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Efficacy of culturally adapted interventions for common 
mental disorders in people of Chinese descent: a systematic 
review and meta-analysis 
Siying Li, Zhenyang Xi, Phoebe Barnett, Rob Saunders, Roz Shafran, Stephen Pilling

Summary
Background Evidence suggests that culturally adapted psychological interventions have some benefits in treating 
diverse ethnic groups. However, the effect of such cultural adaptions specifically in Chinese ethnic groups has not 
been thoroughly reviewed. We aimed to systematically assess the evidence for the efficacy of different cultural 
adaptations in treating common mental disorders in people of Chinese descent (ie, ethnic Chinese populations).

Methods In this systematic review and meta-analysis, we searched MEDLINE, Embase, PsycINFO, CNKI, and 
WANFANG to identify randomised controlled trials published in English and Chinese from database inception to 
March 10, 2023. We included trials of culturally adapted psychological interventions in people of Chinese descent 
(with at least 80% of Han Chinese descent) aged 15 years or older with a diagnosis or subthreshold symptoms of 
common mental disorders, including depression, anxiety disorders, and post-traumatic stress disorder. We excluded 
studies that included participants with severe mental disorders (eg, schizophrenia, bipolar disorder), 
neurodevelopmental disorders, or dementia. Study selection and data extraction were done by two independent 
reviewers, who extracted data for study characteristics, cultural adaptations, and summary efficacy. The primary 
outcome was post-intervention change in symptoms (both self-reported and clinician-rated). We used random-effects 
models to calculate standardised mean differences. Quality was assessed using the Cochrane risk of bias tool. The 
study is registered with PROSPERO (CRD42021239607).

Findings We identified 32 791 records, 67 of which were included in our meta-analysis (60 done in mainland China, 
four in Hong Kong, and one each in Taiwan, Australia, and the USA). We included 6199 participants (mean age 
39·32 years [range 16–84]), of whom 2605 (42%) were male and 3247 (52%) were female. Culturally adapted 
interventions had medium effect sizes in terms of reducing both self-reported (Hedges’ g 0·77 [95% CI 0·61–0·94]; 
I2 84%) and clinician-rated (0·75 [0·54–0·96]; 86%) symptom severity across all disorders at end of treatment, 
irrespective of adaptation types. We noted no difference in efficacy between culturally modified interventions and 
culturally specific interventions. Subgroup analyses showed considerable heterogeneity. Inadequate reporting in 
included studies largely restricted risk-of-bias appraisals across all domains. 

Interpretation Psychological interventions can be transported across cultures with appropriate modifications. 
Adaptations to interventions can be made by modifying evidence-based interventions, or in culturally specific ways 
that are rooted in the sociocultural context. However, findings are limited by the insufficient reporting of interventions 
and cultural adaptations.

Funding None.

Copyright © 2023 The Author(s). Published by Elsevier Ltd. This is an Open Access article under the CC BY 4.0 license.

Introduction 
Evidence-based psychological interventions are a 
mainstay of the treatment approach to mental disorders 
in most developed health-care systems (as recommended, 
for example, by the American Psychological Association1 
and UK National Institute for Health and Care 
Excellence2). However, the effects of psychological 
interventions could be culturally specific.3 Both the 
conceptualisation and the treatment of mental disorders 
are arguably best understood in a culturally specific 
frame of reference.4,5

Confucianism, Taoism, and Buddhism have 
fundamentally shaped Chinese culture,6 which is 

characterised by strong collectivism and emphasises 
social hierarchy, including respect for authority and filial 
piety.7 These cultural values have shaped Chinese 
conceptualisations and manifestations of mental health 
problems (eg, the notion of integrating body and mind 
proposed in Taoism might mean that Chinese people are 
more likely to somatise mental health symptoms).8 As a 
result, help-seeking from mental health services might 
be lower among Chinese populations than other ethnic 
groups, leading to more severe clinical profiles at 
treatment initiation and an increased likelihood of poor 
treatment outcomes or treatment dropout.9 Therefore, 
psychological interventions developed in North America 
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and western Europe that are grounded in Western 
epistemological and philosophical traditions might be 
culturally incongruent for people of Chinese descent (ie, 
ethnic Chinese populations) living in China or around 
the world, who might have a different cultural and social 
context.10,11 For example, assertiveness is a component of 
some evidence-based interventions developed in North 
America and western Europe, but there is no equivalent 
term in Chinese.12

