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Abstract
Objective: Addressing co-existing methamphetamine (MA) use disorder in methadone treatment services can
improve treatment adherence and outcomes. This study aimed to assess the feasibility and efficacy of brief
cognitive-behavioural therapy (BCBT) on MA use disorder among a group of methadone-maintained women.
Methods: In this multicentre randomised controlled trial, women who had been stabilised on at least three
months of methadone treatment and reported at least weekly MA use were enrolled from four methadone treatment
centres in Iran and randomly assigned (1:1) to receive either BCBT or standard drug information for four weeks. The
primary outcome was self-reported number of days of MA use over the treatment period. Outcomes were assessed
at weeks 0, 4 and 12. Urinalysis was used to confirm self-reported abstinence from MA at weeks 4 and 12.
Results: Overall, 120 women were enrolled and randomised; 60 were assigned to the BCBT group and 60 to the
control group. Only 16 women were lost to 12 week follow-up. The BCBT group had significant reductions in number
of days of MA use, quantity/frequency of MA use and severity of MA dependence at week four. MA use reduction
was accompanied with significant improvements in readiness to change MA use, psychological well-being and social
functioning following intention-to-treat analysis. All results remained significant at 12 week follow-up.
Conclusion: The study results supported the feasibility and efficacy of BCBT in reducing MA use disorder and
improving the health and social contexts of the participants. The findings of this study may assist methadone
treatment providers to better understand the role of BCBT for co-existing MA use disorder among women in
methadone treatment services.

Keywords Cognitive-behavioural therapy; Iran; Methamphetamine;
Methadone; RCT; Women

Introduction
Co-existing methamphetamine (MA) use disorder among
methadone clients is a global health concern [1,2]. Amphetamine-Type
Stimulants (ATS) including MA are the major illicit drugs used by over
20% of those in drug treatment in Asian countries, 12% in North
American region and nine percent in the European region [1]. These
statistics are concerning in light of poor treatment outcomes and high
treatment costs [3,4].
MA use disorder is common as an important health problem among
methadone-maintained women in Iran [5,6]. Among female
methadone-maintained clients, MA use is associated with greater
depression and dependence and lower treatment retention than men
[1,2]. Therefore, it is critical to deliver MA treatment for this group
before poor treatment outcomes occur.
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To date, there is no any approved pharmacotherapy for MA use
disorder [7]. Long-term psychosocial treatments such as the Matrix
Model and contingency management are the main interventions [8,9].
These treatments are resource intensive and expensive [10]. Existing
literature shows that such treatments have produced moderate effects
in terms of either reducing or ceasing MA use. Furthermore, attrition
rates are high [10].
In recent years, brief cognitive-behavioural therapy (BCBT) has
been suggested as a new treatment for ATS use disorder. This is
because BCBT has a strong potential to overcome operational barriers
to implementation and suggests numerous advantages over existing
psychosocial treatments [11]. BCBT aims to reduce or cease substance
use and harms by enhancing client skills, motivation and commitment
to change substance use behaviour [11]. BCBT offers increased
feasibility compared with existing psychosocial treatments, requiring
shorter training and less staff time for delivery. Second, BCBT consists
of practical skills that can be implemented with high fidelity in drug
treatment settings. Finally, the ability of BCBT to incorporate
motivational enhancement therapy and CBT elements creates an
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interactive environment which can foster high client engagement
[11,12].
BCBT was first devised for amphetamine use in Australia in 2001
[11]. In two randomised controlled trials in Australia, BCBT was
found to be more effective than drug education in reducing regular
amphetamine use, sustained at six-month follow-up [12,13]. Although
these preliminary results are promising, an important next step is to
evaluate the feasibility and efficacy of BCBT in the treatment of MA
use disorder. Evaluation can also help determine the generalizability of
BCBT to methadone treatment services [12,13]. As female methadonemaintained clients are more likely to suffer from the side effects of MA
use disorder than men [14], the current study aimed to evaluate the
effects of BCBT on a group of these women.

Methods
Design
A multicentre, randomised, controlled trial (RCT) was conducted in
Tehran, Iran in 2014-2015. The study design included baseline
assessments, four weeks of BCBT and standard drug information, and
a 12 week follow-up. The study settings included four central
methadone treatment clinics which were under the supervision of the
Ministry of Health (MoH) and reported high rates of MA use among
their clients to MoH. The study was approved by the University of New
South Wales (HC13310) in Australia, Tehran University of Medical
Sciences (92-04-49-25491) and the Iranian National Centre for
Addiction Studies (25491). The study was registered with Iranian
Clinical Trial Registry (2015-0914-24012-N1).

