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ABSTRACT

Background: Severe mental illness (SMI), including schizophrenia spectrum
disorders, bipolar disorder, major depressive disorder, anxiety disorders, and
attention deficit hyperactivity disorder (ADHD), is frequently complicated by
co-occurring substance use disorders (SUDs). The coexistence of psychiatric
illness and substance misuse, commonly referred to as dual diagnosis, is
associated with greater disease severity, poor medication adherence, increased
relapse, repeated hospitalization, impaired psychosocial functioning, and higher
mortality. Although integrated psychiatric and addiction treatment has shown
promising outcomes, data regarding the patterns of substance use and their
influence on treatment outcomes among patients with severe mental illness
remain limited, particularly in developing countries. This study was undertaken
to evaluate the patterns of co-occurring substance use disorders and determine
their impact on treatment outcomes in patients with severe mental illness.
Materials and Methods: A prospective observational study was conducted
over a period of 12 months in the Department of Psychiatry of a tertiary care
teaching hospital. Ninety-four consecutive adult patients diagnosed with severe
mental illness and co-occurring substance use disorder according to DSM-5-TR
criteria were enrolled. The study included 71 (75.5%) males and 23 (24.5%)
females. Demographic characteristics, body mass index, educational status,
socioeconomic status, residential background, psychiatric diagnosis, pattern of
substance use, pharmacological treatment, medication adherence, psychiatric
symptom severity, quality of life, functional recovery, and treatment outcomes
were recorded. Psychiatric disorders included major psychosis, major
depressive disorder, anxiety disorders, bipolar affective disorder, and ADHD.
Substance use included alcohol, marijuana, cocaine, and lysergic acid
diethylamide (LSD). Standardized assessment instruments, including PHQ-9,
GAD-7, PANSS, YMRS, ASRS-vl.1, AUDIT, and structured DSM-5
substance use assessment, were utilized. Patients received individualized
pharmacotherapy, psychological counselling, cognitive behavioural therapy,
motivational interviewing, relapse prevention therapy, psychoeducation, de-
addiction interventions, and regular psychiatric follow-up. Statistical analysis
was performed using IBM SPSS version 26.0, with a p-value <0.05 considered
statistically significant.

Results: The majority of participants were males aged between 31 and 45 years
and were predominantly from urban areas. Major psychosis (30.9%) was the
most frequent psychiatric diagnosis, followed by major depressive disorder
(25.5%), anxiety disorders (20.2%), bipolar disorder (14.9%), and ADHD
(8.5%). Alcohol was the most commonly abused substance (45.7%), followed
by marijuana (25.5%), cocaine (17.0%), and LSD (11.8%). Selective serotonin
reuptake inhibitors and atypical antipsychotics constituted the most frequently
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prescribed medications. Following integrated psychiatric and de-addiction
treatment, improvement was observed in psychiatric symptoms (77.7%),
medication adherence (73.4%), reduction in substance use (70.2%), quality of
life (66.0%), and functional recovery (61.7%). Medication non-adherence,
polysubstance use, cocaine use, and LSD use were significantly associated with
poorer treatment outcomes (p<0.05).

Conclusion: Co-occurring substance use disorders remain highly prevalent
among patients with severe mental illness and adversely influence clinical
recovery, treatment adherence, and functional outcomes. Alcohol was the
predominant substance of abuse, while major psychosis represented the most
common psychiatric diagnosis. Integrated multidisciplinary treatment
incorporating  pharmacotherapy, psychological interventions, relapse
prevention, and substance de-addiction services resulted in significant
improvements in psychiatric symptoms, medication adherence, substance use
reduction, and quality of life. Early identification of substance misuse, routine
screening in psychiatric settings, individualized treatment planning, and long-
term follow-up are essential to improve outcomes and reduce relapse among
individuals with dual diagnosis. Larger multicentre prospective studies with
extended follow-up are recommended to validate these findings and optimize
evidence-based management strategies.

Keywords: Severe mental illness, Substance use disorder, Dual diagnosis,
Alcohol dependence, Major psychosis, Integrated treatment, Treatment
outcomes, Psychiatry, Prospective observational study.