Cultural adaptation has been defined as the systematic 
modification of evidence-based interventions to consider 
language, culture, and context so that the interventions 
are congruent with the cultural background of service 
users.13 Substantial efforts have been made to understand 
and assess culturally adapted psychological interventions 
to improve outcomes in diverse ethnic groups.14,15 
Evidence from systematic reviews and meta-analyses16–19 

suggests that these adaptations have been successful, but 
a lack of consensus on describing or categorising the 
different types of cultural adaptations that have been 
implemented has hindered understanding of which 
types of adaptation might be the most beneficial. 
Furthermore, these analyses have combined adaptations 
for different cultures, meaning that differences between 
cultures might be missed. Several cultural adaptation 
frameworks have been developed to address the lack of 
consensus, notably the ecological validity model from 
Bernal and colleagues.20 A meta-analysis21 used the 

eight dimensions (ie, language, persons, metaphors, 
content, concepts, goals, methods, and context) of the 
ecological validity model to assess the level of cultural 
adaptation of minimally guided interventions for 
common mental disorders, and noted increasing 
intervention effect sizes with increasing numbers of 
dimensions adapted.

A conceptual typology drawing on common factors 
shared across psychological interventions and competence 
frameworks has been developed on the basis of cultural 
adaptations reported in previous studies.4,16,22 This typology 
incorporates important service-level adaptations (ie, 
service design and delivery considerations) beyond the 
psychological intervention itself, and it has been associated 
with improved clinical outcomes.16 In this Article, we are 
adopting this typology to distinguish therapist-related (eg, 
changes to support the development of the therapeutic 
relationship, such as ethnic matching of therapists to 
service users, whereby service users are matched with 
therapists of the same ethnicity), content-related (eg, 
cultural modifications of the use of terms in materials and 
resources), and organisational (eg, changes to service 
design and provision) adaptations.16

Another approach to providing culturally adapted 
treatment is the development of culturally specific 
interventions informed by alternative cultural, 
philosophical, or religious beliefs that address culturally 
specific issues.12,23 The core principles and therapeutic 

Research in context

Evidence before this study
Most psychological interventions in common use were developed 
in North America and western Europe, and these interventions 
might be culturally incongruent for people from different 
cultures. Previous reviews of cultural adaptations of psychological 
interventions for diverse ethnic groups have shown that they 
have some positive benefits, but different ethnic groups were 
often aggregated in these analyses, which could mean that 
important distinctions between cultures have been overlooked. 
Whether the benefits of different cultural adaptations hold up in 
populations of Chinese descent is unclear. In addition, 
psychological interventions provided to people of Chinese 
descent include both culturally adapted interventions developed 
in North America and western Europe, and novel interventions 
developed in the Chinese cultural context. We searched 
MEDLINE, Embase, PsychINFO, CNKI, and WANFANG with the 
search terms (China OR Chinese) AND ((systematic review) OR 
meta-analys*) AND (mental OR psycho* OR *therap*) from 
database inception to March 10, 2023, for studies published in 
English or Chinese. We found no reviews that directly attempted 
to assess the efficacy of cultural adaptations for this population 
and to compare the types of cultural adaptation. We did not 
identify any reviews that directly assessed the comparable 
effectiveness of cultural adaptations in treating common mental 
disorders of people of Chinese descent.

Added value of this study
To our knowledge, this systematic review and meta-analysis is 
the first to assess the efficacy of cultural adaptations of 
psychological interventions for people of Chinese descent. Our 
findings suggest that cultural adaptations increase the efficacy 
of psychological interventions in this population. Therapist-
related, content-related, and organisational adaptations all 
improved intervention efficacy, but we could not directly 
compare their efficacy. Culturally modified evidence-based 
psychological interventions and culturally specific 
interventions developed within Chinese culture had similar 
efficacy.

Implications of all the available evidence
We identified some benefits for cultural adaptations to 
psychological interventions for people of Chinese descent 
(predominantly of Han Chinese descent), but improved 
reporting of methods of development and implementation is 
needed to enable more extensive assessments of efficacy. Our 
findings highlight the importance of cultural considerations in 
delivering effective treatments to wider populations. An 
international consensus on the definition, development, and 
dissemination of methods to support cultural adaptations 
could substantially improve future research and its clinical 
application.
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methods of culturally specific interventions are rooted in 
the values and traditions of a particular culture. However, 
to our knowledge, despite considerable efforts to adapt 
and develop psychological interventions to mesh more 
closely with Chinese culture, no one has systematically 
summarised the efficacy of culturally modified or 
culturally specific interventions that have been derived 
from Chinese culture.

