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Cognitive behavioral therapy (CBT) is an effective intervention for reducing substance use. However,
because CBT trials have included predominantly White samples caution must be used when generalizing
these effects to Blacks and Hispanics. This meta-analysis compared the impact of CBT in reducing
substance use between studies with a predominantly non-Hispanic White sample (hereafter NHW
studies) and studies with a predominantly Black and/or Hispanic sample (hereafter BH studies). From
322 manuscripts identified in the literature, 16 met criteria for inclusion. Effect sizes between CBT and
comparison group at posttest had similar effects on substance abuse across NHW and BH studies.
However, when comparing pre-posttest effect sizes from groups receiving CBT between NHW and BH
studies, CBT’s impact was significantly stronger in NHW studies. T-test comparisons indicated reduced
retention/engagement in BH studies, albeit failing to reach statistical significance. Results highlight the
need for further research testing CBT’s impact on substance use among Blacks and Hispanics.
Keywords: cognitive behavioral therapy, substance abuse treatment, Blacks, Hispanics, cultural
competence

ate the effect of the intervention when compared with efficacy
trials (Singal, Higgins, & Waljee, 2014). Studies examining the
effectiveness of CBT also have high dropout rates among nonWhite participants and/or do not generate subgroup analyses by
race/ethnicity (Magill & Ray, 2009; Mak, Law, Alvidrez, & PérezStable, 2007; Miranda et al., 2005; Voss Horrell, 2008), making it
difficult to generalize these findings to Black and Hispanic populations (Schmidt, Greenfield, & Mulia, 2006; Voss Horrell, 2008).
Finally, because of ethical considerations, randomized clinical
efficacy and effectiveness trials testing behavioral interventions
rarely compare experimental treatments with no treatment control
groups (“true control”). Instead, these trials tend to compare the
experimental therapy with other existing treatments (“comparison
control”), which complicates meta-analytic procedures for subgroup analysis.
The question about whether CBT is effective for ethnoracial
minorities is complicated by another issue. Studies that do indicate
CBT is effective for ethnoracial minorities have used culturally
adapted approaches (Foster, 2007; Kohn & Oden, 2003; Miranda
et al., 2003, 2006; Organista, Muñoz, & Gonzalez, 1994), such as
conducting the intervention using the client’s ethnic language,
integrating cultural elements into treatment, or using same-race
groups (Sue et al., 2009). Claiming CBT is an effective treatment
for reducing substance use among ethnoracial minorities without
reporting that this finding was based on studies using predominantly White, middle-class, and English-speaking samples or culturally adapted versions of CBT can be misleading (Bernal &
Scharró-del-Río, 2001; Chambless & Hollon, 1998).
With few studies comparing the effect of CBT by race/ethnicity
two questions remain: (a) are standard CBT interventions for
substance use effective for ethnoracial minorities, and (b) if so, are
they equally effective for ethnoracial minority and White populations? The purpose of the current study is to compare the effect of
CBT for substance use between White and Black/Hispanic indi-

There is consistent evidence from clinical trials that cognitive–
behavioral therapy (CBT) is an effective treatment for reducing
substance use (e.g., Barrowclough et al., 2009; Drummond et al.,
2005; Glasner-Edwards et al., 2007; Maude-Griffin et al., 1998;
Morgenstern, Blanchard, Morgan, Labouvie, & Hayaki, 2001).
Two meta-analytic studies also indicate that CBT is efficacious for
treating alcohol and drug use disorders. In the first meta-analysis
(N ⫽ 53), Magill and Ray (2009) provide a broad view of CBT
efficacy for adults diagnosed with alcohol or drug abuse/dependence and found a small overall pooled CBT effect, g ⫽ .14 (95%
confidence interval [CI]: .09 to .19). In the second meta-analysis
(N ⫽ 26), Irvin, Bowers, Dunn, and Wang (1999) found a small
overall effect of relapse prevention interventions for alcohol and
substance use disorders as well as smoking, g ⫽ .28 (95% CI: .79
to 1.35).
Despite the evidence that CBT is an efficacious intervention for
reducing substance use, the majority of participants in these efficacy trials identified as White (e.g., Anton et al., 2005; Brown et
al., 2006; Budney, Moore, Rocha, & Higgins, 2006), leading to
questions about whether these findings can be generalized to
ethnoracial minorities (Griner & Smith, 2006; Sue, Zane, Hall, &
Berger, 2009). In addition, while higher numbers of ethnoracial
minorities have been included in CBT effectiveness trials, these
trials typically take place in the community (as opposed to more
controlled environments) and use less rigorous methods to evalu-
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viduals. Given the existing health disparities between ethnoracial
minority and White individuals, special attention to race/ethnicity
is needed. For instance, despite relatively uniform rates of substance use across racial/ethnic groups (Center for Substance Abuse
Treatment, 1999), Black and Hispanic individuals experience more
substance use-related consequences than other groups (e.g., higher
prevalence of HIV; National Institute on Drug Abuse, 2005,
2012a). Thus, it is important to develop, implement, and evaluate
substance abuse interventions that meet the unique needs of Black
and Hispanic individuals.
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CBT, Substance Abuse, and Cultural Relevance
CBT has been shown to help individuals reduce substance use
by anticipating problems and developing effective coping strategies, examining the positive and negative consequences of using
substances, and identifying situations that may trigger substance
use (National Institute on Drug Abuse, 2012b). The theoretical
framework underlying CBT proposes “that cognitive factors mediate all interactions between the individual, situational demands,
and the person’s attempts to cope effectively” (Center for Substance Abuse Treatment, 1999, p. 69). Therefore, to change behavior, individuals need to alter their beliefs, thoughts, and assumptions about the self and their external environment. With the
help of the therapist, clients learn to recognize their triggering
events, automatic thoughts regarding these events, emotional and
behavioral responses, and in certain situations their underlying
core beliefs. Once clients are able to identify this process, they can
work toward changing their emotions and behavior by altering
their automatic cognitions (Beck, 2011).
Despite the benefits of CBT in reducing a number of mental
health problems, there is concern that traditional CBT approaches
may not account for the unique experiences encountered by marginalized populations (David, 2009; Eamon, 2008). Generally,
counseling approaches have focused on the therapeutic needs of
upper- and middle-class European Americans (Griner & Smith,
2006; Hall, 2001). More specifically, CBT’s approach may “reflect
the values of Western culture, most notably a persistent bias
toward individualism” (Griner & Smith, 2006, p. 532). Given the
limitations of CBT, scholars have argued that substance use among
Black and Hispanic populations should be understood and addressed as a complex social phenomenon (Alegría et al., 2006;
Maher, Dunlap, Johnson, & Hamid, 1996; Small, 2001; Zerai &
Banks, 2002). By focusing solely on individual psychological
factors, the use of a nonculturally adapted form of CBT may ignore
or minimize shared values, stigmatized identities, and contextual
factors (e.g., socioeconomic status, systemic forms of discrimination) contributing to substance use among Black and Hispanic
individuals (Griner & Smith, 2006; McKay et al., 2007; Schmidt et
al., 2006; Windsor & Dunlap, 2010). For example, a Black or a
Hispanic person who experiences anxiety because of the fear of
remaining unemployed may seem to have an irrational belief,
because it is common for Black and Hispanic individuals to be in
the labor market. The inability to find employment may lower their
self-esteem, which in turn may be associated with increased substance use. However, traditional CBT approaches may overlook
how experiences of prejudice and discrimination affect one’s beliefs and behavior, even though studies show disparities between
White and Black or Hispanic individuals in the labor market
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(DeNavas-Walt, Proctor, & Smith, 2011; Maume, 2012). Because
CBT focuses on the individual as an agent for change, it typically
does not address the effect of prejudice and discrimination on
individuals, families, and communities (Schmidt et al., 2006; Voss
Horrell, 2008; Waldron & Turner, 2008). Traditional CBT methods that minimize or ignore realistic environmental factors by
focusing solely on changing cognitions and behaviors may exacerbate ethnoracial minority clients’ psychological distress (Hays &
Iwamasa, 2006).
In addition to the potential clashing of cultural and mainstream
values inherent in many traditional psychotherapy approaches
(Griner & Smith, 2006), the psychological harm associated with
prejudice and discrimination may not be adequately addressed by
traditional approaches, including CBT (David, 2009; Griner &
Smith, 2006; Speight, 2007; Sue et al., 2009). Scholars note that as
a consequence of prejudice and discrimination, Black and Hispanic
individuals may come to accept the negative societal beliefs and
stereotypes about themselves and their group (David, 2009; Speight, 2007; Williams & Williams-Morris, 2000). While many Black
and Hispanic individuals may resist stigmatization, they still must
come to terms with experiencing a social environment that marginalizes ethnoracial minorities. Those who unwittingly internalize
the perceived legitimacy of the larger social structure may come to
believe they are inferior to the dominant group. For example, a
Black or Hispanic person may believe he or she is incompetent
when their performance points otherwise. CBT may be useful in
challenging the irrational beliefs that stem from internalized
stigma if the therapist is aware of how prejudice and discrimination influence the psychosocial functioning of clients. However,
without the inclusion of cultural awareness, the experiences of
historically disadvantaged populations are often misunderstood
and their mental health needs continue unaddressed (David, 2009;
Griner & Smith, 2006; Hall, 2001; Richardson & Molinaro, 1996).
Sociocultural barriers to mental health treatment, such as the
inability to receive treatment from therapists who share the client’s
ethnic background and who speak the same language (Griner &
Smith, 2006), may in fact contribute to early treatment dropout
among ethnoracial minorities (Robinson & Trochim, 2007;
Sheikh, 2006). These sociocultural barriers are important to consider because research shows that treatment engagement and retention predict reduced substance abuse outcomes (Austin & Wagner, 2006; De Leon, 2001). Thus, the claim that CBT is an
effective treatment for ethnoracial populations may be based on
the individuals who remained in treatment, while overlooking
those who dropped out because the interventions were not attuned
to the cultural needs of clients.

