full-text review, if they met the 
following criteria:

1) Patients with dual diagnosis (understood as co-
occurring severe mental illness, as defined in the above 
section, and substance use of either drugs or alcohol), 2) 
Adults above 18 years, and 3) Article should include an 
evaluation of one or more interventions situated in gen-
eral practice. Any conflicts regarding inclusion of articles 
during the initial screening process were discussed and 
resolved before moving on to full text screening. The full 
text screening was performed by BC and KT. Conflicts 
were discussed and resolved between all four researchers.

Data extraction and synthesis
From the included studies, we extracted data on study 
design, participants, definition of dual diagnosis, and 
description of intervention content, outcome measures, 
and overall study findings described in the study. This 
task was performed by AM and KT and verified by the 
remaining authors. Afterwards, we described the design 
and content of the interventions in the included studies, 
and listed the outcome measures and overall study find-
ings in a non-systematic narrative summary in the results 
section.

Results
Search and study selection
The literature search in three databases yielded 1,879 
articles after excluding duplicates. Our screening of both 
abstracts and titles, showed 172 articles were eligible for 
full-text review. Six articles met the final criteria and were 
included in the synthesis and one article was found in the 
reference list of one of the articles. The complete study 
selection and exclusion process is presented in Fig.  1. 
The general characteristics of the included articles are 
reported in Table 1. As described in Table 1, the studies 
from Oslin et al. and Bartels et al. origin from the same 
research project as well as the studies from Padwa et al. 
and Urada et al. All studies were conducted in the United 
States. In the updated literature search, we identified two 
studies, where it was unclear whether the intervention 
was based in general practice or a primary care setting. 
These studies were not included in the final synthesis.

Description of interventions
Overall, the identified studies can be divided into inter-
ventions testing (1) integrated care of mental disor-
ders, substance use, and/or primary care [25–30], or (2) 
delivery of cognitive behavioral therapy (CBT) [31]. The 
integrated care models differ somewhat in the locus of 
the intervention. Park et al. [29] tested a Chronic Care 
management model with a specific focus on substance 
dependance treatment compared to usual primary care. 
The PRISM-E study (Bartels and Oslin et al. [25, 27]) had 
co-located mental- and substance use treatment which 
was compared to enhanced referral care offering simi-
lar treatment in a separate location. The Primary Care 
Behavioral Health (PCBH) model was tested by Felleman 
et al. [26] and entailed mental health services embedded 
within the primary care clinic. “Project Care” (Padwa and 
Urada et al. [28, 30]) introduced onsite screenings, treat-
ment, referral, and case management of mental and sub-
stance use disorders. One study did not test integrated 
care but different ways of delivering CBT either face-to-
face or telephone administered [31].

Investigated outcomes and findings
The outcomes used for assessing the interventions can 
broadly be categorized into four different areas related 
to (1) mental health assessment, (2) substance and/
or alcohol use assessment, (3) healthcare utilization or 
treatment engagement, and (4) implementation of the 
intervention.

We divided outcomes related to mental health into 
assessments regarding either changes in depression- or 
anxiety levels. To assess changes in depression level the 
studies used the patient health questionnaire (PHQ-
9) [29, 31] and the Hamilton Depression Rating Scale 
(HAM-D) [31] as psychometrics.  Receiving antidepres-
sants and meeting criteria for major depression were also 
used to assess changes in depression level. Anxiety sever-
ity was measured by using the Beck Anxiety Inventory 
(BAI) [29]. These outcomes were used to assess an inte-
grated care model (CCM) [29] versus usual primary care 
and face-to-face CBT [31] versus telephone administered 
CBT. None of the studies yielded significant differences 
in patients with dual diagnosis.

The Addiction Severity Index (ASI) [29], the Short 
Inventory of Problems for Alcohol and Drug Use (SIP) 
[29], the Alcohol Use Disorder Identification Test 
(AUDIT) [31], and quantity and frequency of alcohol 
consumption [27], were used to assess changes in sub-
stance- and alcohol use. No significant differences for any 
outcome were found for integrated care interventions on 
substance or alcohol use for patients with dual diagnosis. 
Looking at CBT, Kalatapapu et al. [31] did not find a sig-
nificant difference between the groups having either face-
to-face or telephone delivered CBT, however a significant 
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decrease in alcohol use from baseline to end of study was 
detectable in both groups. It should however be men-
tioned, that around 25% of the study population dropped 
out of treatment, and a sub-analysis revealed that these 

individuals were more likely to meet the criteria for 
depression remission [31].

Healthcare utilization was assessed by either a count 
number of contact points with different healthcare facili-
ties [26, 29], attendance as showing up for a scheduled 

Fig. 1  Study selection and exclusion process (PRISMA flow diagram)
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appointment, or treatment drop-out [25, 26, 31]. None 
of the studies showed any significant differences in out-
comes regarding healthcare utilization. The CBT study by 
Kalapatapu et al. [31] showed a discontinuation of treat-
ment for 25% of patients, who were more prone to fulfill 
remission criteria for depression.

Implementation outcomes were reported in rela-
tion to Project Care (which was investigated in two of 
the included studies) [28, 30]. Regarding the integrated 
model in Project Care, The Behavioral Health Integra-
tion in Medical Care (BHIMC) tool was used to assess 
the capacity to deliver integrated services, employee’s 
perceptions of the model were assessed in a survey, and 
moreover contextual factors which impacted implemen-
tation were assessed qualitatively. Overall, Project Care 
was well received by employees, but some issues con-
cerning the flow of information in the integrated model 
(mostly from primary care to behavioral health services) 
were identified, which yielded some difficulties in imple-
menting an integrated model in a primary care setting.