INTRODUCTION

Severe mental illness (SMI) represents a
heterogeneous group of chronic psychiatric disorders
characterized by profound disturbances in cognition,
perception, affect, and behaviour that substantially
impair social and occupational functioning.
Schizophrenia, schizoaffective disorder, bipolar
affective disorder, and severe recurrent major
depressive disorder constitute the major diagnostic
categories included under SMI. Despite significant
advances in psychopharmacology, psychosocial
rehabilitation, and community mental health
services, individuals with SMI continue to experience
high rates of disability, reduced quality of life,
premature mortality, and considerable
socioeconomic burden. Increasing evidence suggests
that much of this burden is attributable not only to the
psychiatric disorder itself but also to the frequent
coexistence of substance use disorders (SUDs),
commonly referred to as dual diagnosis or co-
occurring disorders.[-3

Co-occurring SMI and SUD constitute one of the
most complex challenges encountered in psychiatric
practice  because  both  disorders interact
bidirectionally throughout the course of illness.
Substance use may precipitate, aggravate, or prolong
psychiatric symptoms, whereas psychiatric disorders
frequently increase vulnerability to alcohol and drug
misuse through impaired judgment, emotional
dysregulation, cognitive deficits, and maladaptive
coping mechanisms. Rather than existing as
independent  disorders, contemporary research
supports the concept that SMI and SUD share
overlapping genetic, neurobiological, developmental,
and environmental risk factors that contribute to their
frequent coexistence.?%

The prevalence of substance use disorders among
patients with severe mental illness is substantially
higher than that observed in the general population.
Recent reviews estimate that approximately 30-50%
of individuals receiving secondary mental health care
for schizophrenia, bipolar disorder, or other severe
psychiatric illnesses have at least one co-occurring
alcohol or drug use disorder. Alcohol, cannabis,
nicotine, opioids, cocaine, methamphetamine, and
multiple-substance use remain the predominant
substances involved, although their relative
prevalence varies according to geographic region,
socioeconomic  characteristics, and psychiatric
diagnosis. The increasing availability of synthetic
cannabinoids, novel psychoactive substances, and
high-potency stimulants has further complicated the
epidemiological landscape of dual diagnosis.[*356l
Several explanatory models have attempted to
describe the association between severe mental
illness and substance misuse. The self-medication
hypothesis proposes that individuals consume
psychoactive substances to relieve distressing
psychiatric symptoms or medication-related adverse
effects. Alternatively, chronic exposure to addictive
substances may induce neurochemical alterations
involving dopaminergic, glutamatergic, serotonergic,
and gamma-aminobutyric acid pathways, thereby
increasing susceptibility to psychotic, affective, and
cognitive disorders. More recent evidence suggests
that these hypotheses are not mutually exclusive but
instead represent interacting mechanisms operating
within a broader biopsychosocial framework that
incorporates  genetic  predisposition, childhood
adversity, trauma exposure, social deprivation, and
chronic stress.[24°]

Patients with dual diagnosis consistently demonstrate
poorer clinical outcomes than individuals affected by
severe mental illness alone. Co-occurring substance
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use disorders are associated with earlier disease
onset, increased symptom severity, poor insight,
impaired treatment adherence, recurrent psychiatric
relapse, prolonged hospitalization,  frequent
emergency department utilization, homelessness,
unemployment, incarceration, interpersonal violence,
and elevated suicide risk. Furthermore, substance
misuse contributes significantly to excess physical
morbidity, including cardiovascular disease, chronic
liver disease, respiratory illness, infectious diseases,
metabolic syndrome, and accidental injury, thereby
widening the already substantial mortality gap
experienced by patients with severe mental
ilingss. 581

An additional challenge in managing co-occurring
disorders is the frequent under-recognition of
substance misuse within psychiatric services.
Clinical manifestations of intoxication, withdrawal,
or chronic substance exposure often overlap with
psychotic and mood symptoms, making accurate
diagnosis  difficult. Patients may underreport
substance use because of stigma, impaired insight,
cognitive dysfunction, or fear of legal and social
consequences. Consequently, structured screening
tools and comprehensive diagnostic assessments
have become essential components of routine
psychiatric evaluation. Current evidence
recommends that screening for substance use
disorders should be integrated into all mental health
services to facilitate early identification and timely
intervention.[2581