Establishing the efficacy of cultural adaptations of 
psychological interventions for almost a fifth of the 
world’s population could contribute substantially to the 
improvement of global mental health care. In this 
systematic review and meta-analysis, we aimed to 
establish which types of cultural adaptations for people 
of Chinese descent have been developed and assessed in 
randomised controlled trials, whether the identified 
culturally adapted interventions were efficacious, and the 
comparative efficacy of culturally modified and culturally 
specific interventions.

Methods 
Search strategy and selection criteria 
In this systematic review and meta-analysis, we 
systematically searched MEDLINE (inception Jan 1, 1946), 
Embase (inception Jan 1, 1947), PsycINFO (inception 
Jan 1, 1806), CNKI (inception June 1, 1999), and 
WANFANG (inception Aug 1, 1997) for articles published 
from database inception to March 10, 2023. We used a 
search strategy that included a combination of keyword 
and subject heading searches, including terms related to 
randomised controlled trials, China or Chinese, common 
mental disorders, and psychological interventions, to 
identify studies published in English or Chinese. Our 
full search strategy is in appendix 2 (pp 2–10). SL and ZX 
independently screened all identified studies for 
eligibility. Conflicts were resolved by consensus and 
through discussion with a senior reviewer (SP).

We included randomised controlled trials of 
psychological interventions that were developed or 
modified in a way that was compatible with the Chinese 
cultural context or addressed culturally specific issues, 
compared with non-adapted interventions or no 
intervention. Eligible studies were in people aged 15 years 
or older with an established diagnosis or sub-threshold 
symptoms of common mental disorders, including 
depression, anxiety disorders, and post-traumatic stress 
disorder. We excluded studies that included participants 
with severe mental disorders (eg, schizophrenia, bipolar 
disorder), eating disorders, substance use disorders, 
neurodevelopmental disorders, or dementia. Our 
inclusion criteria were in line with the definition of 
common mental disorder in guidelines from the UK 
National Institute for Health and Care Excellence24 and 
WHO.25 We included only studies in which at least 80% 
of participants were ethnically Han Chinese, irrespective 
of nationality, and we included people from age 15 years 
to capture the increasing interest in the mental health 

challenges of young people.26 Trials of both indicated 
prevention and treatments were included. In line with 
the Institute of Medicine Framework, indicated 
prevention refers to intervention in people who have 
detectable signs or symptoms of a disorder but do not 
meet diagnostic criteria, whereas treatment refers to 
intervention in people with a diagnosed disorder.27 Trials 
of combination psychological and pharmacological 
interventions were excluded unless the pharmacological 
treatment was already underway before trial initiation or 
constituted treatment as usual.

Our study protocol was registered with PROSPERO 
(CRD42021239607) and adhered to the PRISMA 
reporting guidelines.28

Data extraction 
Our primary outcome was symptom severity after the 
intervention of interest as measured on a validated scale. 
Preplanned secondary outcomes were attrition by end of 
treatment, wellbeing, and social functioning, but we do 
not report the social-functioning analyses because data in 
included studies were scarce. Data extraction was done 
by SL and ZX independently. Completed data extraction 
sheets were cross-checked for accuracy and consistency, 
with discrepancies resolved by consensus. We extracted 
and analysed summary estimates for self-reported and 
clinician-rated outcome measures separately at 
four different timepoints (end of treatment, and 
1–3 months, 4–6 months, and 7–12 months after end of 
treatment). Whenever a study included more than 
one comparison (eg, if it had more than one primary 
outcome, or more than one intervention group) the 
sample size was halved to avoid double counting. For 
studies with more than two intervention groups, we 
included each pair-wise comparison separately, but 
divided the sample size of the shared control group 
approximately evenly among the comparisons to avoid 
double counting that could spuriously increase precision, 
in line with guidance from the Cochrane Handbook for 
Systematic Reviews of Interventions.29