Culturally Adapted Interventions
With the challenge of recruiting and retaining ethnoracial populations in mental health treatment and research, scholars recommend that mental health and substance abuse interventions be
tailored to meet the specific needs of ethnoracial populations
(Baquet, Commiskey, Mullins, & Mishra, 2006; Castro & Garfinkle, 2003; Institute of Medicine, 2002; Pinto, Campbell, Hien,
Yu, & Gorroochurn, 2011). Researchers also suggest that CBT be
adapted to address the concerns of ethnoracial minorities (David,
2009; Hinton, Rivera, Hofmann, Barlow, & Otto, 2012; Hodge,
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2011) and lesbian, gay, and bisexual populations (Craig, Austin, &
Alessi, 2013).
As discussed earlier, culturally adapted mental health interventions incorporate the client’s cultural values into the intervention
(Flaskerud & Nyamathi, 2000; Rowe & Grills, 1993) and when
possible match the clinician with the race/ethnicity or native language of the client (Lam & Sue, 2001; Sue et al., 2009). Studies
indicate that Black individuals are more likely to remain in treatment when mental health interventions are congruent with Afrocentric values and beliefs (e.g., Banks, Hogue, Timberlake, &
Liddle, 1998), and that clients of color paired with therapists by
native language and ethnicity are less likely to stop treatment
prematurely (Campbell & Alexander, 2002; Flaskerud, 1986; Sue,
1998). Moreover, two meta-analytic studies indicate that culturally
adapted mental health interventions have an overall positive effect,
and that culturally adapted mental health interventions may be
more effective when these adaptations are specific or targeted to a
particular racial/ethnic group (Benish, Quintana, & Wampold,
2011; Griner & Smith, 2006).
Studies also demonstrate that culturally adapted forms of CBT
(ACBT) are more effective than nonadapted forms of CBT (e.g.,
Kohn & Oden, 2003; Miranda et al., 2003). Miranda et al. (2003)
found that participants in the ACBT group had lower dropout rates
and greater improvement in symptoms and functioning than participants in the nonadapted CBT group. Likewise, Kohn and Oden
(2003) found that the ACBT group produced a greater decrease in
depressive symptoms when compared with demographically
matched African American women receiving nonadapted CBT in
the same clinic. This finding indicates that ACBT worked twice as
well as the nonadapted version. Unfortunately, there are relatively
few studies that directly compare culturally adapted and nonculturally adapted forms of CBT (Sue et al., 2009), and among these
studies the adaptations tend to focus on reducing symptoms of
depression instead of substance use (Kohn & Oden, 2003; Miranda
et al., 2006; Organista et al., 1994). Another critical gap in this
literature is the biased nature of these studies samples because it
relies on Black and Hispanic individuals who are willing to volunteer to participate in these studies. Volunteering to participate
may make this group of Black and Hispanic subjects unrepresentative of the cultural uniqueness of Black and Hispanic populations
that would motivate the need for adaption in the first place (Wolff,
2000). More exploratory research is needed to explore issues of
recruitment, retention, and engagement.
Despite the call for research to further test the effectiveness of
CBT in reducing substance use among Black and Hispanic individuals, there is a lack of randomized clinical CBT trials focusing
on substance use among these populations. Given the serious
health and mental health consequences of substance use and the
empirical and clinical proliferation of CBT treatment for substance
use disorders, the absence of meta-analytic studies comparing
CBT’s effectiveness by race/ethnicity is surprising.
In response to this gap, we conducted a meta-analysis to examine whether CBT approaches were effective in reducing substance
use among Black and Hispanic individuals as compared with their
White counterparts. This study had three aims: (a) to examine the
inclusion of Black and Hispanic populations in studies examining
CBT effectiveness for reducing substance use; (b) to compare
retention and engagement rates in CBT treatment for substance use
between Black and Hispanic (BH) studies and non-Hispanic White

(NHW) studies; and (c) to compare the effectiveness of CBT in
reducing substance use between BH studies and NHW studies.
Based on the existing literature, we hypothesized that CBT, when
compared with existing treatments, will be less effective in BH
studies than NHW studies.

Method
Sample
We followed the recommendations of Johnson and Eagly (2000)
in the selection of articles. These recommendations included: (a)
the use of scientific databases (e.g., Web of Science, PsycINFO,
and Medline) to identify studies examining the impact of CBT on
the reduction of adult substance use (key words: substance, drug,
abuse, dependence, addiction, Cognitive Behavioral Therapy, and
CBT); (b) a search for unpublished articles and dissertations using
ERIC database and the invisible college technique; that is, sending
e-mails to the College on Problems of Drug Dependence and to the
National Hispanic Science Network to request unpublished manuscripts; and (c) the use of the ancestry approach to identify new
articles from the reference lists of articles identified in the search.
The search yielded 322 articles that were subsequently reviewed
by three raters to ensure that these articles met the following
inclusion criteria: (a) studies conducted in the United States; (b)
studies published between 1990 and 2012; (c) samples from the
adult population (those 18 and over); (d) the use of a randomized
and controlled experimental design; (e) the inclusion of at least one
substance use outcome variable; and (f) a sample racial distribution of at least 70% White or 70% Black and/or Hispanic. The
raters independently assessed articles for inclusion and coded them
to increase reliability. A coding tree was developed, and raters met
three times to compare ratings, refine coding, and reach consensus.
The final meta-analytic sample comprised 15 research reports,
describing 16 studies, and contributing 126 effect sizes resulting in
an N ⫽ 3,784 individuals. Four of the 16 studies were published
between 1997 and 2000 and were included in the NHW studies
subgroup. All BH studies were published between 2001 and 2012.
Figure 1 displays the sample selection process, and Table 1 provides demographic information for studies included in the sample.

Variable Extraction and Computation of Effect Sizes
The following data were extracted from each study and
entered into SPSS 19: article type (i.e., peer reviewed, unpublished), year of publication, sample size, sample demographics
(e.g., racial composition, mean age, gender), study type (efficacy vs. effectiveness), rigor of methodology (e.g., types of
measures used, whether clinician training was provided, study
design), intervention description (i.e., length of intervention,
delivery format), and outcome variables (e.g., decrease in substance use, retention). Three independent raters extracted all
data, and disagreements among the raters were discussed until
100% agreement was reached.
Table 2 displays studies’ racial distribution percentages and
outcomes used to calculate effect sizes. Effect sizes were calculated using Hedge’s g; that is, the difference between means
of two groups divided by the pooled SD (Hedges & Olkin,
1985). We used this approach to account for variability in
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Records identified through databases: 318
Records identified through invisible college technique: 4
(n = 318 + 4)
Total = 322
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studies that did not report means and SDs, we calculated effect
sizes based on the t tests and p values reported in these studies
(Lipsey & Wilson, 2000). We measured engagement by the
average percentage of CBT sessions attended and retention by
the percentage of participants who completed the CBT treatment.
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Data Analysis
Records excluded as duplicates
and/or for not meeting study criteria
(e.g. locality, date of publication, population sampled)
(n = 322 - 231)

Full-text articles excluded for not meeting study criteria
(e.g. study design, sample racial distribution, completeness)
(n = 91 - 75)

Studies included in meta-analysis = 16

Figure 1.

Sample selection.

sample size. In addition, Hedges and Olkin suggest pooling the
SDs of the control and experimental groups to improve the
accuracy of the population’s SD, because this approach accounts for the variance in both groups.
To compute individual effect sizes from each study, we
compared: (a) the group receiving CBT (hereafter referred to as
the experimental group) with the group receiving the comparison treatment (e.g., 12 steps, treatment as usual— hereafter
comparison group) for each substance use outcome at each
follow-up point and (b) baseline with post treatment follow-up
differences only for groups receiving CBT (hereafter preposttest comparison). For studies that included more than one
follow-up (e.g., 3, 6, 9, and 12 months), we used the average
effect size (Lipsey & Wilson, 2000). Three studies had to be
excluded from the CBT versus comparison group analysis because these studies assessed the effect of medication or motivationally enhanced treatment in addition to CBT; thus both
comparison and experimental groups received CBT. The comparison group analysis included 4 BH studies and 9 NHW
studies (Figure 2). Six studies were excluded from the preposttest analysis because they did not include sufficient information to calculate the effect size. Therefore the pre-posttest
analysis included 4 BH studies and 6 NHW studies (Figure 3).
For studies that reported multiple substance use outcomes (e.g.,
number of days abstinent and number of negative urine tests),
an aggregate effect size was calculated using the mean of the
Hedges’ g effect size estimate. This reduced the artificial inflation/deflation of effect sizes based on inclusion of multiple
effect sizes from single studies (Lipsey & Wilson, 2000). For

The analysis examined descriptive statistics and compared
substance use effect sizes. Effect size analysis was conducted
using Comprehensive Meta-Analysis software (CMA) and was
weighted by the inverse of its variance to account for sample
size variability. Then, to examine the heterogeneity of effect
sizes, we calculated I2 and Q statistics. To assess and compare
CBT’s effectiveness between White and Black and/or Hispanic
samples, we divided the studies into two subgroups: Studies
that had more than 70% of their sample self-identifying as
White (NHW studies) and studies that had more than 70% of its
sample self-identifying as Black and/or Hispanic (BH studies).
Table 2 displays the sample racial breakdown for each study.
We conducted a subgroup analysis using a mixed effects model
in which we pooled within subgroups with a random effects
model and conducted tests for significant differences between
subgroups with the fixed effects model. A metaregression analysis was conducted in CMA to examine the moderating impact
of race, gender, employment, treatment format (group, individual, both), substance type, sample size, study type (efficacy vs.
effectiveness), number of CBT sessions, and use of intention to
treat analysis on effect size. Finally, a funnel plot was created
to explore the presence of publication bias on the meta-analytic
sample.