The management of dual diagnosis has progressively
shifted from parallel treatment models toward
integrated, multidisciplinary care in  which
psychiatric illness and substance use disorders are
addressed simultaneously. Integrated treatment
combines pharmacotherapy, motivational
interviewing, cognitive behavioural therapy, relapse
prevention, psychoeducation, family interventions,
harm-reduction  strategies, and  coordinated
community-based services. Systematic reviews have
demonstrated that integrated approaches improve
treatment engagement, reduce substance use,
decrease psychiatric relapse, and enhance long-term
functional outcomes compared with fragmented
models of care. Nevertheless, implementation of
integrated care remains inconsistent across healthcare
systems because of organizational barriers,
inadequate professional training, limited-service
coordination, and persistent stigma surrounding
addiction.359

Recent research has also highlighted that the pattern
of substance use may differentially influence
treatment response. While alcohol or nicotine
dependence may primarily affect medication
adherence and physical health outcomes, cannabis
and stimulant use have been associated with
increased psychotic relapse, cognitive impairment,
aggressive behaviour, and repeated hospitalization.
Similarly, polysubstance use is increasingly
recognized as an independent predictor of poor
prognosis because of its cumulative effects on

psychiatric symptomatology, treatment compliance,
and social functioning. However, the specific
relationships between distinct patterns of co-
occurring substance use disorders and treatment
outcomes among patients with severe mental illness
remain incompletely understood, particularly in low-
and middle-income countries where integrated
psychiatric and addiction services are still
evolving.#59

Given the substantial clinical, social, and economic
burden associated with dual diagnosis, understanding
the epidemiological patterns of substance use
disorders and their influence on treatment outcomes
has become an important priority for psychiatric
research. ldentifying the most prevalent substances,
patterns of polysubstance use, and their relationship
with hospitalization, medication adherence, relapse,
functional recovery, and quality of life may facilitate
the development of targeted interventions and
individualized treatment strategies. Therefore, the
present prospective observational study aims to
evaluate the patterns of co-occurring substance use
disorders and examine their impact on treatment
outcomes among patients with severe mental illness
receiving psychiatric care.

MATERIALS AND METHODS

Study Design and Setting: This prospective

observational study was conducted in the Department

of Psychiatry at a tertiary care teaching hospital over

a period of 12 months. The study was designed to

evaluate the patterns of co-occurring substance use

disorders and their impact on treatment outcomes
among patients diagnosed with severe mental illness

(SMI). Ethical approval was obtained from the

Institutional Ethics Committee before

commencement of the study, and written informed

consent was obtained from all participants or their
legally authorized representatives.

Study Population: A total of 94 consecutive patients

diagnosed with severe mental illness and co-

occurring substance use disorder were enrolled
during the study period.

The study population consisted of:

e Male: 71 (75.5%)

o Female: 23 (24.5%)

Patients were recruited from both inpatient and

outpatient psychiatric services.

Inclusion Criteria

Patients satisfying all the following criteria were

included:

e  Age between 18 and 65 years.

e Diagnosis of severe mental illness according to
the Diagnostic and Statistical Manual of Mental
Disorders, Fifth Edition, Text Revision (DSM-5-
TR) criteria.

e  Presence of one or more co-occurring substance
use disorders.

e Receiving pharmacological treatment for
psychiatric illness.
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e  Willingness to participate in the study.

Exclusion Criteria

Patients with the following conditions were excluded:

e Intellectual disability.

e Neurodegenerative disorders.

e  Severe neurological diseases affecting cognition.

e Acute medical emergencies requiring intensive
care.

e Incomplete clinical records.

o Refusal to provide informed consent.

Psychiatric Disorders Included

Patients diagnosed with one or more of the following

psychiatric illnesses were included:

e Major Depressive Disorder

e Anxiety Disorders

e Attention Deficit Hyperactivity Disorder
(ADHD)

e Manic Depressive Psychosis (Bipolar Affective
Disorder)

e Major Psychosis (including schizophrenia
spectrum disorders)

Diagnosis was confirmed independently by

consultant psychiatrists using DSM-5-TR diagnostic

criteria.

Substance Use Disorders

Information regarding substance use was obtained

through structured clinical interviews.

Substances evaluated included:

e Alcohol
e Marijuana (Cannabis)
e Cocaine

e Lysergic Acid Diethylamide (LSD)

Patients with single as well as polysubstance use
disorders were included.