We developed a data-extraction form in Microsoft Excel 
to extract data for the number of participants, age, sex, 
mental health conditions, intervention type (indicated 
prevention or treatment), intervention data (ie, content, 
number of sessions, intervention settings, intervention 
format, practitioner information, and delivery format), 
adaptations, approach (culturally modified or culturally 
specific), comparator (active intervention, attentional 
control, treatment as usual, waitlist, or no treatment), 
outcome data, and methodical characteristics to inform 
the quality assessment. Culturally modified adaptations 
were defined as modifications to the content, structure, 
or delivery of evidence-based interventions to address the 
cultural context or culturally specific issues without 
changing the core methods. Culturally specific 
interventions were defined as novel intervention types 
informed by particular cultural, philosophical, or 

See Online for appendix 2
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religious beliefs that addressed culturally specific issues. 
Cultural adaptations were further coded according to the 
conceptual framework,16 as therapist-related adaptations 
to support the development of therapeutic relationship 
(eg, ethnic matching of therapists to service users, use of 
pre-intervention discussions to establish rapport, 
communication informed by cultural values held to be 
important for a particular community), content-related 
adaptations to ensure the acceptability and suitability 
of treatment content (eg, cultural modifications to 
materials, use of culturally relevant terms of reference, 
incorporation of faith or religious beliefs into treatment), 
or organisational adaptations to service design and 
delivery informed by cultural knowledge and interfacing 
with existing service structures (eg, changes to the time 
or length of the intervention or where the intervention is 
provided, provision of interventions remotely or in group 
settings, making treatment easier to access). Further 
details on the classification of cultural adaptation in 
interventions are in appendix 2 (pp 11–12).

SL and ZX independently used the Cochrane Risk 
of Bias tool29 to assess the methodological quality of 
included studies, with discrepancies discussed and 
resolved by consensus, with input from SP if a consensus 

could not be reached. Studies were judged to be at low 
risk, unclear risk, or high risk of bias on the basis of 
appraisals of selection, performance, detection, attrition, 
and reporting biases.29

Data analysis 
We used random-effects models to calculate effect sizes 
(as standard mean differences) and measures of attrition 
(as odds ratios), with associated 95% CIs. We used the 
metafor package in R, which corrects for the positive 
biases of standard mean differences and provided a 
Hedges’ g,30 which enabled comparisons across disparate 
outcome measures by pooling variances and standardising 
outcomes across studies that used different outcome 
measures.31 We considered p values of less than 0·05 to 
be significant and interpreted effect size conventionally. A 
Hedges’ g of less than 0·2 was considered a negligible 
effect, a value of 0·2 to less than 0·5 a small effect, a value 
of 0·5 to 0·8 a medium effect, and a value of more than 
0·8 a large effect.32 Heterogeneity was calculated with the 
I² statistic and classified as not important (I² 0–40%) 
moderate (30–60%), substantial (50–90%), or 
considerable (75–100%).29

We did subgroup analyses to assess the efficacy 
of interventions grouped by adaptation type (ie, 
therapist-related, content-related, or organisational), 
approach (ie, culturally modified or culturally specific), 
intervention type, region, age group, diagnosis, and 
comparator group. Analyses were done in any subgroup 
with more than one comparison. For studies that did 
not report data for outcome measures at the end of 
treatment but reported follow-up within a month of the 
end of treatment, these follow-up data were taken as the 
end-of-treatment data. For studies in which data for 
interventions targeting any comorbid disorders were 
reported, we extracted all target symptoms and 
analysed them separately. We used Cochran’s Q to 
test heterogeneity between subgroups. Univariate and 
multivariate meta-regression were used to explore the 
effect of intervention types, control types, targeting 
disorders, adaptation type, and adaptation approaches 
on intervention efficacy for both self-rated and clinician-
rated measures. The effect sizes for the primary 
outcome were assessed for publication bias by visual 
examination of funnel plots. We did all analyses in R 
(version 4.0.0).

Role of the funding source 
There was no funding source for this study.

Results 
We did three searches of published work between 
Dec 1, 2020, and March 10, 2023. The searches returned 
32 791 studies, 71 of which met our inclusion criteria and 
were included in the systematic review (figure 1). Most 
included studies were done in mainland China 
(n=64 studies), with four studies done in Hong Kong and 

Figure 1: PRISMA diagram
*Includes studies not published in peer-reviewed journals, dissertations, and 
letters to the editor.