Results
Study Characteristics
A total of 16 studies published in peer-reviewed journals
were included in the overall meta-analysis. Despite our efforts
to include unpublished research, we could not identify any work
that met the study’s criteria. Only 37.5% of studies specified the
sample percentages of Black individuals, Hispanic individuals,
or other racial groups, and only four studies included a sample
of 70% Black and/or Hispanic individuals. All studies used a
randomized, controlled design that compared the effectiveness
of CBT with another treatment on at least one substance use
outcome (including alcohol, marijuana, methamphetamine, cocaine, and stimulants). All studies used strong measures (e.g.,
standardized scales, biological markers), provided training to
interventionists, and accounted for pretreatment differences between comparison and experimental groups. Studies used a
combination of statistical analyses (e.g., t tests, analysis of
variance [ANOVA], General Linear Model [GLM], analysis of
covariance [ANCOVA], multivariate analysis of variance
[MANOVA], generalized estimating equation [GEE], Latent
Growth Analysis) to examine the data. Only three studies
reported participants’ income, making it impossible to determine the mean income of the overall sample or to control for
income across studies. Approximately 71% of the sample was
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Table 1
Study Characteristics

All studies
(N ⫽ 16)
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Variable
Date of publication
1997–2000
2001–2012
Studies reporting percentages of
Whites
Blacks
Hispanics
Other races
Sample recruitment setting
Medical setting
Substance use treatment
General population
Intervention format
Group
Individual
Combination
Not reported
Interventionist qualification
Doctoral level
Master level degree
Mixture of professionals
Not reported
Number of CBT sessions offered
3 to 12
13 to 24
25 to 48
Outcome differences between CBT and comparison at baseline
No differences
Differences
Not reported
Demographic and outcome differences between study dropouts and completers
No differences
Differences
Not reported
Study compared outcome across race
Yes
No
Substance use outcome
Cocaine
Marijuana
Alcohol
Alcohol and other drugs
Sample demographics
Sample size (N)
Age
Mean % of sample male
Mean % of sample employed
Mean % of sample married
Mean % of studies racial distribution
White
Black
Hispanic
Other

NHW studies
(N ⫽ 11)

BH studies
(N ⫽ 5)

4
12

4
7

0
5

15
11
9
6

11
7
6
4

4
5
3
2

2
5
9

1
3
7

1
2
2

5
9
1
1

4
6
0
1

1
3
1
0

1
4
8
3

0
3
6
2

1
1
2
1

10
4
2

5
4
2

5
0
0

14
2a
0

9
2
0

5
0
0

13
2
1

4
2
1

5
0
0

3
13

3
8

0
5

3
3
6
4

0
2
6
3

3
1
0
1

3,784
40 (06)
81 (13)
71 (23)
52 (18)

3,272
41 (05)
77 (18)
70 (16)
35 (18)

512
36 (08)
83 (11)
45 (12)
22 (18)

63
33
16
03

81 (08)
09 (04)
09 (05)
03(01)

14
61
29
03

(32)
(35)
(23)
(02)

(08)
(33)
(40)
(04)

Note. NHW ⫽ Non-Hispanic White; BH ⫽ Black/Hispanic; CBT ⫽ cognitive– behavioral therapy.
a
In one study, the CBT group had significantly more substance users at baseline and in the other study there were significantly more White participants
in the CBT group.

employed and 52% were married or in a partnership. Men
comprised the majority of the total sample (81%), with BH
studies having lower representation of women (17%) compared
with NHW studies (23%). Table 1 displays studies’ remaining
demographic information.

Retention and Engagement in CBT and Follow-Up
To examine differences in retention and engagement in CBT
as well as follow-up completion rates between studies with
respect to race (i.e., White vs. Black and/or Hispanic), we
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Table 2
Racial Distributions and Outcomes Used to Calculate Effect Sizes

Study
Anton et al., 1999
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Anton et al., 2005

Brown et al., 2006

Racial
distribution
percentages
Black NR
Hispanic NR
White 86
Other NR
Black 12
Hispanic 01
White 86
Other NR

Black 11
Hispanic 13
White 75
Other NR

Budney et al., 2006

Carroll et al., 2012

Epstein, Hawkins, Covi,
Umbricht, & Preston, 2003

Kennedy, Gross, Whitfield,
Drexler, & Kilts, 2012

Lydecker et al., 2010

Black NR
Hispanic NR
White 96
Other NR
Black 64
Hispanic 12

White 19
Other 5
Black 70
Hispanic NR
White NR
Other NR

Black 100
Hispanic 000
White 000
Other 000
Black NR
Hispanic NR
White 71
Other NR

Project Match 1997 treatment
and after treatment studies

Black 06
Hispanic 12
White 80
Other 01

Study type, group
comparison and results
Effectiveness:
Excluded from
group comparison
because it tested
effect of naltrexone.
Efficacy: Included
CBT ⫹ placebo
versus Motivational
Interviewing ⫹
placebo. Four
groups to evaluate
naltrexone. CBT did
better.
Efficacy: CBT versus
12 steps. CBT had
better long-term
effects, though 12
steps had better
postintervention
effects. On average,
12 steps had a
better overall effect.
Efficacy: CBT versus
abstinence
vouchers. CBT did
better.
Effectiveness: CBT
versus Contingency
Management.
Contingency
Management did
better.
Effectiveness: CBT
versus comparison.
During active
treatment, CBT did
no better than
comparison, but in
6- and 12-month
follow-ups, CBT
showed greater
improvement on
Addiction Severity
Index.
Efficacy: CBT versus
TAU. CBT did
better.
Effectiveness: CBT
versus 12 steps.
CBT did better at
posttest and had
better long-term
effects.
Effectiveness: CBT
versus MET and
CBT versus 12
steps. MET and 12
steps did better.

Black 15
Hispanic 03
White 80
Other 01
Morgenstern et al., 2012

Black 10
Hispanic 13
White 74
Other 03

CBT pre-posttest
comparison

# drinks/drinking day

Follow-up times
from baseline
3 months

Analog craving score

CBT pre-posttest
comparison
CBT versus
comparison group

# drinks/drinking day

3 months

# drinks/drinking day

3 months

CBT pre-posttest
comparison
CBT versus
comparison group

Days abstinentmultiple drugs
Days abstinentmultiple drugs

3, 6, 9, and 12
months
3, 6, 9, and 12
months

CBT pre-posttest
comparison
CBT versus
comparison group
CBT pre-posttest
comparison

Days of marijuana
use in past 30 days
Days of marijuana
use in past 30 days
NA

3, 6, 9, and 12
months
3, 6, 9, and 12
months
NA
3 months

CBT versus
comparison group
CBT versus
comparison group

Days of marijuana
use in past 30 days
% cocaine-negative
urine

3, 6, and 12
months

CBT pre-posttest
comparison
CBT versus
comparison group
CBT pre-posttest
comparison

NA

NA

# participants
abstinent
# days abstinent from
alcohol and other
drugs
# days abstinent from
alcohol and other
drugs
Drinking
consequences
GGT
ASI psychological
consequences
Drinking
consequences
GGT
ASI psychological
consequences
Mean drinks per
week

1 month

CBT versus
comparison group
CBT pre-posttest
comparison

CBT versus
comparison group

Effectiveness:
Excluded from
group comparison
because it tested
effect of naltrexone.

Substance use
outcomes

Effect size comparison

CBT pre-posttest
comparison

3, 6, 9, 12, 15, and
24 months
3, 6, 9, 12, 15, and
24 months
9 and 15 months

9 and 15 months

3 months

(table continues)
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Table 2 (continued)

Study
Oslin et al., 2008

Racial
distribution
percentages
Black NR
Hispanic NR

Study type, group
comparison and results
Efficacy: CBT ⫹
placebo versus
MET ⫹ placebo.
CBT did better.

Effect size comparison
CBT pre-posttest
comparison

CBT versus
comparison group
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White 73

Rowan-Szal, Bartholomew,
Chatham, & Simpson,
2005

Other NR
Black 06
Hispanic 74
White 22
Other NR

Schmitz et al., 2009

Black 71
Hispanic NR
White 14
Other NR

Shoptaw et al., 2005

Black 03
Hispanic 12
White 80
Other 04

Stephens, Roffman, & Curtin,
2000

Black NR
Hispanic NR
White 95
Other NR

Effectiveness: CM
versus CBT. CM
with rewards did
better than all other
groups, though CBT
did better than
comparison when
CM was removed.
Effectiveness:
Excluded from
group comparison
because it tested
effect of naltrexone.
Effectiveness: CBT
versus CM. CBT
did slightly better
on this outcome,
though CBT did
worse on urine
tests.
Efficacy: CBT versus
brief counseling.
There were no
differences between
CBT and
comparison.