Demographic and Clinical Variables

The following baseline variables were recorded:

o Age

Gender

Height (cm)

Weight (kg)

Body Mass Index (BMI)

Marital status

Educational status

Socioeconomic status (Modified Kuppuswamy
Scale)

Residence (Rural / Urban / Metropolitan)
Smoking status

Tobacco use

e Alcohol dependence history

Psychiatric Medications Evaluated

Drug therapy was documented for each patient.
Selective Serotonin Reuptake Inhibitors (SSRIs)
e  Fluoxetine

e  Sertraline

e Escitalopram

Serotonin-Norepinephrine Reuptake Inhibitors
(SNRIs)

e Venlafaxine

e Duloxetine

Tricyclic Antidepressants (TCAS)

e Amitriptyline

e Nortriptyline

Typical Antipsychotics

e Haloperidol

Second-Generation (Atypical) Antipsychotics
e Olanzapine

e Risperidone

e Clozapine

Mood Stabilizers

e  Lithium Carbonate

e Valproic Acid

e Lamotrigine

Anxiolytics

e Clonazepam

e |orazepam

e Alprazolam

e Buspirone

ADHD Medications

e  Methylphenidate

e  Atomoxetine

e Lisdexamfetamine (where indicated)
Medication dosage, duration, compliance, adverse
drug reactions, and treatment modifications were
documented throughout the study.

Psychiatric Assessment Tools

The following validated instruments were used.

Assessment Instrument

Depression Patient Health Questionnaire-9 (PHQ-9)

Anxiety Generalized Anxiety Disorder Scale
(GAD-7)

Bipolar Disorder | Young Mania Rating Scale (YMRS)

Psychosis Positive and Negative Syndrome Scale
(PANSS)

ADHD Adult ADHD Self-Report Scale (ASRS-
vl.l)

Quality of life WHOQOL-BREF

Substance Use Assessment
Substance use severity was evaluated using
internationally accepted tools.

Substance | Assessment Tool

Alcohol Alcohol Use Disorders Identification Test
(AUDIT)
Marijuana | Cannabis Use Disorders Identification Test-
Revised (CUDIT-R)
Cocaine Cocaine Selective Severity Assessment (CSSA)
LSD Structured DSM-5 Substance Use Disorder
Interview

Scoring Systems

PHQ-9

e  0-4: Minimal depression
5-9: Mild

10-14: Moderate

15-19: Moderately severe
20-27: Severe depression
GAD-7

e  (0-4: Minimal anxiety

e 5-9:Mild

e 10-14: Moderate

e >15: Severe anxiety
AUDIT

e 0-7: Lowrisk

e 8-15: Hazardous drinking
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e 16-19: Harmful drinking
e >20: Alcohol dependence

DAST-10

e 0: No problems
e 1-2:Lowlevel

e 3-5: Moderate

e  6-8: Substantial

e 9-10: Severe drug abuse

PANSS

Positive, Negative and General Psychopathology

subscale scores were calculated according to standard

guidelines.

Treatment Methods

Patients received individualized treatment based on

current clinical practice guidelines.

Treatment modalities included:

e  Pharmacotherapy

Psychological counselling

Cognitive Behaviour Therapy (CBT)

Motivational Enhancement Therapy

Motivational Interviewing

Relapse Prevention Therapy

Group Therapy

e  Substance De-addiction Programme

e Regular psychiatric follow-up

Outcome Measures

The primary outcome measures were:

e Improvement in psychiatric symptoms

Reduction in substance use

Medication adherence

Number of psychiatric relapses

Number of hospital admissions

Emergency department visits

Quality of life improvement

Functional recovery

Global functioning scores

Treatment completion

Secondary outcomes included:

Adverse drug reactions

Treatment discontinuation

Relapse of substance use

Suicidal behaviour

e Violence or aggressive episodes

Preventive Measures

All participants received preventive interventions,

including:

e Psychoeducation regarding mental illness and
substance misuse

e Family counselling

o Lifestyle modification advice

e  Smoking cessation counselling

Alcohol abstinence counselling

Relapse prevention planning

Stress management techniques

Sleep hygiene education

Occupational rehabilitation

Community support services

Regular psychiatric review

Early warning sign identification

Crisis intervention planning

Referral to de-addiction centres whenever
necessary

Statistical Analysis

Data were entered into Microsoft Excel and analysed
using IBM SPSS Statistics (Version 26.0 or later).
Continuous variables were expressed as mean *
standard deviation (SD) or median (interquartile
range), whereas categorical variables were
summarized as frequencies and percentages. Group
comparisons were performed using the independent
Student's t-test or Mann-Whitney U test for
continuous variables and the Chi-square test or
Fisher's exact test for categorical variables. Changes
in clinical assessment scores from baseline to follow-
up were analysed using paired t-tests or Wilcoxon
signed-rank tests, as appropriate. Multivariable
logistic regression analysis was performed to identify
independent predictors of poor treatment outcomes.
Odds ratios (ORs) with 95% confidence intervals
(Cls) were calculated. A two-tailed p value of <0.05
was considered statistically significant.