Target population
Scoping the literature, we detected major differences in 
the definitions of dual diagnosis in the identified studies, 
and no interventions were specifically targeted patients 
with dual diagnosis in our understanding as co-occurring 
SMI (severe depression, psychotic or bipolar disorders) 
and SUD.

Regarding the definition of SMI, three of the identi-
fied interventions were tested primarily on patients with 
depression [26, 29, 31]. The study by Park et al. further-
more included patients with PTSD [29]. In the remaining 
studies mental health disorders were defined in broader 
terms; Mental health conditions and Mental health prob-
lems respectively [25, 27, 28, 30].

The identified studies also used different definitions of 
SUD. SUD was defined either by using screening tools, 
having a diagnosis with SUD in a medical record, or by 
assessing the regularity or amount of alcohol or drug 
consumption. The studies by Bartels et al., Oslin et al. and 
Kalapatu et al. only included patients with problematic 
or at-risk alcohol consumption [25, 27, 31]. SUD in Fel-
leman et al., Padwa et al. and Urada et al. were described 
as “substance use conditions” however, these were not 
specified further [26, 28, 30].

Discussion
In this article, we have performed a scoping review of the 
literature investigating interventions in general practice 
targeting patients with dual diagnosis. We included seven 
studies in our narrative synthesis. The identified inter-
ventions consisted primarily of different types of inte-
grated treatment models in various organization modes 
and combinations plus one study focusing on the delivery 
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of CBT treatment. A range of different outcomes was 
used to evaluate the interventions, where psychometrics 
primarily were used for assessing depression and anxiety 
levels, and consumption measures were used to assess 
SUD. No significant differences were found in mental 
health or SUD improvements. Furthermore, two of the 
identified studies evaluated intervention implementa-
tion of an integrated care model and found implementa-
tion feasible, however, the information flow from primary 
care to behavioural health services could be improved.

From our analysis of the literature regarding interven-
tions targeting patients with dual diagnosis in a general 
practice context, we have identified a tremendous gap. 
There could be several reasons for this. Of the seven 
studies we identified, none evaluated interventions that 
directly targeted patients with SMI and co-occurring 
SUD. The primary mental disorder was major depres-
sion, and we found no studies that included either affec-
tive bipolar disorder or psychotic disorders. Moreover, 
the most common SUD were alcohol use disorder or 
at-risk drinking. Only one study included drug use in 
their definition of SUD. This lack of interventions target-
ing populations with more severe disorders could be a 
result of our focus on the general practice setting. One 
could argue that general practice does not carry the pri-
mary treatment responsibility for this patient population 
– particularly not the patients who are severely mentally 
ill and are concurrently using substances actively. These 
patients are, in most parts (in most countries), treated 
and tended to in the psychiatric system, who also diag-
nose SMI, and prescribe- and regulate psychotropic drug 
prescriptions. This might also be the underlying reason 
that no pharmaceutical treatment interventions were 
identified in the review, since medication prescriptions 
related to the treatment of SMI often is prescribed and 
administered in the secondary healthcare sector. How-
ever, general practitioners  (GPs) do play a pivotal role, 
when it comes to identifying risk factors in the initial 
stages of disease development (including identification 
of mental illnesses and substance use disorders) [32] and 
coordinating care across healthcare sectors, and continu-
ity of care with a regular GP have been found to lower 
acute hospital admissions and mortality in patients in 
general [33]. Since this population is particularly vulner-
able towards chronic somatic comorbidities, the findings 
from our study could call for novel research interventions 
on dual diagnosis in general practice in other contexts.

Limitations
The purpose of the study was to identify interventions 
evaluated in a general practice setting. Since we only 
ended up including seven studies, it might be relevant 
to scope the broader literature by including other study 
designs. By including a more explorative study design, 

we could potentially gain a deeper understanding of the 
landscape of dual diagnosis within general practice. We 
only included studies published in English, and thus we 
might have overlooked findings from publications out-
side the Global North. Moreover, the definition of dual 
diagnosis has been discussed in the literature. The con-
cept of dual diagnosis was introduced in the 1980s [4], 
but today there is no common diagnostic criterion for the 
condition. Hence, there may be terms for dual diagnosis 
that were not covered in our search string, cf. appendix.

Contrary to the concept of dual diagnoses, there are 
many well-defined terms for general practice, however, 
large differences exist globally regarding healthcare 
structures. Surprisingly, all interventions included for 
analysis were situated in the United States. Since the US 
has a unique healthcare system based on insurance and, 
at large, self-payment structures, transferring the results 
to other healthcare systems organized differently could 
prove to be difficult. Lastly, our definition of interven-
tions in the study is somewhat narrow. We only included 
interventions tested or evaluated, however we could have 
broadened the scope of the study to include study proto-
cols, programs, initiatives, or treatments. This might have 
contributed to a broader perspective on the landscape of 
general practice and dual diagnoses. Overall, this has sev-
eral implications, that one may have both overlooked and 
included articles that should not have been included in 
the review, as well as potentially not having a complete 
picture of the interventions that are in the field.

Conclusion
Only seven intervention studies targeting patients with 
dual diagnosis in the setting of general practice were 
found in this scoping review. This finding could suggest 
a lack of research within this area and points towards a 
potential for future investigations and testing of inter-
ventions targeting this vulnerable patient population in a 
general practice setting.
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