Participants and recruitment
Participants were women enrolled in methadone treatment at the
study sites who were at least 18 years of age and reported regular MA
use. Regular MA use was defined as at least weekly use (a score of 0.14
or more on the MA items of the Opiate Treatment Index (OT) [15].
Participants were also required to provide urine specimens and report
a stable methadone dose for at least three months prior to recruitment.
Additional concomitant substance use was not a reason for exclusion.
Participants were excluded if they reported severe medical and/or
psychiatric conditions or engagement with CBT within the past 12
months.
Potential participants were identified by the centre managers and
were referred for screening. Participation was confidential and
voluntary. Participant screening and enrolment were completed by a
research coordinator (a graduate psychologist). Recruitment was
completed between July 28-12 Oct 2014 and 14 Jan-15 May 2015. All
recruited participants provided informed consent.

Randomisation and allocation concealment
Randomisation and allocation concealment were done based on a
standard guide [16]. To account for randomisation and to detect a
standardised between-group mean difference of 0.20 with 80% power
(p=0.05) [17], 120 participants were required. This was done to detect
the between group differences in outcome measures. Participants were
randomly assigned (1:1) into one BCBT group (n=60) and one control
group (n=60) using STATA-9 [18]. Blocked randomisation was used
for group allocation by a research coordinator.
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Research team
Two trained clinicians (doctoral-level psychologists) with at least
eight years of experience in providing CBT provided the treatment and
control sessions. Two research assessors (masters-level clinical
psychologists) completed assessments at weeks 0, 4 and 12. One nurse
took urine specimens at weeks 0 and 4 and one nurse took urine
specimens at week 12.

Masking
The research team was masked to the participants’ group allocation
and had no connections to the study sites. The study clinicians
informed participants about group allocation and the importance of
concealment. Other precautionary strategies included the clinicians
and research assessors considering booking arrangements and room
use and participants being reminded not to talk with other participants
about treatment allocation or questionnaires. There was no case of an
allocation being revealed to the research team.

Treatment and control guides
The BCBT guide of Baker and colleagues in Australia [11] was used
to conduct the treatment sessions. The interactive role play sessions
consisted of weekly individual one-hour motivational enhancement
therapy and CBT for four weeks as well as daily homework
assignments [19]. The control sessions consisted of weekly individual
one hour standard drug information [20].

Outcome measures
There were one primary outcome and eight secondary outcomes.
For each outcome measure, it was hypothesised that the betweengroup difference was significant at week four and the results would
remain significant at week 12. All of the outcome measures were
assessed over the last four weeks.

Primary outcome
The primary outcome included number of days of MA use assessed
by the Timeline Follow Back (TLFB).The TLFB is an internationallyused calendar that measures days of drug use. The TLFB has high
reliability and validity [21]. The reliability of the TLFB has been
evaluated for illicit drug users in Iran and has been found to be high
(a=0.86) [22].

Secondary outcomes
The OTI was used to assess the quantity/frequency of MA use.
Higher scores on the MA items indicate more frequent and higher
dose MA use. A score of at least 0.14 is consistent with at least weekly
use. The OTI has high reliability and validity [15]. The reliability of the
OTI has been evaluated among illicit drug users in Iran and has been
found to be high (a=0.85) [23].
Severity of MA dependence was assessed using the Severity of
Dependence Scale (SDS). The SDS is a 5-item questionnaire and scores
are in the range of 0-15. Higher scores indicate higher severity of MA
use [24]. Because of no Persian version, the SDS was assessed for testretest reliability on 30 women in two-weeks which was found to be
high (a=90).
Readiness to change MA use was assessed using the Contemplation
Ladder (CL). The CL has a score range of 0-10. Higher scores on the
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CL indicate greater readiness to reduce MA use [25]. The reliability of
the CL has been evaluated in a study of illicit drug users in Iran and
has been found to be high (a=92) [26].
Psychological well-being was assessed using the General Health
Questionnaire (GHQ-28). Scores are in the range of 0-28. Higher
scores indicate greater psychiatric distress. The questionnaire has high
reliability and validity [27]. The reliability of the GHQ-28 has been
evaluated for illicit drug users in Iran and has been found to be high
(a=0.85) [28].
Other secondary outcomes included quantity/frequency of heroin
use, quantity/frequency of benzodiazepine use, social functioning,
HIV risk behaviours and criminality which were assessed using the
OTI. Social functioning scores range between 0 and 48. Higher scores
indicate better social functioning. The sub-scale of HIV risk
behaviours measures drug injecting and sexual behaviours. In this
study, only the subscale of sexual behaviours was used because of no
reported drug injection; the score is between 0 and 25. The criminality
score ranges between 0 and 16. Higher scores in these two subscales
indicate greater risk behaviours and criminality [15].