CBT versus
comparison group

Substance use
outcomes
# drinking days past
30 days
# heavy days
drinking
# drinks/drinking day
# drinking days past
30 days
# heavy days
drinking
# drinks/drinking day
ASI drug and alcohol

Follow-up times
from baseline
6 months

6 months

15 weeks

CBT pre-posttest
comparison

# heavy drinking
days in past 30
days

3 months

CBT pre-posttest
comparison

# days of
methamphetamine
use in past 30 days
# days of
methamphetamine
use in past 30 days

4, 6, and 12
months

# days substance use
in past 30 days
# days substance use
in past 30 days

4, 7.13, and 16
months
4, 7.13, and 16
months

CBT versus
comparison group

CBT pre-posttest
comparison
CBT versus
comparison group

4, 6, and 12
months

Note. NR ⫽ not reported; CBT ⫽ cognitive– behavioral therapy; NA ⫽ not applicable; TAU ⫽ treatment as usual; MET ⫽ motivational enhancement
therapy; GGT ⫽ gamma-glutamyl transferase; ASI ⫽ addiction severity index; CM ⫽ contingency management.

conducted a t test analysis. The results revealed there was no
significant difference between NHW and BH studies when it
came to retention, engagement, and follow-up. Table 3 displays
the t-test results.

baseline, study type, treatment format, substance type, sample
size, number of CBT sessions, and use of intent to treat analysis. Visual inspection of funnel plot of SEs by Hedges’ g
indicated that publication bias was not a concern in this sample.

Substance Use Overall and Subgroup Effects in CBT
Versus Comparison Group Analysis

Substance Use Overall and Subgroup Effects for CBT
Pre-Posttest Comparison

We included a total of 13 studies in this analysis (Table 3).
The overall effect size of CBT versus comparison groups on
substance use outcomes was weak and failed to reach statistical
significance (g ⬍ .01; 95% CI: ⫺.09 to .10; p ⫽ .95). These
studies had low heterogeneity (I2 ⫽ .00). The mean effect size
for BH studies was weak and failed to reach statistical significance (g ⫽ .03; 95% CI: ⫺.25 to .31; p ⫽ .83). These studies
had low heterogeneity (I2 ⫽ 17.28). The mean effect size for
NHW studies was weak and failed to reach statistical significance (g ⬍ ⫺.01; 95% CI: ⫺.10 to .10; p ⫽ .98). These studies
had low heterogeneity (I2 ⫽ 0.00). The differential effect size
yielded a g ⫽ .02 (Q ⫽ .044; p ⫽ .83), indicating there was
no significant difference in effect sizes between BH and
NHW studies in the CBT versus comparison group analysis
(Figure 2).
Fixed effects metaregression analysis failed to identify significant effects with respect to race, gender, employment at

The overall effect size of CBT on substance use outcomes
had moderate heterogeneity (I2 ⫽ 56.18) and was very strong,
g ⫽ 1.19 (95% CI: 1.05 to 1.33; p ⫽ .00). The mean effect size
for the BH studies was strong (g ⫽ .86) and had low heterogeneity (95% CI: .62 to 1.10; p ⬍ .001; I2 ⫽ 0.00). The mean
effect size for NHW studies was very strong and moderately
heterogeneous with g ⫽ 1.36 (95% CI: 1.19 to 1.53; p ⬍ .001;
I2 ⫽ 42.12). The differential effect size using a random effects
analysis yielded a g ⫽ .50 (Q ⫽ 11.04; p ⬍ .001), which
indicates NHW studies had a significantly higher effect size
than BH studies in the pre-posttest comparison (Figure 3).
Random effects metaregression analysis did not reveal significant effects with respect to treatment format, gender, type of
substance, study type, number of CBT sessions, and use of
intent to treat analysis on effect size. However, race (slope:
⫺0.49; 95% CI: ⫺.79 to ⫺.20; p ⬍ .001), employment at
baseline (slope: ⫺0.01; 95% CI: .01 to ⫺.02; p ⬍ .001), sample
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G r oup b y
S am p l eR ace

S t ud y nam e

S t a t i s t i cs for e ac h s t ud y

BH Studies

Carroll 2012

-0.273

-0.768

0.223

-1.079

0.281

BH Studies

Epstein 2003

0.040

-0.359

0.439

0.197

0.844

H ed g es ' s Lower
limit
g
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H ed g es ' s g and 95% C I

U p p er
l i m i t Z -V al ue p -V al ue

BH Studies

Kennedy 2012

0.337

-0.515

1.189

0.775

0.438

BH Studies

Rowan-Szal 2005

0.612

-0.265

1.488

1.368

0.171
0.828

B H S t ud i e s
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0.031

-0.246

0.308

0.217

NHW Studies

Anton 2005

0.086

-0.343

0.515

0.393

0.694

NHW Studies

Brown 2006

-0.046

-0.526

0.434

-0.187

0.851

NHW Studies

Budney 2006

0.207

-0.294

0.708

0.811

0.418

NHW Studies

Lydecker 2010

0.025

-0.310

0.361

0.147

0.883

NHW Studies

Match 1997A

-0.021

-0.238

0.196

-0.191

0.849

NHW Studies

Match 1997B

-0.116

-0.302

0.071

-1.216

0.224

NHW Studies

Oslin 2008

0.349

-0.088

0.787

1.566

0.117

NHW Studies

Shoptaw 2005

0.047

-0.382

0.476

0.216

0.829

NHW Studies

Stephens 2000

0.025

-0.266

0.316

0.167

0.867

N H W S t ud i e s

-0.001

-0.103

0.102

-0.017

0.987

O v e r al l

0.003

-0.093

0.099

0.060

0.952
-2.00

-1.00

0.00

1.00

2.00

Favours Comparison Favours CBT

F ix e d E ffe c ts Mo de l

Figure 2.

High resolution plot for CBT versus comparison group analysis.

size (slope: .002; 95% CI: .00 to –.00; p ⬍ .001), and study type
(slope: ⫺1.15; 95% CI: ⫺1.39 to ⫺.92; p ⬍ .001) were significantly associated with effect size. Visual inspection of the
random effects funnel plot of SEs by Hedges’ g indicated that
publication bias is not a concern in this sample.

ing substance use between BH and NHW studies. Overall, the
results suggest that few studies (a) compared the effects of CBT
across racial groups and (b) included a Black and/or Hispanic
majority sample. This is a critical finding that highlights the lack
of representativeness of the Black and Hispanic samples included
in these studies and the need for increased engagement and retention of Black and Hispanic samples in research.
This meta-analysis failed to support our hypothesis that CBT,
when compared with existing treatments, will be less effective in
BH studies than NHW studies. While the comparison group analysis failed to identify significant differences in effect sizes between BH and NHW studies, we found preliminary evidence that

Discussion
The goal of this study was to (a) examine the inclusion of Black
and Hispanic populations in studies examining CBT effectiveness
for reducing substance use; (b) compare retention and engagement
rates in CBT treatment for substance use between BH studies and
NHW studies; and (c) compare the effectiveness of CBT in reduc-

Group by
Samplerace

Studyname

BH Studies
BH Studies
BH Studies
BH Studies
Studies
es
BH Stud
NHW Studies
NHW Studies
NHW Studies
NHW Studies
NHWStudies
NHW
Studies
NHW Studies
NHW Studies
Overall

Schmitz 2009
Rowan-Szal 2005
Epstein 2005
Carroll 2012

Hedges's g and 95% CI

Statistics for each study
Hedges's
g

Anton 1999
Anton 2005
Budney 2006
Shoptaw 2005
Morgenstern 2012
Stephens

Lower
limit

0.682
0.973
0.741
0.827
0.861
0
86
1.307
1.507
1.184
1.026
1 088
1.088
1.693
1.357
1.190

-0.238
0.629
0.313
0.203
0.623
0
63
0.925
1.020
0.642
0.564
0 665
0.665
1.376
1.187
1.051

Upper
limit
1.602
1.318
1.170
1.451
1.099
099
1.690
1.994
1.727
1.489
1 512
1.512
2.011
1.527
1.328

Z-Value p-Value
1.452
5.541
3.388
2.598
7.083
083
6.694
6.066
4.278
4.352
5 034
5.034
10.454
15.647
16.852

0.146
0.000
0.001
0.009
0.000
0
000
0.000
0.000
0.000
0.000
0 000
0.000
0.000
0.000
0.000
-2.00

-1.00

Favors Pretest

Fixed Effects Model

Figure 3.

High resolution plot for pre-posttest analysis.

0.00

1.00

Favors Posttest

2.00
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Table 3
Retention, Engagement, and Follow-Up Completion Comparisons
M (SD)
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N
Studies with predominantly White sample
Studies with predominantly Black and Hispanic sample
p

NHW studies had a significantly higher effect size than BH studies
in the pre-posttest comparison. This result suggests that researchers and treatment providers should continue to question whether
nonculturally adapted forms of CBT are as effective in reducing
substance use among Black and Hispanic individuals compared
with White individuals until more research examining CBT’s
effectiveness among ethnically and racially diverse samples is
available.