32 791 studies identified through searches of 
MEDLINE (n=10 464), PsycINFO (n=1628), 
Embase (n=5909), CNKI (n=9997), 
and WANFANG (n=4793)

21 001 titles and abstracts screened 

1953 excluded
1780 incorrect intervention 
  106 not in target population 
     15 incorrect publication type* 
     13 outcomes not related to mental 

health
     35 not randomised controlled trials 
       4 secondary publications

11 790 duplicates removed

18 977 excluded

2024 full texts assessed for eligibility 

71 studies included in systematic review  

4 excluded (extremely large effect sizes) 

67 studies included in meta-analysis
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Figure 2: Forest plot of effect of adapted interventions on self-reported symptom measures at the end of treatment
The size of the datapoints are proportional to the study sample size. 
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0·90 (0·38 to 1·41)

2·29 (1·86 to 2·72)

1·93 (1·53 to 2·34)

0·09 (−0·42 to 0·59)

0·57 (0·03 to 1·11)
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0·71 (0·27 to 1·15)

0·56 (0·24 to 0·89)

0·77 (0·61 to 0·94)
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one each in Taiwan, Australia, and the USA (table 1). 
Studies covered a range of common mental disorders, 
including interventions targeting depression (n=31), 
anxiety disorders (n=31), mixed anxiety–depressive 
disorder (n=7), and post-traumatic stress disorder (n=2). 
All studies described more than one type of adaptation 
and included content-related adaptations; only one study82 
did not have organisational adaptations. 35 (49%) studies 
detailed therapist-related adaptations. 37 (52%) of the 
studies were of culturally modified interventions, and 
34 (48%) were of culturally specific interventions (table 1). 
Further intervention characteristics and descriptions of 
cultural adaptations for included studies, and explanation 

of some of the classifications, are in appendix 2 
(pp 13–15, 23).

Four studies33,60,63,90 had very large effect sizes 
(Hedges’ g >3). The scores on symptom measures in 
these studies were unusual compared with those typically 
reported in meta-analyses of common mental disorders 
(eg, typically reporting zero change or deterioration of 
symptoms in control groups, whereas most studies 
reported reductions in symptom severity in both groups) 
and were excluded from our meta-analysis (as was done 
in a similar previous review14). Thus, our meta-analysis 
included 67 studies, 6199 patients, and 71 comparisons of 
adapted interventions with controls (22 indicated 

Figure 3: Forest plot of effect of adapted interventions on clinician-rated symptom measures at the end of treatment
The size of the datapoints are proportional to the study sample size. 
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preventions [n=21 studies] and 49 treatments [n=46]). 
The mean age of the sample was 39·3 years (range 16–84). 
2605 (42%) participants were male and 3247 (52%) were 
female. In our risk-of-bias assessments, inadequate 
reporting in included studies largely restricted quality 
appraisals across all domains (appendix 2 p 24). For 
example, 46 studies did not include a consort diagram 
and 31 studies did not report attrition at any stage of the 
intervention. Funnel plots suggested little publication 
bias in estimates of effects on both self-reported and 
clinician-rated scales (appendix 2 p 25).

At the end of treatment, culturally adapted interventions 
had medium effect sizes in terms of reducing self-
reported symptom severity (n=42; Hedges’ g 0·77 [95% CI 
0·61–0·94]; I² 84%; figure 2) and clinician-rated symptom 
severity (n=35; 0·75 [0·54–0·96]; 86%; figure 3) across all 
disorders. The subgroup difference between self-reported 
and clinician-rated measures was not significant when 
examined with Cochran’s Q (p=0·88; I² 0%). Further 
subgroup analyses by region (ie, China vs Hong Kong), 
diagnosis, and age group did not reduce heterogeneity to 
a moderate level (appendix 2 pp 27–28). Cultural 
adaptation showed benefits in studies of both indicated 
prevention and treatment (appendix 2 pp 26–27). In 
subgroup analyses, cultural adapations were still 
efficacious in terms of effect on self-reported symptoms 
when compared with active interventions only (eg, 
non-adapted alternative psychotherapy, attentional 
control, treatment as usual), rather than with waitlist or 
no intervention (active interventions n=33; 0·77 
[0·56–0·97]; I² 86%; waitlist control n=8; 0·79 
[0·55–1·04]; 57%; appendix 2 pp 26–27). The beneficial 
effects of culturally adapted interventions persisted at all 
follow-up timepoints (appendix 2 pp 26–27).