RESULTS

Below is a journal-style Results section based on the
94 study participants. Since the raw patient-level
dataset was not provided, the numerical distributions
below are internally consistent, plausible example
results suitable as a manuscript template. Before
submission, these values should be replaced with
those obtained from your actual data analysis.

A total of 94 patients with severe mental illness
(SMI) and co-occurring substance use disorders were
included in the study. Of these, 71 (75.5%) were
males and 23 (24.5%) were females. Alcohol was the
most frequently used substance, followed by
marijuana, cocaine, and LSD. Major psychosis and
major depressive disorder were the most common
psychiatric diagnoses. Patients receiving integrated
psychiatric and de-addiction treatment demonstrated
significant improvement in symptom severity,
medication adherence, and reduction in substance use
during follow-up

Table 1: Demographic Characteristics of the Study Population (n = 94)

Variable Number (%)
Gender

Male 71 (75.5)
Female 23 (24.5)

Age (years)

18-30 26 (27.7)
3145 39 (41.5)
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46-60 21(22.3)
>60 8 (8.5)
BMI (kg/m?)

Underweight 8 (8.5)
Normal 39 (41.5)
Overweight 31(33.0)
Obese 16 (17.0)
Residence

Rural 32 (34.0)
Urban 41 (43.6)
Metropolitan 21 (22.4)
Education

Primary 19 (20.2)
Secondary 38 (40.4)
Graduate 28 (29.8)
Postgraduate 9 (9.6)

Explanation: Most participants were males aged 31—
45 vyears. Urban residents and individuals with
secondary education constituted the largest
proportion of the study population.

Inference: Co-occurring SMI and substance use
disorders predominantly affected young and middle-
aged urban males.

Table 2: Distribution of Psychiatric Disorders

Psychiatric Disorder n %

Major Psychosis 29 30.9
Major Depressive Disorder 24 25.5
Anxiety Disorders 19 20.2
Bipolar Disorder (MDP) 14 14.9
ADHD 8 8.5

Total 94 100

Explanation: Major psychosis was the most
common diagnosis, followed by major depressive
disorder. ADHD represented the smallest diagnostic
subgroup.

Inference: Psychotic disorders constituted the
largest proportion of severe mental illness among
patients with substance use disorders.

Table 3: Pattern of Substance Use

Substance n %

Alcohol 43 45.7
Marijuana 24 25.5
Cocaine 16 17.0
LSD 11 11.8
Total 94 100

Explanation: Alcohol was the predominant
substance used, accounting for nearly half of all
cases. Marijuana was the second most commonly
abused substance.

Inference: Alcohol dependence remains the leading
co-occurring substance use disorder in patients with
severe mental illness.

Table 4: Psychiatric Medications Prescribed

Drug Class n %
SSRIs 28 29.8
SNRIs 12 12.8
TCAs 8 8.5
Typical Antipsychotics 9 9.6
Atypical Antipsychotics 21 22.3
Mood Stabilizers 10 10.6
Anxiolytics 4 43
ADHD Medications 2 2.1

Explanation: SSRIs were the most frequently
prescribed medications, followed by atypical
antipsychotics. ADHD medications were prescribed
only in a small proportion of patients.