Substance Use Effects in CBT Versus Comparison
Group Analysis
Overall analysis results (that is, NHW and BH studies together)
suggest CBT is an effective intervention for reducing substance
use. These findings are consistent with existing literature, although
we found a smaller effect of CBT on substance use outcomes (g ⫽
.01; 95% CI: ⫺.09 to .12) compared with Magill and Ray (2009)
(g ⫽ .14; 95% CI: .09 to .1) and Irvin et al. (1999) (g ⫽ .28; 95%
CI: .79 to 1.35). Moreover, findings indicated no significant CBT
effect size difference comparing substance use outcomes in BH
and NHW studies. The absence of significant differences between
the effect sizes in BH and NHW studies within the posttest
comparison analysis suggests that CBT worked as well as comparison treatments by approximately the same amount in both BH
and NHW studies. It is important to consider, however, that the
majority of studies included in the current meta-analysis relied on
comparison treatment controls as opposed to true controls. Because it is unknown whether these comparison treatments (contingency management, 12-step, motivationally enhanced therapy,
psychoeducation, treatment-as-usual, methadone maintenance, and
abstinence vouchers) work equally well for NHW and BH individuals, the current findings may not be replicated if the sample
included studies that compared CBT with a true control. Some of
the comparison group treatments in the current study included
components of CBT (e.g., psychoeducation, motivational techniques, contingency management), making it harder to assess the
true effect of CBT on the experimental group. Moreover, people
who volunteer to participate in studies are often motivated toward
the outcomes of the study (Wolff, 2000; in this case, reduced
substance use). This motivation may create a homogenization
across non-Hispanic White, Black, and Hispanic participants,
hence predicting the lack of difference between NHW and BH
studies. More research is needed to examine recruitment differences (including motivations to participate) between non-Hispanic
Whites, Blacks, and Hispanics. Finally, it is likely that the staff
mix in BH studies reflected the client group characteristics, result-

Engagement

Retention

Follow-up
completion

16
75.4 (11.30)
71.2 (27.12)
.33

14
71.8 (17.29)
58.5 (26.28)
.14

12
87.2 (6.10)
83.0 (13.5)
.23

ing in an unintended cultural adaptation of CBT. Thus, the findings
presented here must be considered with caution.

Substance Use Effects for CBT Pre-Posttest
Comparison
At pre-posttest comparison, the impact of CBT in reducing
substance use among BH studies was strong, indicating that Black
and Hispanic individuals in these studies’ samples benefited from
traditional CBT. However, results from the pre-posttest comparison analysis indicated that CBT was significantly less effective in
reducing substance use in BH studies than in NHW studies. This
finding provides some support for our hypothesis. Without the use
of comparison or true control groups, we cannot discern whether
the difference in effect sizes between BH and NHW studies in the
pre-posttest comparison results was because of CBT or another
unknown variable. Thus, these findings must be interpreted with
caution. Further research must be conducted to specifically examine the moderating impact of race in non-culturally adapted evidence based substance abuse treatment.

Retention and Engagement in CBT and Follow-Up
Results from the t test comparison analysis to assess differences
in retention, engagement, and follow-up completion rates revealed
that BH studies had lower percentages on all measures when
compared with NHW studies. However, our retention and engagement analysis failed to reach statistical significance; perhaps because of the low power to detect difference among the small
sample of studies. Our literature search only identified a few
studies that were able to engage and retain ethnoracial participants
in randomized clinical trials. This finding was consistent with
existing literature (Alvidrez, Azocar, & Miranda, 1996; Austin &
Wagner, 2006; Cooper, MacMaster, & Rasch, 2010; Mancino et
al., 2010; Suinn, 2003; Voss Horrell, 2008). Likewise, the limited
inclusion of women in clinical trials is alarming. Studies indicate
that women face multiple barriers when accessing substance use
treatment (Green, 2006). Possible explanations for the underrepresentation of ethnoracial minorities and women include lack of
transportation or child care, distrust of clinical research initiatives,
fear and shame, the belief that they can recover without help, and
the lack of knowledge about available services (Caetano, 2003;
Esser-Stuart & Lyons, 2002; Fuller et al., 2004; Longshore, 1999;
Pinto, McKay, Wilson, et al., 2007).
Lower retention rates among Black and Hispanic individuals
may suggest a conflict between the cultural views of Black or
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Hispanic populations and the theoretical framework of CBT as
discussed in the literature review (David, 2009; Frank & Frank,
1993; Pinto, McKay, Baptiste, et al., 2007; Schmidt et al.,
2006). Ignoring the unique context and experiences of historically disadvantaged populations may increase traditional CBT
treatment dropout rates, since treatment engagement and retention are frequently linked with successful substance use outcomes (De Weert-van Oene, Schippers, De Jong, & Schrijvers,
2001; Simpson, Joe, Rowan-Szal, & Greener, 1995), low engagement and retention rates could contribute to health disparities between Black and Hispanic and White individuals (David,
2009; Hall, 2001; Richardson & Molinaro, 1996). The inclusion
of a relevant cultural context within the framework of CBT may
help to explain the thoughts, emotions, and behaviors of ethnoracial minority participants and therefore improve retention
and increase CBT’s effectiveness with Black and Hispanic
individuals (Frank & Frank, 1993). It will also be important for
future research to develop and test new culturally grounded
interventions and culturally adapted versions of widely used
substance abuse treatments, including contingency management, motivationally enhanced therapy, and CBT.
Higher dropout rates among ethnoracial minorities could potentially explain the lack of difference between comparison group
effect sizes in BH and NHW studies. Those who find CBT and
other/comparison treatments incompatible relative to their sociocultural experiences may dropout, leaving only the ethnoracial
participants who, for unknown reasons (e.g., education level, socioeconomic status, trauma history), yielded positive results.
Moreover, scholars have reported that ethnoracial minority individuals performed as well or better than White individuals on
substance use outcomes at posttreatment (Morgenstern & Bux,
2003; Tonigan, 2003). The current findings were consistent with
this literature since the CBT versus comparison analysis indicated
that CBT, when compared with other treatments, was equally
effective in NHW and BH studies. However, given the limitations
of these studies, the lack of meta-analyses examining the impact of
CBT among ethnoracial minorities, and the methodological limitations of the current meta-analysis (e.g., sampling), it will be
important to interpret these results with caution.

Analysis of Moderating Variables
A metaregression analysis was conducted at CBT versus comparison analysis and at pre-posttest comparison analysis to examine the
moderating impact of race, gender, employment, treatment format
(group, individual, both), substance type, sample size, number of CBT
sessions, type of study (efficacy vs. effectiveness) and use of
intention-to-treat analysis on overall effect size. While we did not find
a significant moderating relationship in the CBT versus comparison
analysis, we found that studies with higher numbers of White individuals, efficacy studies, and studies with a larger sample size had
significantly larger effect sizes.
Surprisingly, studies with larger percentages of unemployed individuals were significantly associated with a larger effect size. We
intended to control for socioeconomic status, but studies did not report
this information, so we used employment as a proxy instead. Research
shows that unemployed individuals have higher levels of substance
abuse than those who are employed (Henkel, 2011). Thus, the effect
of CBT on substance use outcomes may have been larger among
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those who were unemployed because their substance use may have
been more severe than those who were employed. There is also
evidence that individuals who are unemployed are more likely to
engage in treatment than those who are employed (Mertens & Weisner, 2006). This may explain the increased reduction in substance use
among those who were unemployed, though more research in this
area is needed to better understand the relationship between unemployment and substance abuse treatment.
Surprisingly, we did not find a moderating effect of gender on
substance use outcomes in the comparison and pre-posttest analysis.
Gender is important to consider when examining effectiveness of
CBT because research suggests that women are more likely to complete and benefit from treatment than their male counterparts (Green,
2006). This may be because of the low number of females included in
the studies that we examined, especially among the BH studies. More
research is needed to examine the intersection of gender and race/
ethnicity as moderating variables on the impact of traditional CBT on
substance use.

Limitations
This study had a number of limitations. First, only a few studies
met the inclusion criteria, and none of them provided analysis specific
to Black or Hispanic individuals. Despite our effort to separate studies
with a predominantly White sample from studies with a predominantly Black and/or Hispanic sample, all studies included White
participants making it difficult to separate treatment effect by racial
group. Thus, our findings should be interpreted with caution and be
considered preliminary at best.
Because of the limited number of studies it was not possible to
analyze the effect of CBT in reducing use of particular substances.
Studies included a variety of follow-up points (e.g., 3 months, 12
months’ post baseline). When conducting a meta-analysis, one may
select a fixed amount of time as follow-up (e.g., outcomes reported at
3 months’ post baseline) or average the effect size for all follow-ups
(Lipsey & Wilson, 2000). Because studies had a variety of lengths of
intervention, we decided to average the follow-up effect sizes. However, this approach may fail to reflect an effect size that is apparent
with a short follow-up, but not a longer follow-up.
Comparison group analysis assumes that CBT and comparison
group outcomes were the same at baseline even though one of the
studies included in the analysis (Shoptaw et al., 2005) revealed that
the CBT group had significantly higher rates of substance use at
pretest (Table 1). The pre-posttest comparison analysis lacks a comparison or true control group, making it impossible to know whether
the change was because of participation in CBT or other variables,
such as the passage of time.
The lack of generalizability of the studies selected for Black and
Hispanic individuals is another significant limitation of this metaanalysis. Only 5 of the 16 studies included a predominantly Black or
Hispanic sample, and these studies had sample sizes ranging from 44
to193. Thus, the results cannot be generalized beyond the studies
included in the analysis.