Procedure
All study procedures were conducted at the study sites between 28
July 2014 and 15 September 2015. Following the completion of
baseline assessments, four weeks of treatment and control sessions
were conducted. The BCBT group was also given pamphlets to practice
new learnt skills for two hours every day between sessions. If a
homework assignment was left incomplete, it was completed in the
next session.
The clinicians called participants by telephone between sessions to
maintain treatment momentum. The chief investigator (Z. AM)
supervised the research team weekly to monitor adherence to the study
protocol. All participants received small gifts after completing the
assessments. Furthermore, participants were asked to provide feedback
about the sessions and homework assignments following the
completion of the sessions. Those participants who were abstinent
from MA at weeks 4 and 12 were also asked to provide feedback about
the sessions and homework assignments at week 12.

using Chi-square test for categorical variables, independent samples ttest and one-way analysis of variance (ANOVA) for continuous
variables. To assess treatment effects on each outcome measure over
time, Intention-To-Treat analysis and logistic Generalised Estimating
Equations Regression Model were performed. These methods were
selected for data analyses because they include all data in analysis and
do not have the common limitations of Repeated Measures Analysis of
Variance [30].
All analyses were adjusted for baseline scores on the outcomes. For
continuous data, independent samples t-test was performed. For other
variables, Wilcoxon Rank-Sum tests were performed. Each variable
was tested for normality using Shapiro-Wilk tests. Variables that were
non-normal were analysed using Rank-Sum tests while normally
distributed variables were analysed using t-test.
To account for the treatment effects, Cohen’s effect size was
calculated. An effect size of 0.3 indicates a small statistical effect while
an effect size of 0.5 indicates a moderate statistical effect and an effect
size of 0.8 or higher indicates a large statistical effect. A series of
sensitivity analyses and multiple imputation models are recommended
methods for handling missing data related to attrition in RCTs [31]. In
this study, multiple imputation models were not feasible because of a
low rate of attrition. Therefore, Little’s MCAR test was performed.
Furthermore, sensitivity analyses were performed to examine the
impacts of attrition on the outcome measures.

Results
The flowchart related to the participants through each stage of the
study is presented in Figure 1. All of the enrolled participants
consented into the study and completed either the BCBT or the control
sessions.

Urine specimens were taken from all participants to detect MA use
at week 0 and from those participants who reported no MA use at
weeks 4 and 12. The specimens were stored in plastic urine cups and
were sent immediately for laboratory analysis. This was done to
double-check the likelihood of self-reported abstinence from MA at
weeks 4 and 12. Urine specimens were analysed in a laboratory using
Gas Chromatography/Mass Spectrometry (GC/MS).
Treatment sessions were audio-recorded and rated with participant
agreement for adherence to the BCBT guide by two clinical
psychologists. Control sessions were individually supervised by the
same psychologists to assess adherence to the drug information
materials. The rating of all sessions was based on a 0-6 Likert Scale
which 0 indicated appropriate performance and six indicated high
performance [29]. Psychologists were also asked to provide feedback
about the fidelity assessment following the completion of rating.

Statistical analyses
Data analyses were done using the statistical software of Stata
(version 13.1). Baseline equivalence between the groups was examined
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Figure 1: CONSORT flow chart of recruitment and trial completion.