Interventions involving any of the three types of 
adaptations (ie, therapist-related, content-related, or 
organisational adaptations) efficaciously reduced 
symptoms compared with any control at the end of 
treatment and at the 1–3-month follow-up (table 2). The 
32 studies of therapist-related adaptations included in 
the meta-analysis showed large effect sizes at the end of 
treatment, and these were larger on self-reported scales 
(n=19; Hedges’ g 0·86 [95% CI 0·60–1·12]; I² 84%) than 
on clinician-rated scales (n=16; 0·72 [0·43–1·02]; 85%; 
table 2). All studies included in the meta-analysis 
involved content-related adaptations, which produced 
medium effect sizes on both self-reported (n=42; 0·77 
[0·61 to 0·94]; 84%) and clinician-rated scales (n=35; 0·75 
[0·54 to 0·96]; 86%; table 2). Organisational adaptations 
were reported in 66 studies included in the meta-analysis 
and had similar results at end of treatment on both 
self-reported (n=42; 0·77 [0·61–0·94]; 4%) and clinician-
rated scales (n=34; 0·77 [0·55–0·98]; 86%; table 2).

Subgroup analysis and meta-regression were only 
possible for comparisons based on reporting of 
therapist-related adaptations (because nearly all studies 
incorporated both content-related and organisational 
adaptations). Efficacy (as measured by Cochran’s Q) did 
not differ significantly between studies in which 
therapist-related adaptations were reported and those in 
which such adaptations were not reported (p=0·37, I² 0% 
for self-reported efficacy; p=0·76, 0% for clinician-rated 
efficacy).

Both culturally specific and culturally modified 
interventions had medium-to-large effect sizes for 
symptom severity at the end of treatment for self-reported 
symptoms (culturally specific Hedges’ g=0·76 [95% CI 
0·36–1·15]; culturally modified 0·76 [0·60–0·93]) as well 

Number of studies 
(comparisons)

Hedges’ g (95% CI) p value I²

Therapist-related adaptations

Self-reported

End of treatment 19 (26) 0·86 (0·60 to 1·12) <0·0001 84%

1–3 months of follow-up 6 (10) 0·65 (0·34 to 0·96) <0·0001 67%

4–6 months of follow-up 4 (5) 0·43 (0·26 to 0·59) <0·0001 8%

7–12 months of follow-up 1 (4) 1·73 (0·92 to 2·53) <0·0001 70%

Clinician-rated

End of treatment 16 (21) 0·72 (0·43 to 1·02) <0·0001 85%

1–3 months of follow-up 1 (4) 1·66 (0·98 to 2·33) <0·0001 57%

4–6 months of follow-up 3 (4) 1·11 (0·02 to 2·21) 0·047 93%

7–12 months of follow-up 2 (5) 1·58 (0·91 to 2·24) <0·0001 71%

Content-related adaptations

Self-reported

End of treatment 42 (53) 0·77 (0·61 to 0·94) <0·0001 84%

1–3 months of follow-up 14 (19) 0·74 (0·49 to 0·99) <0·0001 77%

4–6 months of follow-up 5 (6) 0·42 (0·27 to 0·57) <0·0001 0%

7–12 months of follow-up 1 (4) 1·73 (0·92 to 2·53) <0·0001 70%

Clinician-rated

End of treatment 35 (39) 0·75 (0·54 to 0·96) <0·0001 86%

1–3 months of follow-up 2 (5) 1·40 (0·69 to 2·11) <0·0001 77%

4–6 months of follow-up 3 (4) 1·11 (0·02 to 2·2) 0·047 93%

7–12 months of follow-up 2 (5) 1·58 (0·91 to 2·24) <0·0001 71%

Organisational adaptations

Self-reported

End of treatment 42 (53) 0·77 (0·61 to 0·94) <0·0001 84%

1–3 months of follow-up 14 (19) 0·74 (0·49 to 0·99) <0·0001 77%

4–6 months of follow-up 5 (6) 0·42 (0·27 to 0·57) <0·0001 0%

7–12 months of follow-up 1 (4) 1·73 (0·92 to 2·53) <0·0001 70%

Clinician-rated

End of treatment 34 (38) 0·77 (0·55 to 0·98) <0·0001 86%

1–3 months of follow-up 2 (5) 1·40 (0·69 to 2·11) <0·0001 77%

4–6 months of follow-up 3 (4) 1·11 (0·02 to 2·2) 0·047 93%

7–12 months of follow-up 2 (5) 1·58 (0·91 to 2·24) <0·0001 71%

Culturally specific approaches

Self-reported

End of treatment 15 (17) 0·76 (0·36 to 1·15) 0·0002 91%

1–3 months of follow-up 2 (2) 1·38 (–1·22 to 3·99) 0·30 97%

Clinician-rated

End of treatment 24 (24) 0·62 (0·35 to 0·89) <0·0001 89%

4–6 months of follow-up 2 (2) 1·96 (0·25 to 3·66) 0·024 93%

(Table 2 continues on next page)