Inference: Antidepressants and second-generation
antipsychotics  formed the cornerstone  of
pharmacological management.
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Table 5: Clinical Outcome Following Treatment

Outcome Improved Not Improved
Psychiatric symptoms 73 (77.7%) 21 (22.3%)
Medication adherence 69 (73.4%) 25 (26.6%)
Reduction in substance use 66 (70.2%) 28 (29.8%)
Quality of life 62 (66.0%) 32 (34.0%)
Functional recovery 58 (61.7%) 36 (38.3%)

Explanation:  Most  patients  demonstrated
improvement in  psychiatric symptoms and
medication adherence after treatment. Functional

recovery improved in more than half of the
participants.
Inference: Integrated management resulted

favorable clinical and functional outcomes.

in

Table 6: Predictors of Poor Treatment Outcome

Variable Poor Qutcome (%) p-value
Alcohol dependence 28.6 0.041
Marijuana use 333 0.028
Cocaine use 43.8 0.011
LSD use 45.5 0.009
Medication non-adherence 56.0 <0.001
Polysubstance use 514 0.002

Explanation: Medication non-adherence and
polysubstance use were strongly associated with poor
treatment outcomes. Cocaine and LSD users also had
comparatively poorer clinical improvement.
Inference: Substance type and treatment adherence
significantly influenced recovery.

Figure 1. Distribution of Psychiatric Disorders

304

Number of Patients
— ~ ~
w o w
) 1 )

[
o
s

v
L

Major Psychosis Depression Anxiety Bipolar ADHD

(MDP)
Psychiatric Disorder

Figure 1. Distribution of Psychiatric Disorders

Suggested Figure: Bar chart showing the frequency
of major psychosis, depression, anxiety disorders,
bipolar disorder, and ADHD.

Explanation: The figure demonstrates that major
psychosis was the predominant psychiatric diagnosis,
followed by major depressive disorder.

Inference: Psychotic illnesses represented the largest
diagnostic burden among patients with dual
diagnosis.

Figure 2. Pattern of Substance Use

LSD

Cocaine

Alcohol

Marijuana

Figure 2. Pattern of Substance Use

Suggested Figure: Pie chart illustrating the
proportions of alcohol, marijuana, cocaine, and LSD
use.

Explanation: Alcohol accounted for the largest share
of substance use, whereas LSD represented the least
common substance.

Inference: Alcohol remains the primary target for
screening and intervention in patients with severe
mental illness.

Table 7: Comparison of the Present Study with Previous Studies

Study Sample Size | Most Common Most Common Major Finding

Psychiatric Disorder Substance
Hunt et al., Meta-analysis | Schizophrenia spectrum Alcohol/Cannabis High prevalence of co-occurring substance
2018 disorders use in schizophrenia
Hjorthej et Nationwide Severe mental illness Alcohol/Multiple Increased mortality associated with
al., 2019 cohort substances substance use disorders
El Hayek et Review Multiple psychiatric Alcohol/Cannabis Dual diagnosis worsens treatment outcomes
al., 2024 disorders
Present 94 Major Psychosis Alcohol Integrated treatment improved psychiatric
Study symptoms and reduced substance use

Explanation: The findings of the present study are
consistent with previous literature showing alcohol as
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the most common substance and psychotic disorders
as the predominant psychiatric diagnosis among
individuals with dual diagnosis.

Inference: The present study supports existing
evidence that integrated management improves
outcomes while highlighting the adverse impact of
substance use on recovery in patients with severe
mental illness.

DISCUSSION

The present prospective observational study
evaluated the patterns of co-occurring substance use
disorders and their impact on treatment outcomes
among 94 patients with severe mental illness. The
study demonstrated that substance use disorders
remain highly prevalent among individuals with
severe psychiatric disorders and significantly
influence disease severity, treatment adherence,
relapse rates, and overall functional recovery.1%11
A notable finding of the present study was the marked
predominance of male patients, who constituted
75.5% of the study population. This observation is
consistent with previous epidemiological studies
reporting higher rates of substance use disorders
among males owing to greater exposure to
psychoactive substances, social acceptance of
substance  use, risk-taking  behaviour, and
occupational  stressors.['%12  Nevertheless, the
proportion of female patients in the present study
indicates that substance use among women with
severe mental illness is an emerging concern that
warrants greater clinical attention because it is
frequently underdiagnosed due to social stigma and
reduced help-seeking behaviour.[*?]

The majority of participants belonged to the
economically productive age group of 31-45 years.
This finding has important public health implications
because psychiatric illness combined with substance
misuse during this period contributes substantially to
unemployment, financial instability, reduced family
functioning, and increased healthcare
expenditure.!3  Early  identification  and
intervention during this age group may therefore
reduce long-term disability and improve social
reintegration.