Baseline equivalence
The baseline characteristics were similar between the two groups.
No participant had a history of MA injection. All participants smoked
MA. However, participants in the BCBT group were more likely to be
separated (p<0.05) and report lifetime imprisonment (p<0.05) than the
control group (Table 1).
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Characteristics

BCBT group, n=60

Control group, n=60

p value

Mean age, years

39.1 (SD 9.9) (range: 21-70)

38.5 (SD 7.9) (range: 20-60)

<12 years

50 (83.3%)

50 (83.3%)

12 years

7 (11.7%)

8 (13.3%)

13-16 years

3 (5%)

2 (3.3%)

Living with partner

16 (26.7%)

15 (25.0%)

Never partnered

5 (8.3%)

14 (23.3%)

Separated

11 (18.3%)

3 (5.0%)

Divorced

28 (46.7%)

28 (46.7%)

Home duties

22 (36.7%)

16 (22.7%)

Jobless

36 (6.0%)

35 (85.3%)

Paid employment

2 (3.3%)

9 (15.0%)

Lifetime imprisonment

16 (26.6%)

9 (15.0%)

Duration of MA dependence (years)

5.3 (SD 2.6)

5.5 (SD 1.5)

Heroin smoking

14 (23.3%)

17 (28.3%)

Benzodiazepine ingestion

9 (15.0%)

11 (18.3%)

Mean methadone dose (mg)1

70.7 (SD 28.1)

61.1 (SD 24.9)

Mean range of methadone dose (mg)1

10-165

15-115

Duration of methadone treatment, month

26 (SD 19.5)

24 (SD 13.4)

Schooling

Partner status

0.05*

Employment status

0.05*

Table 1: Baseline characteristics of the participants, 1 Last three months.

Treatment effects

MA use per week in the BCBT group (z=8.10, d=0.74, p<0.001) while
the control group showed no significant reduction. This result
remained significant at week 12 (z=8.49, d=0.78, p<0.001) (Table 2).

Primary outcome
As presented in Table 2, the two groups were almost similar at week
0. There were significant reductions in the mean number of days of
Characteristics

OR (95% CI) group time*, mean (SD) or n (%)

test results

P value

Effect (d)

BCBT group

Control group

Baseline

3·88 (3·50, 4·25)

3·75 (3·50, 4·25)

-

-

-

Treatment

1·50 (0·00, 2·00)

3·00 (2·50, 3·50)

z=8·10

0·001

0.74

Follow-up

1·25 (0·00, 1·75)

4·00 (3·75, 4·50)

z=8·49

0·001

0.78

1·00 (0·33, 2·00)

0·94 (0·66, 1·27)

-

-

-

Days of MAˡ use per week*

Quantity/frequency of MA use*
Baseline
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Treatment

0·12 (0·00, 0·25)

1·00 (0·64, 1·25)

z=7·79

0·001

0.71

Follow-up

0·11 (0·00, 0·25)

1·00 (0·66, 1·33)

z=7·27

0·001

0.66

Baseline

9.98 (9.43, 10.54)

10.23 (9.65-10.82)

-

-

-

Treatment

5.40 (4.62, 6.18)

10.97 (10.28, 11.66)

t (118)=10.71

0.001

1.96

Follow-up

5.25 (4.47, 6.03)

10.58 (10.30, 11.40)

t (118)=11.73

0.001

2.14

Baseline

5·00 (4·00, 5·00)

4·00 (3·00, 4·50)

-

-

-

Treatment

8·00 (7·50, 10·00)

4·00 (3·00, 5·00)

z=-9·31

0.001

0.85

Follow-up

8·00 (7·00, 10·00)

4·00 (3·00, 4·00)

z=-8·96

0.001

0.82

Baseline

16.72 (15.66, 17.77)

16.28 (15.32, 17.25)

-

-

-

Treatment

8.52 (7.66, 9.38)

15.60 (14.82, 16.38)

t (118)=12.20

0.001

2.23

Follow-up

10.27 (9.57, 10.96)

17.20 (16.44, 17.96)

t (118)=13.50

0.001

2.47

Baseline

25.50 (21.50, 28.00)

20.00 (18.00, 22.00)

-

-

-

Treatment

25.00 (21.00, 28.50)

19.50 (17.00, 21.00)

z=-5.87

0.001

-0.54

25.50 (21.50, 28.00)

20.00 (18.00, 21.00)

z=-6.30

0.001

-0.58

Baseline

4.00 (2.00, 10.00)

5.50 (4.00, 10.00)

-

-

-

Treatment

4.00 (2.00, 9.00)

5.00 (3.00, 9,00)

z=1.36

0.173

0.12

Follow-up

5.00 (3.00, 9.00)

5.00 (3.50, 9.00)

z=0.78

0.433

0.07

Baseline

0.00 (0.00, 2.00)