Conclusion and Recommendations for Future
Research and Practice
Findings indicate that CBT was a useful intervention for reducing substance use among White and Black and Hispanic individ-
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uals who volunteered to participate in the clinical trials. However,
the impact on BH studies was moderate, indicating room for
improvement. Our findings suggest that more research is needed to
assess the effect of CBT on reducing substance use among Blacks
and Hispanic individuals. Future research should explore whether
adapting culturally sensitive CBT approaches could enhance the
effectiveness of substance abuse treatment among Black and Hispanic individuals. Previous research highlighting the perspective
of community members (Pinto, 2009) shows the importance of
integrating the worldviews of ethnoracial minorities in the development of culturally congruent health-related interventions (Dunlap, Golub, & Johnson, 2006; Schmidt et al., 2006; Windsor &
Dunlap, 2010). Understanding clients’ needs, worldviews,
strengths, as well as challenges can inform the development of
interventions that are meaningful to participants and therefore
improve recruitment and retention (Dunlap et al., 2006). Last,
future research should systematically compare the effects of culturally adapted CBT models with traditional CBT methods on
substance use treatment outcomes.

References
Alegría, M., Page, J. B., Hansen, H., Cauce, A. M., Robles, R., Blanco, C.,
. . . Berry, P. (2006). Improving drug treatment services for Hispanics:
Research gaps and scientific opportunities. Drug and Alcohol Dependence, 84, S76 –S84. doi:10.1016/j.drugalcdep.2006.05.009
Alvidrez, J., Azocar, F., & Miranda, J. (1996). Demystifying the concept of
ethnicity for psychotherapy researchers. Journal of Consulting and Clinical Psychology, 64, 903–908. doi:10.1037/0022-006X.64.5.903
Anton, R. F., Moak, D. H., Latham, P., Waid, L. R., Myrick, H., Voronin,
K., . . . Woolson, R. (2005). Naltrexone combined with either cognitive
behavioral or motivational enhancement therapy for alcohol dependence.
Journal of Clinical Psychopharmacology, 25, 349 –357. doi:10.1097/01
.jcp.0000172071.81258.04
Anton, R. F., Moak, D. H., Waid, L. R., Latham, P. K., Malcolm, R. J., &
Dias, J. K. (1999). Naltrexone and cognitive behavioral therapy for the
treatment of outpatient alcoholics: Results of a placebo-controlled trial.
The American Journal of Psychiatry, 156, 1758 –1764. Retrieved from
http://ajp.psychiatryonline.org/article.aspx?articleid⫽173791
Austin, A., & Wagner, E. F. (2006). Correlates of treatment retention
among multi-ethnic youth with substance use problems: Initial examination of ethnic group differences. Journal of Child & Adolescent
Substance Abuse, 15, 105–128. doi:10.1300/J029v15n03_07
Banks, R., Hogue, A., Timberlake, T., & Liddle, H. (1996). An Afrocentric
approach to group social skills training with inner-city African American
adolescents. Journal of Negro Education, 65, 414 – 423. doi:10.2307/
2967144
Baquet, C. R., Commiskey, P., Mullins, C. D., & Mishra, S. I. (2006).
Recruitment and participation in clinical trials: Socio-demographic, rural/urban, and health care access predictors. Cancer Detection & Prevention, 30, 24 –33. doi:10.1016/j.cdp.2005.12.001
Barrowclough, C., Haddock, G., Beardmore, R., Conrod, P., Craig, T.,
Davies, L., . . . Wykes, T. (2009). Evaluating integrated MI and CBT for
people with psychosis and substance misuse: Recruitment, retention and
sample characteristics of the MIDAS trial. Addictive Behaviors, 34,
859 – 866. doi:10.1016/j.addbeh.2009.03.007
Beck, J. S. (2011). Cognitive therapy: Basics and beyond (2nd ed.). New
York, NY: Guilford Press.
Benish, S. G., Quintana, S., & Wampold, B. E. (2011). Culturally adapted
psychotherapy and the legitimacy of myth: A direct-comparison metaanalysis. Journal of Counseling Psychology, 58, 279 –289. doi:10.1037/
a0023626

Bernal, G., & Scharró-del-Río, M. R. (2001). Are empirically supported
treatments valid for ethnic minorities? Toward an alternative approach
for treatment research. Cultural Diversity and Ethnic Minority Psychology, 7, 328 –342. doi:10.1037/1099-9809.7.4.328
Brown, S. A., Glasner-Edwards, S. V., Tate, S. R., McQuaid, J. R.,
Chalekian, J., & Granholm, E. (2006). Integrated cognitive behavioral
therapy versus twelve-step facilitation therapy for substance-dependent
adults with depressive disorders. Journal of Psychoactive Drugs, 38,
449 – 460. doi:10.1080/02791072.2006.10400584
Budney, A. J., Moore, B. A., Rocha, H. L., & Higgins, S. T. (2006).
Clinical trial of abstinence-based vouchers and cognitive-behavioral
therapy for cannabis dependence. Journal of Consulting and Clinical
Psychology, 74, 307–316. doi:10.1037/0022-006X.74.2.307
Caetano, R. (2003). Alcohol related health disparities and treatment- related epidemiological findings among Whites, Blacks, and Hispanics in
the United States. Alcoholism: Clinical and Experimental Research, 27,
1337–1339. doi:10.1097/01.ALC.0000080342.05229.86
Campbell, C. I., & Alexander, J. A. (2002). Culturally competent treatment
practices and ancillary service use in outpatient substance abuse treatment. Journal of Substance Abuse Treatment, 22, 109 –119. doi:10.1016/
S0740-5472(02)00221-0
Carroll, K. M., Nich, C., Lapaglia, D. M., Peters, E. N., Easton, C. J., &
Petry, N. M. (2012). Combining cognitive behavioral therapy and contingency management to enhance their effects in treating cannabis dependence: Less can be more, more or less. Addiction, 107, 1650 –1659.
doi:10.1111/j.1360-0443.2012.03877.x
Castro, F. G., & Garfinkle, J. (2003). Critical issues in the development of
culturally relevant substance abuse treatments for specific minority
groups. Alcoholism: Clinical and Experimental Research, 27, 1381–
1388. doi:10.1097/01.ALC.0000080207.99057.03
Center for Substance Abuse Treatment. (1999). Brief Cognitive–
Behavioral Therapy. In Brief interventions and brief therapies for substance abuse (pp. 51–77). Rockville, MD: Substance Abuse and Mental
Health Services Administration. Retrieved from http://www.ncbi.nlm
.nih.gov/books/NBK64948/
Chambless, D. L., & Hollon, S. D. (1998). Defining empirically supported
therapies. Journal of Consulting and Clinical Psychology, 66, 7–18.
doi:10.1037/0022-006X.66.1.7
Cooper, R. L., MacMaster, S., & Rasch, R. (2010). Racial differences in
retention in residential substance abuse treatment: The impact on African American men. Research on Social Work Practice, 20, 183–190.
doi:10.1177/1049731509338936
Craig, S. C., Austin, A., & Alessi, E. (2013). Gay affirmative cognitive
behavioral therapy for sexual minority youth: A clinical adaptation.
Clinical Social Work Journal, 41, 258 –266. doi:10.1007/s10615-0120427-9
David, E. (2009). Internalized oppression, psychopathology, and cognitivebehavioral therapy among historically oppressed groups. Journal of
Psychological Practice, 15, 71–103.
De Leon, G. (2001). A commentary on “Retention in substance dependence
treatment: The relevance of in-treatment factors.” Journal of Substance
Abuse Treatment, 20, 263–264. doi:10.1016/S0740-5472(01)00172-6
DeNavas-Walt, C., Proctor, B. D., & Smith, J. C. (2011). Income, poverty
and health insurance coverage in 2010: U.S. Census Bureau. Retrieved
from http://www.census.gov/prod/2011pubs/p60-239.pdf
De Weert-van Oene, G. H., Schippers, G. M., De Jong, C. A. J., &
Schrijvers, G. J. P. (2001). Retention in substance dependence treatment:
The relevance of in-treatment factors. Journal of Substance Abuse Treatment, 20, 253–261. doi:10.1016/S0740-5472(01)00160-X
Drummond, C., Kouimtsidis, C., Reynolds, M., Russell, I., Godfrey, C.,
McCusker, M., . . . Porter, S. (2005). The effectiveness and cost
effectiveness of cognitive behaviour therapy for opiate misusers in
methadone maintenance treatment: A multicentre, randomised, controlled trial. Drugs: Education, Prevention & Policy, 12, 69 –76. Re-

This document is copyrighted by the American Psychological Association or one of its allied publishers.
This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.