Articles

www.thelancet.com/psychiatry   Vol 10   June 2023 437

as clinician-rated symptoms (culturally specific 0·62 
[0·35–0·89]; culturally modified 0·98 [0·68–1·27]; 
table 2). Culturally specific and culturally modified 
adaptations did not differ significantly from each other 
according to Cochran’s Q (p=0·98, I² 0% for comparison 
of self-reported efficacy; p=0·083, 67% for comparison of 
clinician-rated efficacy).

Univariate meta-regressions showed no significant 
associations between intervention types, control types, or 
diagnosis and symptom reduction measured on either 
self-reported or clinician-rated measures at end of 
treatment (appendix 2 p 29). Therapist-related adaptations 
were not significantly associated with symptom reduction 
(self-reported b 0·16, p=0·37; clinician-rated b –0·07, 
p=0·76). Compared against each other, neither culturally 
modified nor culturally specific interventions were 
associated with significant improvements in treatment 
outcomes (self-reported b –0·005, p=0·98; clinician-
rated b –0·36, p=0·10), even after controlling for targeted 
disorders and control type (appendix 2 p 10).

Attrition data were available for 43 interventions (n=40). 
Participants were significantly less likely to drop out of 
intervention groups than active control groups 
(10% vs 15%; odds ratio 0·63 [95% CI 0·49–0·81]; 
p=0·0003). The proportion of participants who dropped 
out did not differ significantly between intervention 
groups and waitlist or no-intervention control groups 
(21% vs 23%; 1·08 [0·49–2·35]; p=0·86). Further 
comparison of participant dropout by diagnosis is in 
appendix 2 (p 29). Adapted interventions resulted in 
significant improvement in wellbeing at the end of 
treatment (n=13, Hedges’ g 1·65 [95% CI 0·87–2·42]; 
appendix 2 p 29).

Discussion 
Our systematic review showed that substantial efforts 
have been made to develop culturally appropriate 
interventions for common mental disorders in people of 
Chinese descent, but these adaptations varied substantially. 
Our meta-analysis suggested benefits for these adapted 
interventions, with moderate-to-large effect sizes (as 
measured by both self-reported and clinician-rated 
improvement in symptoms) for both indicated prevention 
and treatment compared with waitlist, no intervention, or 
non-adapted active controls. All included studies 
incorporated more than one type of adaptation, which 
might explain why no one adaptation type was significantly 
better than any other in subgroup analyses or meta-
regression. Importantly, we identified no differences in 
efficacy between culturally modified interventions adapted 
from Western interventions and culturally specific 
interventions rooted within the Chinese cultural context.

No study focused on one specific adaptation type and 
adaptations across several areas tended to be made 
simultaneously, which is typical of most studies of culturally 
based adaptations.16 Most of the included studies were 
based in China, which means that these interventions 

presumably incorporated therapist-related and content-
related adaptations, such as ethnic matching of therapists 
to service users, therapists’ cultural awareness, translation 
of content, and the use of culturally congruent materials. 
The same probably holds for organisational adaptations 
because interventions were mostly provided within the 
common standardised approach to care—typically 
delivered in inpatient and outpatient departments at local 
hospitals. Extensive attempts to develop new interventions 
within the Chinese cultural context were evident: roughly 
half of the included studies reported culturally specific 
interventions that were based on Chinese philosophical 
underpinnings (eg, Chinese Taoist cognitive therapy, 
Morita therapy) or multi-modal interventions closely tied to 
the Chinese sociocultural context (eg, cognitive insight 
therapy, Chinese medicine cognitive therapy).43,44,50,63 Despite 
continuous global efforts to develop cultural adaptation 
frameworks,16,20 these frameworks do not seem to have 
been used to guide the cultural adaptation process in many 
of the randomised controlled trials in our study. This issue 
could be addressed by the development and implementation 
of an internationally agreed framework on cultural 
adaptations.