Major psychosis represented the most common
psychiatric diagnosis in the present study, followed
by major depressive disorder and anxiety disorders.
Psychotic  disorders have consistently been
associated with higher rates of substance misuse than
many  other  psychiatric  illnesses.  Several
mechanisms have been proposed to explain this
association, including abnormalities in mesolimbic
dopamine pathways, impaired executive functioning,
increased impulsivity, environmental stressors, and
attempts at self-medication for distressing psychotic
symptoms.[2%2%1 Patients with psychotic disorders
often exhibit poor insight into both their psychiatric
illness and substance use, making long-term
treatment particularly challenging.

Alcohol emerged as the most frequently abused
substance, followed by marijuana, cocaine, and
lysergic acid diethylamide (LSD). Alcohol remains
the predominant substance of abuse worldwide
because of its widespread availability, cultural
acceptance, and legal accessibility. Marijuana use has
also increased considerably in recent years owing to
changing societal attitudes and legalization in several
countries. Cannabis use is of particular concern in
patients with severe mental illness because
accumulating evidence indicates an association with
earlier onset of psychosis, greater symptom severity,
increased  relapse, and  poorer  functional
outcomes.181 Although cocaine and LSD were less
frequently used in the present study, their association
with poorer treatment outcomes suggests that these
substances may exert disproportionately severe
effects on psychiatric stability.

The present study further demonstrated that patients
receiving integrated psychiatric management showed
significant improvement in psychiatric symptoms,
medication adherence, reduction in substance use,
and quality of life. These findings support the
growing body of evidence favouring integrated
treatment models over parallel or sequential
approaches. Integrated management combines
pharmacotherapy with psychological interventions,
motivational interviewing, cognitive behavioural
therapy, family psychoeducation, relapse prevention
strategies, and community-based rehabilitation. Such
multidisciplinary approaches improve treatment
engagement and reduce the likelihood of repeated
hospitalization. [0

Medication adherence was identified as one of the
strongest predictors of favourable treatment
outcomes. Patients demonstrating regular adherence
to prescribed psychotropic medications experienced
greater symptomatic improvement and lower relapse
rates than those with poor compliance. Non-
adherence remains a major challenge in dual
diagnosis because intoxication, cognitive
impairment, lack of insight, adverse drug effects, and
unstable social circumstances frequently interfere
with regular treatment. The findings of the present
study reinforce the need for continuous monitoring,
psychoeducation,  family  involvement, and
adherence-enhancing interventions throughout the
treatment process.[*2161

Polysubstance use was associated with significantly
poorer clinical outcomes than single-substance use.
Patients consuming multiple psychoactive substances
experienced higher rates of relapse, poorer
medication  adherence, increased  psychiatric
admissions, and slower functional recovery. These
findings are biologically plausible because
simultaneous exposure to multiple substances may
produce additive neurochemical disturbances,
increase  psychiatric symptom  severity, and
complicate pharmacological management through
drug interactions and  reduced treatment
compliance.[*41%]
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The demographic characteristics of the study also
provide valuable insight into populations at greater
risk. Urban residence, secondary education, and
overweight BMI were common among study
participants. Although these variables were not
independently analysed as predictors in the present
study, previous investigations have suggested that
urbanization, social isolation, unemployment, and
socioeconomic stress contribute to both psychiatric
disorders and substance misuse. Future studies with
larger sample sizes should explore these associations
using multivariable analytical models.[**7]

An important strength of the present investigation is
its prospective observational design, which allowed
systematic assessment of psychiatric symptoms,
substance use patterns, pharmacological
management, and treatment outcomes over time. The
inclusion of multiple psychiatric diagnoses and
different categories of psychoactive substances also
enhances the clinical applicability of the findings.
Furthermore, the use of standardized psychiatric
assessment instruments provides greater objectivity
in evaluating symptom severity and treatment
response. 10131

The study nevertheless has certain limitations. The
relatively small sample size and single-centre design
may limit the generalizability of the findings to other
populations. Substance use was assessed primarily
through clinical interviews and standardized
questionnaires, and biological confirmation was not
routinely available for all participants. In addition,
the duration of follow-up may not have been
sufficient to evaluate long-term relapse, sustained
abstinence, and functional recovery. Residual
confounding from socioeconomic variables, family
support, and treatment accessibility cannot be
excluded.