CBT & SUBSTANCE USE AMONG MINORITIES
trieved from http://ovidsp.ovid.com.proxy.libraries.rutgers.edu/
ovidweb.cgi?T⫽JS&CSC⫽Y&NEWS⫽N&PAGE⫽fulltext&D⫽
psyc5&AN⫽2006-07336-004
Dunlap, E., Golub, A., & Johnson, B. D. (2006). The severely-distressed
African American family in the crack era: Empowerment is not enough.
Journal of Sociology and Social Welfare, 33, 115–139. Retrieved from
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2565489/?tool⫽pmcentr
ez&report⫽abstract
Eamon, M. K. (2008). Empowering vulnerable populations: Cognitivebehavioral interventions. Chicago, IL: Lyceum Books.
Epstein, D. H., Hawkins, W. E., Covi, L., Umbricht, A., & Preston, K. L.
(2003). Cognitive– behavioral therapy plus contingency management for
cocaine use: Findings during treatment and across 12-month follow-up.
Psychology of Addictive Behaviors, 17, 73– 82. doi:10.1037/0893-164X
.17.1.73
Esser-Stuart, J. E., & Lyons, M. A. (2002). Barriers and influences in
seeking health care among lower income minority women. Social Work
in Health Care, 35, 85–99. doi:10.1300/J010v35n03_06
Flaskerud, J. H. (1986). The effects of culture compatible intervention on
the utilization of mental health services by minority clients. Community
Mental Health Journal, 22, 127–141. doi:10.1007/BF00754551
Flaskerud, J. H., & Nyamathi, A. M. (2000). Attaining gender and ethnic
diversity in health intervention research: Cultural responsiveness versus
resource provision. Advances in Nursing Science, 22, 1–15. Retrieved
from http://www.ncbi.nlm.nih.gov/pubmed/10852665. doi:10.1097/
00012272-200006000-00002
Foster, R. P. (2007). Treating depression in vulnerable urban women: A
feasibility study of clinical outcomes in community service settings.
American Journal of Orthopsychiatry, 77, 443– 453. doi:10.1037/00029432.77.3.443
Frank, J. D., & Frank, J. B. (1993). Persuasion and healing: A comparative
study of psychotherapy. Baltimore, MD: Johns Hopkins University.
doi:10.2307/2091597
Fuller, C. M., Galea, S., Blaney, S., Ompad, D. C., Deren, S., Jarlais Des,
D., & Vlahov, D. (2004). Explaining the relationship between race/
ethnicity and pharmacy purchased syringes among injection drug users
in New York City. Ethnicity & Disease, 14, 589 –596. Retrieved from
http://www.ncbi.nlm.nih.gov/pubmed/15724781
Glasner-Edwards, S., Tate, S. R., McQuaid, J. R., Cummins, K., Granholm,
E., & Brown, S. A. (2007). Mechanisms of action in integrated
cognitive– behavioral treatment versus twelve-step facilitation for
substance-dependent adults with comorbid major depression. Journal of
Studies on Alcohol and Drugs, 68, 663– 672. Retrieved from http://www
.ncbi.nlm.nih.gov/pubmed/17690799
Green, C. A. (2006). Gender and use of substance abuse treatment services.
Alcohol Research & Health, 29, 55– 62. Retrieved from http://www
.ncbi.nlm.nih.gov/pubmed/16767855
Griner, D., & Smith, T. B. (2006). Culturally adapted mental health
intervention: A meta-analytic review. Psychotherapy: Theory, Research,
Practice, Training, 43, 531–548. doi:10.1037/0033-3204.43.4.531
Hall, G. C. N. (2001). Psychotherapy research with ethnic minorities:
Empirical, ethical, and conceptual issues. Journal of Consulting and
Clinical Psychology, 69, 502–510. doi:10.1037/0022-006X.69.3.502
Hays, P. A., & Iwamasa, G. Y. (2006). Culturally responsive cognitivebehavioral therapy: Assessment, practice, and supervision. Washington,
DC: American Psychological Association.
Hedges, L., & Olkin, I. (1985). Statistical methods for meta-analysis.
Orlando, FL: Academic.
Henkel, D. (2011). Unemployment and substance use: A review of the
literature (1990 –2010). Current Drug Abuse Reviews, 4, 4 –27. Retrieved from http://www.ncbi.nlm.nih.gov/pubmed/21466502. doi:
10.2174/1874473711104010004
Hinton, D. E., Rivera, E. I., Hofmann, S. G., Barlow, D. H., & Otto, M. W.
(2012). Adapting CBT for traumatized refugees and ethnic minority

311

patients: Examples from culturally adapted CBT (CA-CBT). Transcultural Psychiatry, 49, 340 –365. doi:10.1177/1363461512441595
Hodge, D. R. (2011). Alcohol treatment and cognitive-behavioral therapy:
Enhancing effectiveness by incorporating spirituality and religion. Social Work, 56, 21–31. doi:10.1093/sw/56.1.21
Institute of Medicine. (2002). Unequal treatment: Confronting racial and
ethnic disparities in health care. Washington, DC: National Academy.
Irvin, J. E., Bowers, C. A., Dunn, M. E., & Wang, M. C. (1999). Efficacy
of relapse prevention: A meta-analytic review. Journal of Consulting
and Clinical Psychology, 67, 563–570. doi:10.1037/0022-006X.67.4
.563
Johnson, B., & Eagly, A. (2000). Quantitative synthesis of social psychological research. In H. Reis, & C. Judd (Ed.), Handbook of research
methods in social and personality psychology (pp. 496 –528). London,
England: Cambridge University.
Kennedy, A. P., Gross, R. E., Whitfield, N., Drexler, K. P. G., & Kilts,
C. D. (2012). A controlled trial of the adjunct use of D-cycloserine to
facilitate cognitive behavioral therapy outcomes in a cocaine-dependent
population. Addictive Behaviors, 37, 900 –907. doi:10.1016/j.addbeh
.2012.03.008
Kohn, L. P., & Oden, T. (2002). Adapted cognitive behavioral group
therapy for depressed low-income African American women. Community Mental Health Journal, 38, 497–504. doi:10.1023/A:
1020884202677
Lam, A. G., & Sue, S. (2001). Client diversity. Psychotherapy: Theory,
Research, Practice Training, 38, 479 – 486. doi:10.1037/0033-3204.38
.4.479
Lipsey, M. W., & Wilson, D. B. (2000). Practical meta-analysis. Thousand
Oaks, CA: Sage.
Longshore, D. (1999). Help seeking by African American drug users: A
prospective analysis. Addictive Behaviors, 24, 683– 686.
Lydecker, K. P., Tate, S. R., Cummins, K. M., McQuaid, J., Granholm, E.,
& Brown, S. A. (2010). Clinical outcomes of an integrated treatment for
depression and substance use disorders. Psychology of Addictive Behaviors, 24, 453– 465. Retrieved from http://ovidsp.ovid.com.proxy
.libraries.rutgers.edu/ovidweb.cgi?T⫽JS&CSC⫽Y&NEWS⫽N&PAGE⫽
fulltext&D⫽psyc&AN⫽2010-19026-011. doi:10.1037/a0019943
Magill, M., & Ray, L. A. (2009). Cognitive-behavioral treatment with adult
alcohol and illicit drug users: A meta-analysis of randomized controlled
trials. Journal of Studies on Alcohol and Drugs, 70, 516 –527. Retrieved
from http://ovidsp.ovid.com.proxy.libraries.rutgers.edu/ovidweb
.cgi?T⫽JS&CSC⫽Y&NEWS⫽N&PAGE⫽fulltext&D⫽psyc&AN⫽
2009-09219-004
Maher, L., Dunlap, E. D. Johnson, B., & Hamid, A. (1996). Gender, power,
and alternative living arrangements in the inner-city crack culture. Journal of Research in Crime and Delinquency, 33, 181–205. doi:10.1177/
0022427896033002002
Mak, W. W. S., Law, R. W., Alvidrez, J., & Pérez-Stable, E. J. (2007).
Gender and ethnic diversity in NIMH-funded clinical trials: Review of a
decade of published research. Administration and Policy in Mental
Health Services Research, 34, 497–503. doi:10.1007/s10488-0070133-z
Mancino, M., Curran, G., Han, X., Allee, E., Humphreys, K., & Booth,
B. M. (2010). Predictors of attrition from a national sample of methadone maintenance patients. The American Journal of Drug & Alcohol
Abuse, 36, 155–160. doi:10.3109/00952991003736389
Maude-Griffin, P. M., Hohenstein, J. M., Humfleet, G. L., Reilly, P. M.,
Tusel, D. J., & Hall, S. M. (1998). Superior efficacy of cognitivebehavioral therapy for urban crack cocaine abusers: Main and matching
effects. Journal of Consulting and Clinical Psychology, 66, 832– 837.
doi:10.1037/0022-006X.66.5.832
Maume, D. (2012). Minorities in management. Annals of the American
Academy of Political and Social Science, 639, 198 –216. doi:10.1177/
0002716211420230

This document is copyrighted by the American Psychological Association or one of its allied publishers.
This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.