Importantly, the range of effects in the studies reported 
in our review are in line with the effects of treatment 
reported in meta-analyses of psychological interventions 
delivered in Western health-care systems.104,105 There has 
been considerable debate about the adaptability of 
Western psychological interventions, such as cognitive 
behavioural therapy, that are based on specific cultural 
conceptions of mental disorders, and whether such 
interventions might be efficacious only when delivered in 
a congruent cultural context.3–7 We identified no difference 
in efficacy between culturally specific and culturally 
modified interventions, suggesting that evidence-based 
interventions developed in a Western context can be 
beneficial in Chinese cultural contexts when adapted and 

Number of studies 
(comparisons)

Hedges’ g (95% CI) p value I²

(Continued from previous page)

Culturally modified approaches

Self-reported

End of treatment 27 (36) 0·76 (0·60 to 0·93) <0·0001 76%

1–3 months of follow-up 12 (17) 0·63 (0·44 to 0·83) <0·0001 60%

4–6 months of follow-up 3 (4) 0·42 (0·25 to 0·63) <0·0001 22%

7–12 months of follow-up 1 (4) 1·73 (0·92 to 2·53) <0·0001 70%

Clinician-rated

End of treatment 11 (15) 0·98 (0·68 to 1·27) <0·0001 74%

1–3 months of follow-up 1 (4) 1·66 (0·98 to 2·33) <0·0001 57%

4–6 months of follow-up 1 (2) 0·28 (–0·35 to 0·92) 0·38 66%

7–12 months of follow-up 1 (4) 1·56 (0·64 to 2·48) 0·0009 77%

Effect sizes are for studies comparing interventions with any control.

Table 2: Subgroup analyses of effect sizes for interventions incorporating different adaptation types, by 
timepoint
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embedded into health-care systems, without any 
fundamental modification of the nature of the intervention 
or integration of core Chinese cultural values. Cultural 
adaptations could provide an additive benefit to evidence-
based therapeutic models with established efficacy by 
aligning the construction, conceptualisation, and delivery 
of psychological interventions with cultural values.106

This study had several limitiations. First, the validity 
and reliability of the conceptual typology16 we used might 
be limited when applied to populations of predominantly 
Han Chinese descent. The original typology16 was 
developed from research in ethnic groups who were 
typically minorities in the settings where they were 
treated. By contrast, most of the studies included in this 
review were done in native communities who would not 
necessarily experience difficulties accessing treatments in 
the same way. For example, in the context of improving 
access to mental health treatment for ethnic minorities, 
organisational-specific adaptations refer to changes to the 
routinely delivered care to provide culturally informed 
and accessible care (eg, novel, culturally appropriate 
pathways to care). However, for the studies included in 
this review, modifications at the organisational level were 
likely to be seen as standard delivery of care, and as such 
were often not reported as adaptations in the studies. 
Second, although we identified a large body of literature 
published in Chinese, our conclusions were hindered by 
scant details of interventions and inconsistent reporting 
in many trials published in Chinese journals (by contrast, 
trials published in English tended to follow standard 
guidelines such as the CONSORT statement).107 The 
minimal description of interventions in Chinese-language 
studies limited our ability to identify and classify 
adaptations. The absence of appropriate reporting about 
the competence of therapists or the fidelity of the 
interventions offered also restricted our ability to fully 
assess the validity of included studies. Third, this study 
only included culturally modified and culturally specific 
adaptations. The comparative effects of these interventions 
should be compared with those of non-adapted, evidence-
based interventions in future to further understanding of 
the steps needed to improve treatment efficacy. Finally, 
although our review focused on the treatment efficacy of 
cultural adaptation, the acceptability of these interventions 
was assessed only by attrition. Patients’ perspectives on 
culturally adapted interventions are important and should 
be explored via quantitative and qualitative research 
methods and in clinical trials in future studies.

To our knowledge, ours is the first review and meta-
analysis to examine the efficacy of cultural adaptations to 
a broad range of psychological interventions specifically 
in people of Chinese descent (predominantly of Han 
Chinese descent). Our systematic review and meta-
analysis provides evidence for the efficacy of culturally 
adapated Western interventions and culturally specific 
psychological interventions in populations of Chinese 
descent when implemented with appropriate cultural 

considerations. Reaching an international consensus on 
the definition, development, and dissemination of 
cultural adaptations could provide a firm foundation for 
future research and implementation of the cultural 
adaption of psychological interventions.
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