1.00 (0.00, 2.00)

-

-

-

Treatment

0.50 (0.00, 2.50)

1.00 (0.00, 2.00)

z=0.53

0.595

0.05

Follow-up

1.00 (0.00, 2.00)

0.00 (0.00, 1.00)

z=-1.43

0.153

-0.13

Severity of MA dependence†

Readiness to change MA use *

Psychological well-being†

Social functioning*

Follow-up
High risk sexual

behaviours*

Criminality*

Table 2: Treatment outcomes, ˡ MA:Methamphetamine; * Data not normally distributed: median and interquartile range presented and difference
tested with Wilcoxon rank-sum test; † Data normally distributed: mean and 95% confidence interval are presented and difference tested with
independent samples t-test.

Secondary outcomes
There was a significant reduction in the mean score of MA use on
the OTI in the BCBT group at week 4 (z=7.79, d=0.71, p<0.001) which
remained significant at week 12 (Table 2). Furthermore, the severity of
MA dependence significantly declined in the BCBT group at week 4 (t
(118)=10.71, d=1.96, p<0.001). There were also significant
improvements in readiness to change MA use (z=-9.31, d=0.85,
p<0.001), psychological well-being (t (118) =12.20, d=2.23, p<0.001)
and social functioning in the BCBT group at week 4 (z=-5.87, d=-0.54,
p<0.001). These results remained significant in the BCBT group at
week 12. However, the control group showed no significant changes
over the same time (Table 2).
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No significant score differences in high risk sexual behaviours and
criminality were detected between the two groups due to the small
number of participants reporting these problems (Table 2).
Furthermore, 31 participants reported heroin use at week 0. Overall, 24
and 21 participants in the two groups reported heroin use at weeks 4
and 12 respectively. Additionally, 20 participants reported
benzodiazepine use at week 0. Overall, 16 and 12 participants reported
benzodiazepine use at weeks 4 and 12 respectively. Due to the small
numbers of heroin and benzodiazepine users, the score differences
between the groups were zero in the statistical model which indicated
no significant changes at weeks 0, 4 and 12. Therefore, data have not
been shown in Table 2.
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Urinalysis
Urine specimens were taken from those participants who reported
no MA use (n=20) at weeks 4 and 12. All twenty participants reporting
no MA use were in the BCBT group and nineteen of them (31.6% of
the BCBT group) provided urine specimens at week 4 which were
negative for MA. No participant in the control group reported
abstinence from MA. Therefore, no urine specimen was collected.
These results remained stable at week 12.

Attrition analyses
The overall attrition rate was low (i.e., 13.3%). All participants
completed the treatment and week four assessments; and only seven
participants (11.6%) in the BCBT group and nine participants (15%) in
the control group were lost to follow-up. Attrition analyses were
performed to determine whether participants that were lost to followup were different from others. The result of Little’s MCAR test was not
significant (χ2 (23)=14.941, p=0.897). There were no significant
associations between attrition and the study outcomes.

Participant and psychologist feedback of the sessions
All participants in the BCBT group evaluated the treatment
favourably, with over 71% indicating that the treatment was a feasible
method to reduce MA craving and relapse and they planned to use the
learnt skills in their own lives. Participants in the control group (n=60)
evaluated the sessions favourably, with over 83% indicating that the
sessions were enjoyable to them. The psychologists who did the fidelity
assessments reported that all sessions were satisfactory (100%). They
reported that 82% of the sessions were conducted with high quality
and the remaining sessions (18%) were held at an acceptable level.

Participant evaluation of homework assignments
Overall, 39 participants (62%) completed homework assignments at
home. They reported that homework assignments were needed to
maintain the treatment effects. Twenty one participants (51%)
completed homework assignments in sessions and they reported the
same. Those participants who ceased MA use reported completing all
homework assignments. All of them rated homework assignments as
effective methods to maintain the treatment effects.