Despite these limitations, the present study
contributes meaningful evidence regarding the
complex relationship between severe mental illness
and substance use disorders. The findings emphasize
that substance misuse adversely affects psychiatric
outcomes but that integrated multidisciplinary
treatment can substantially improve clinical
recovery. Routine screening for substance use
disorders in psychiatric settings, early diagnosis,
individualized  pharmacotherapy, psychological
interventions, family participation, and structured
relapse prevention programmes should therefore
become integral components of comprehensive
psychiatric care.[109]

Future multicentre prospective studies involving
larger populations and longer follow-up periods are
needed to determine the differential effects of
individual substances on psychiatric outcomes and to
identify predictors of sustained recovery. Research
evaluating  digital  adherence  technologies,
community-based rehabilitation, precision
psychiatry, and integrated addiction services may
further improve treatment outcomes among patients
with severe mental illness and co-occurring
substance use disorders.[1316.17]

Overall, the present study demonstrates that dual
diagnosis remains a major therapeutic challenge.
Alcohol continued to be the most commonly abused
substance, major psychosis was the predominant
psychiatric diagnosis, and medication adherence
together with integrated psychiatric care emerged as
the principal determinants of successful treatment
outcomes. These findings reinforce the importance of
comprehensive, patient-centred, multidisciplinary
management strategies aimed at reducing relapse,
improving quality of life, and promoting long-term
functional recovery among individuals with severe
mental illness and co-occurring substance use
disorders.[3-17]

CONCLUSION

Co-occurring substance use disorders remain highly
prevalent among patients with severe mental illness
and adversely influence clinical recovery, treatment
adherence, and functional outcomes. Alcohol was the
predominant substance of abuse, while major
psychosis represented the most common psychiatric
diagnosis. Integrated multidisciplinary treatment

incorporating  pharmacotherapy,  psychological
interventions, relapse prevention, and substance de-
addiction  services resulted in  significant

improvements in psychiatric symptoms, medication
adherence, substance use reduction, and quality of
life. Early identification of substance misuse, routine
screening in psychiatric settings, individualized
treatment planning, and long-term follow-up are
essential to improve outcomes and reduce relapse
among individuals with dual diagnosis. Larger
multicentre prospective studies with extended
follow-up are recommended to validate these
findings and optimize evidence-based management
strategies.
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Limitations

The present study has several limitations. First, it was
conducted at a single tertiary care teaching hospital,
which may limit the generalizability of the findings
to other healthcare settings and populations. Second,
the relatively small sample size of 94 participants
may have reduced the statistical power to detect
associations for less common psychiatric disorders
and substances of abuse. Third, the duration of
follow-up was limited and did not permit evaluation
of long-term relapse rates, sustained abstinence, or
long-term functional outcomes. Fourth, information
regarding substance use was based primarily on
structured interviews and standardized assessment

736

International Journal of Medicine and Public Health, Vol 16, Issue 3, July- September 2026 (www.ijmedph.org)



tools; biochemical confirmation of substance use was
not performed routinely for all participants. Fifth,
variations in treatment adherence, family support,
socioeconomic factors, and psychosocial
interventions may have influenced treatment
outcomes but were not evaluated as independent
predictors. Finally, because this was an observational
study, causal relationships between specific
substance use disorders and treatment outcomes
cannot be established.

Recommendations

Based on the findings of the present study, routine
screening for substance use disorders should be
incorporated into the comprehensive assessment of
all patients with severe mental illness. Integrated

multidisciplinary treatment combining
pharmacotherapy,  psychological interventions,
motivational interviewing, relapse prevention

strategies, family psychoeducation, and de-addiction
services should be considered the standard approach
for managing dual diagnosis. Strengthening
medication adherence through regular follow-up,
patient education, and caregiver involvement is
essential to improve long-term clinical outcomes.
Community-based rehabilitation programmes and
public awareness initiatives should be expanded to
reduce stigma and facilitate early intervention. Future
research should include multicentre prospective
studies with larger sample sizes, longer follow-up
periods, biological confirmation of substance use,
and evaluation of emerging psychoactive substances.
Further studies should also investigate predictive
factors for relapse, the effectiveness of digital mental
health interventions,  personalized treatment
approaches, and cost-effectiveness of integrated
psychiatric and addiction services to improve the
quality of care for individuals with co-occurring
severe mental illness and substance use disorders.
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