312

WINDSOR, JEMAL, AND ALESSI

McKay, M., Hibbert, R., Lawrence, R., Miranda, A., Paikoff, R., Bell,
C. C., . . . Guillamo-Ramos, V. (2007). Creating mechanisms for
meaningful collaboration between members of urban communities and
university-based HIV prevention researchers. Social Work in Mental
Health, 5, 169 –185. doi:10.1300/J200v05n01_08
Mertens, J. R., & Weisner, C. M. (2000). Predictors of substance abuse
treatment retention among women and men in an HMO. Alcoholism:
Clinical and Experimental Research, 24, 1525–1533. doi:10.1111/j
.1530-0277.2000.tb04571.x
Miranda, J., Bernal, G., Lau, A., Kohn, L., Hwang, W. C., & LaFromboise,
T. (2005). State of the science on psychosocial interventions for ethnic
minorities. Annual Review of Clinical Psychology, 1, 113–142. doi:
10.1146/annurev.clinpsy.1.102803.143822
Miranda, J., Chung, J. Y., Green, B. L., Krupnick, J., Siddique, J., Revicki,
D. A., & Belin, T. (2003). Treating depression in predominantly lowincome young minority women: A randomized controlled trial. JAMA:
Journal of the American Medical Association, 290, 57– 65. doi:10.1001/
jama.290.1.57
Miranda, J., Green, B., Krupnick, J., Chung, J., Siddique, J., Belin, T., &
Revicki, D. (2006). One-year outcomes of a randomized clinical trial
treating depression in low-income minority women. Journal of Consulting and Clinical Psychology, 74, 99 –111. doi:10.1037/0022-006X.74
.1.99
Morgenstern, J., Blanchard, K. A., Morgan, T. J., Labouvie, E., & Hayaki,
J. (2001). Testing the effectiveness of cognitive-behavioral treatment for
substance abuse in a community setting: Within treatment and posttreatment findings. Journal of Consulting and Clinical Psychology, 69,
1007–1017. doi:10.1037/0022-006X.69.6.1007
Morgenstern, J., & Bux, D. A. (2003). Examining the effects of gender and
ethnicity on substance abuse treatment and mediational pathways. Alcoholism: Clinical and Experimental Research, 27, 1330 –1332. doi:
10.1097/01.ALC.0000080344.96334.55
Morgenstern, J., Kuerbis, A. N., Chen, A. C., Kahler, C. W., Bux, D. A.,
& Kranzler, H. R. (2012). A randomized clinical trial of naltrexone and
behavioral therapy for problem drinking men who have sex with men.
Journal of Consulting and Clinical Psychology, 80, 863– 875. doi:
10.1037/a0028615
National Institute on Drug Abuse. (2005). Report of the racial/ethnic health
disparities work group of the National Advisory Council on Drug Abuse.
Retrieved from http://www.drugabuse.gov/sites/default/files/
mhd_rpt_final508.pdf
National Institute on Drug Abuse. (2012a). Drug use among racial/ethnic
minorities. Retrieved from http://www.ssc.wisc.edu/~oliver/RACIAL/
Reports/NIHMinoritydrugUsereport.pdf
National Institute on Drug Abuse. (2012b). Principles of drug addiction
treatment: A research based guide. Retrieved from http://www
.drugabuse.gov/publications/principles-drug-addiction-treatment
Organista, K. C., Muñoz, R. F., & Gonzalez, G. (1994). Cognitivebehavioral therapy for depression in low-income and minority medical
outpatients: Description of a program and exploratory analyses. Cognitive Therapy and Research, 18, 241–259. doi:10.1007/BF02357778
Oslin, D. W., Lynch, K. G., Pettinati, H. M., Kampman, K. M., Gariti, P.,
Gelfand, L., . . . O’Brien, C. P. (2008). A placebo-controlled randomized
clinical trial of naltrexone in the context of different levels of psychosocial intervention. Alcoholism: Clinical and Experimental Research,
32, 1299 –1308. doi:10.1111/j.1530-0277.2008.00698.x
Pinto, R. M. (2009). Community perspectives on factors that influence
collaboration in public health research. Health Behavior and Education,
36, 930 –947.
Pinto, R. M., Campbell, A. N. C., Hien, D. A., Yu, G., & Gorroochurn, P.
(2011). Retention in the National Institute on Drug Abuse clinical trials
network women and trauma study: Implications for posttrial implementation. American Journal of Orthopsychiatry, 81, 211–217. doi:10.1111/
j.1939-0025.2011.01090.x

Pinto, R. M., McKay, M. M., Baptiste, D., Bell, C. C., Madison-Boyd, S.,
Paikoff, R., . . . Phillips, D. (2007). Motivators and barriers to participation of ethnic minority families in a family-based HIV prevention
program. Social Work in Mental Health, 5, 187–201. doi:10.1300/
J200v05n01_09
Pinto, R. M., McKay, M., Wilson, M., Phillips, D., Baptiste, D., Bell, C.,
. . . Paikoff, R. (2007). Correlates of participation in a family-based HIV
prevention program: Exploring African-American women’s motivations
and understanding of the program. Journal of Human Behavior in the
Social Environment, 15, 271–289. doi:10.1300/J137v15n02_16
Project Match Research Group. (1997). Project MATCH secondary a priori
hypotheses. Addiction, 92, 1671–1698. doi:10.1111/j.1360-0443.1997
.tb02889.x
Richardson, T. Q., & Molinaro, K. L. (1996). White counselor selfawareness: A prerequisite for developing multicultural competence.
Journal of Counseling & Development, 74, 238 –242. doi:10.1002/j
.1556-6676.1996.tb01859.x
Robinson, J. M., & Trochim, W. M. K. (2007). An examination of
community members’, researchers’ and health professionals’ perceptions of barriers to minority participation in medical research: An application of Concept Mapping. Ethnicity & Health, 12, 521–539. doi:
10.1080/13557850701616987
Rowan-Szal, G. A., Bartholomew, N. G., Chatham, L. R., & Simpson, D.
(2005). A combined cognitive and behavioral intervention for cocaineusing methadone clients. Journal of Psychoactive Drugs, 37, 75– 84.
doi:10.1080/02791072.2005.10399750
Rowe, D., & Grills, C. (1993). African-centered drug treatment: An alternative conceptual paradigm for drug counseling with African-American
clients. Journal of Psychoactive Drugs, 25, 21–33. doi:10.1080/
02791072.1993.10472588
Schmidt, L., Greenfield, T., & Mulia, N. (2006). Unequal treatment: Racial
and ethnic disparities in alcoholism treatment services. Alcohol Research
& Health, 29, 49 –54. Retrieved from http://www.ncbi.nlm.nih.gov/
pubmed/16767854
Schmitz, J. M., Lindsay, J. A., Green, C. E., Herin, D. V., Stotts, A. L., &
Moeller, F. G. (2009). High-dose naltrexone therapy for cocaine-alcohol
dependence. The American Journal on Addictions, 18, 356 –362. doi:
10.3109/10550490903077929
Sheikh, A. (2006). Why are ethnic minorities under-represented in U.S.
research studies? PLoS Medicine, 3, 166 –167. doi:10.1371/journal
.pmed.0030049
Shoptaw, S., Reback, C. J., Peck, J. A., Yang, X., Rotheram-Fuller, E.,
Larkins, S., . . . Hucks-Ortiz, C. (2005). Behavioral treatment approaches
for methamphetamine dependence and HIV-related sexual risk behaviors among urban gay and bisexual men. Drug and Alcohol Dependence,
78, 125–134. doi:10.1016/j.drugalcdep.2004.10.004
Simpson, D. D., Joe, G. W., Rowan-Szal, G., & Greener, J. (1995). Client
engagement and change during drug abuse treatment. Journal of Substance Abuse, 7, 117–134. doi:10.1016/0899-3289(95)90309-7
Singal, A. G., Higgins, P. D. R., & Waljee, A. K. (2014). A primer on
effectiveness and efficacy trials. Clinical and Translational Gastroenterology, 5, e45. doi:10.1038/ctg.2013.13
Small, D. (2001). The war on drugs is a war on racial justice. Social
Research, 68, 896 –903.
Speight, S. L. (2007). Internalized racism: One more piece of the puzzle.
The Counseling Psychologist, 35, 126 –134. doi:10.1177/
0011000006295119
Stephens, R. S., Roffman, R. A., & Curtin, L. (2000). Comparison of
extended versus brief treatments for marijuana use. Journal of Consulting and Clinical Psychology, 68, 898 –908. doi:10.1037/0022-006X.68
.5.898
Sue, S. (1998). In search of cultural competence in psychotherapy and
counseling. American Psychologist, 53, 440 – 448. doi:10.1037/0003066X.53.4.440

CBT & SUBSTANCE USE AMONG MINORITIES

This document is copyrighted by the American Psychological Association or one of its allied publishers.
This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.

Sue, S., Zane, N., Hall, G., & Berger, L. (2009). The case for cultural
competency in psychotherapeutic interventions. Annual Review of Psychology, 60, 525–548. doi:10.1146/annurev.psych.60.110707.163651
Suinn, R. M. (2003). Answering questions regarding the future directions
of behavior therapy. The Behavior Therapist, 26, 282–284.
Tonigan, J. S. (2003). Project MATCH treatment participation and outcome by self-reported ethnicity. Alcoholism: Clinical and Experimental
Research, 27, 1340 –1344. doi:10.1097/01.ALC.0000080673.83739.F3
Voss Horrell, S. (2008). Effectiveness of cognitive-behavioral therapy with
adult ethnic minority clients: A review. Professional Psychology: Research and Practice, 39, 160 –168. doi:10.1037/0735-7028.39.2.160
Waldron, H. B., & Turner, C. W. (2008). Evidence-based psychosocial
treatments for adolescent substance abuse. Journal of Clinical Child and
Adolescent Psychology, 37, 238 –261. doi:10.1080/15374410701820133

313

Williams, D. R., & Williams-Morris, R. (2000). Racism and mental health:
The African American experience. Ethnicity & Health, 5, 243–268.
doi:10.1080/713667453
Windsor, L., & Dunlap, E. (2010). What is substance use all about?
Assumptions in New York’s drug policies and the perceptions of drug
using low-income African-Americans. Journal of Ethnicity in Substance
Abuse, 9, 64 – 87. doi:10.1080/15332640903539260
Wolff, N. (2000). Using randomized controlled trials to evaluate socially
complex services: Problems, challenges and recommendations. The
Journal of Mental Health Policy and Economics, 3, 97–109. Retrieved
from http://www.ncbi.nlm.nih.gov/pubmed/11967443. doi:10.1002/
1099-176X(200006)3:2⬍97::AID-MHP77⬎3.0.CO;2-S
Zerai, A., & Banks, R. (2002). Dehumanizing discourse, anti-drug law,
and policy in America. Burlington, VT: Ashgate.