Discussion
To the best of our knowledge, this RCT is among the few studies
that has specifically evaluated the effects of BCBT in reducing MA use
disorder in methadone treatment services. While MA use disorder is a
current global health concern, there are few RCTs of effective
psychological treatments for this problem [10]. Therefore, the present
study makes a significant contribution to the literature by addressing
recommendations to invest in MA use treatment [10,32].
Results of this RCT revealed that BCBT had significant treatment
effects on some primary and secondary outcomes. In terms of MA use,
BCBT had moderate treatment effects on reducing days and quantity/
frequency of MA use as well as significant treatment effects on
readiness to change MA use. Furthermore, there were a substantial
treatment effect with a considerable effect size on social functioning
and strong treatment effects with large effect sizes on reducing severity
of MA dependence and improving psychological well-being. These
results reinforce the conclusion that the trial was sufficiently powered
to detect treatment effects at reliable statistical levels. These findings
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are also consistent with the results of other similar RCTs in terms of
both significance and magnitude of effects [12,13,32]. Importantly, the
link between reduced psychostimulant use and improved measures in
other domains such as psychiatric distress and social functioning has
been recently supported by research studies [33]. It will be important
to replicate this study to assess the magnitude and sustainability of
these treatment effects over longer follow-up periods.
Part of the positive treatment effects can be related to the
combination of BCBT with homework assignments. Participants
reported that homework assignments as part of treatment were reliable
methods to reduce MA use and relapse. In fact, participants in the
BCBT group were engaged in learning the techniques related to MA
refusal skills, relapse prevention and craving management on a daily
basis. Therefore, homework assignments were likely to create great
opportunities to generalise the learnt CBT skills in the treatment
sessions to real-world situations. We found no similar study to
compare this study result with. In particular, it will be important to
assess whether the effects of homework assignments can be translated
into behavioural changes in methadone treatment settings at later time
points.
The link between reduced psychostimulant use and improved
measures in concurrent heroin and benzodiazepine use, high risk
behaviours and criminality has been supported by research evidence
[12]. In these domains, numbers were too small to assess apart from
sexual risk behaviour and criminality which showed no significant
changes. This issue has been reported elsewhere [34], and may be
related to the retention of participants on a stable methadone dose and
the effectiveness of methadone treatment in reducing these problems.
Although the study aimed to assess the effects of BCBT on reducing
MA use disorder, 19 participants became completely abstinent from
MA. This may be related to high motivations to change among
successful participants, their enhanced engagement in the treatment
procedure and their success in generalising the learnt CBT skills to
real-world situations. This is particularly important given previous
findings from a large RCT of 871 MA-dependents indicated that high
client engagement in CBT was associated with sustained abstinence
from MA and providing negative urine specimens for MA use at 12
and 36 month follow-ups [35].
Strengths of the study include the rigorous design and the strong
follow-up rates. The study not only provides important information
about the efficacy of BCBT in reducing MA use disorder but also adds
to the treatment science field, in which there is a current paucity of
RCTs. The attrition rates were low in the two groups which primarily
imply the internal validity of the study. A low attrition rate indicates
high client engagement in the study procedure, reduced bias and
increased generalizability of the results [32]. High retention in studies
of psychostimulant users in methadone treatment and CBT has been
demonstrated elsewhere [36]. This finding may suggest the high
clinical utility of BCBT delivered through the methadone programme.
A further strength is fidelity data which indicate that the sessions
were conducted well, primarily due to their feasible nature which
ensured that core study components were retained within methadone
treatment centres. This is important given the strong link between high
quality implementation and study outcomes [37] and lends support to
the feasibility of BCBT to deliver treatment. Furthermore, participant
feedback confirmed their positive perceptions of the trial.
Results must be interpreted in the context of several limitations
which warrant discussion. The study was limited to methadone-
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maintained women. Therefore, the findings may not necessarily be
generalizable to other clinical populations and settings. Furthermore,
the study was limited to one follow-up. This was related to no enough
fund. Because of the high potential risk of MA relapse, 24 week and 36
week follow-ups are required to investigate the sustainability of the
BCBT effects on participants. The other limitation is the use of selfreport data which are subject to recall and social desirability bias.
Nonetheless, self-report is a valid method for measuring illicit drug use
[38]. In this study, assurances of confidentiality were provided and
women voluntarily participated in the study, factors both of which
have been indicated to enhance the accuracy of self-report [38].

Conclusion
In summary, we found that BCBT was feasible and efficacious for
addressing co-existing MA use disorder and the associated harms
among our participants. Importantly, severity of MA dependence and
psychological health appeared to be more influenced by BCBT
compared with other domains in this study. These findings may have
important clinical implications for the treatment of MA use disorder
among this group. The treatment of MA use disorder among
methadone-maintained women may be facilitated by integrating BCBT
into methadone treatment services. This issue should be investigated
by conducting more studies.
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