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Meaning-centered psychotherapy (MCP) has been found to

be effective in improving meaning in life and increasing ful-

fillment in participants with cancer. However, to date, no

previous studies have compared MCP with evidence-

based treatments such as cognitive behavioral therapy

(CBT). The aim of this study was to analyze the differential

efficacy of MCP, compared to CBT, in participants with

cancer. The study is a randomized controlled trial with

76 participants, n = 41 (MCP) and n = 35 (CBT). At post-
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treatment, the MCP intervention for cancer survivors was

more effective than CBT in increasing the presence of

meaning in life, purpose and meaning in life, and life goals.

Moreover, our results showed that, at posttreatment and

the 6-month follow-up, MCP and CBT were similarly

effective in improving depression and developing posttrau-

matic growth. This study suggests that MCP could be more

effective than CBT in improving meaning in life, purpose,

and life goals, and equally effective as CBT in improving

depression and posttraumatic growth, in cancer survivors.

Keywords: meaning-centered psychotherapy; cognitive behavioral

therapy; cancer; meaning in life; depression; posttraumatic growth

CANCER SURVIVORS have twice as much psy-
chopathological distress, depression, anxiety, lack
of meaning in life, and poor quality of life as the
cancer-free population (Hinz et al., 2010). More-
over, anxiety, fatigue, sadness, emotional and
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physical pain, poor quality of life, hopelessness,
desire for a hastened death, and low meaning in
life are common negative emotional states in can-
cer survivors (Cleeland, 2007; Henson et al,
2020; Lethborg et al., 2019). Thus, there is an
urgent need to develop and offer effective interven-
tions for cancer survivors.

Cognitive behavioral therapy (CBT) is consid-
ered the gold-standard of psychotherapy for the
treatment of depression and anxiety disorders
(David et al., 2018). Specifically in people with
cancer, CBT has been broadly studied in numerous
clinical trials that have shown its efficacy, and it is
recommended as an evidence-based and first-
choice therapy (Emery et al., 2022). CBT interven-
tions have been effective, showing a moderate
treatment effect on quality of life (Getu et al.,
2021), depression, and anxiety (Jelvehzadeh
et al., 2022). However, a recent meta-analysis
(Zhang et al., 2022) found that the effect size of
CBT treatments for cancer patients was smaller
in magnitude than the large treatment effect sizes
found for individuals without cancer in the general
CBT literature. Another meta-analysis found con-
tradictory results, with no improvement in depres-
sion and quality of life (e.g., Sun et al., 2019).
Thus, although CBT is considered one of the treat-
ments of choice, it is still necessary to carry out
randomized controlled trials (RCT) comparing
CBT to active psychotherapies in order to advance
the research on the efficacy of CBT in people with
cancer.

Another psychotherapy that has been found to
be effective in participants with cancer is
Meaning-Centered Psychotherapy (MCP). MCP
is a logotherapeutic-oriented psychotherapy based
on Viktor Frankl’s work (1959/1985), and it has
been utilized in various samples and settings. Vos
and Vitali (2018) conducted a meta-analysis that
tested the effectiveness of MCP. They found large
improvements in quality of life at posttreatment
and follow-up, reductions in psychological stress,
and improvements in meaning in life, hope and
optimism, and self-efficacy. Dietrich et al. (2021)
carried out a meta-analysis of MCP interventions
for participants with advanced cancer, and they
found that, after the intervention, MCP produced
large improvements in spiritual well-being, quality
of life, and depressive symptoms. It also had a
moderate effect on improving anxiety symptoms
and a low effect on reducing the desire for a quick
death.

Specifically, the MCP application for cancer
patients was initially developed by Breitbart
et al. (2010) as an eight-session group therapy
for patients with advanced cancer (Stage III–IV),
and it was more effective than supportive psy-
chotherapy in an RCT on spiritual well-being,
meaning in life, and anxiety. Breitbart et al.
(2012) carried out another RCT with patients with
Stage III or IV cancer. In this case, MCP was
reduced to seven sessions to be applied individu-
ally and compared with a control group (massage
therapist). The results showed that MCP produced
a greater improvement in meaning in life, spiritual
well-being, faith, physical symptoms of distress,
burnout, and quality of life, but there was no sig-
nificant change in depression or anxiety. MCP was
also administered to cancer survivors (van der
Spek et al., 2017) in an RCT with a 6-month
follow-up comparing MCP to two other condi-
tions: (a) with a Supportive Group and (b) Treat-
ment as Usual (TAU) with their general
practitioner. The results at the 6-month follow-
up showed that the MCP treatment improved per-
sonal meaning, positive relations, purpose in life, a
fighting spirit, hopelessness, goal-orientedness, and
psychological well-being and adjustment and
reduced psychological distress and depressive
symptoms more than the TAU condition. MCP
was more effective in improving goal-
orientedness, a fighting spirit, personal growth,
and environmental mastery at the 6-month
follow-up, compared to the supportive group.

To date, MCP has shown efficacy compared to
the waiting list, TAU with the general practitioner,
massage therapy, and supportive therapy. How-
ever, no previous studies have compared MCP to
active treatments or evidence-based treatments
such as CBT for cancer survivors. To confirm that
MCP could be an evidence-based treatment for
cancer survivors, it is necessary to compare the
efficacy of MCP and CBT. Finally, as mentioned
above, studies on the efficacy of MCP have focused
on samples of participants with advanced cancer
(Stage III and IV), leaving out participants in
Stages I and II. Thus, it is necessary to analyze
whether Stage I and II cancer survivors could also
benefit from this intervention, a question that has
not been studied to date.

The aim of the study was carry out an RCT to
analyze the differential efficacy of the MCP inter-
vention, compared to CBT, in Spanish participants
with cancer.

Methods

participants

The inclusion criteria were: (a) adults with Stage I,
II, or III cancer who had finished their medical
treatment (surgery, radiotherapy, or chemother-
apy). Three months after finishing the medical
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cancer treatment, the participants were assessed by
an oncologist, and if they were free of cancer, they
could participate in the study; (b) participants who
expressed a need for psychological care; and (c)
participants who had low meaning in life (score
below 90 on the Purpose in Life Test)
(Crumbaugh & Maholick, 1969). The sample
was recruited from an Oncology Hospital in
Valencia (Spain). The exclusion criteria were: (a)
participants who were receiving another psycho-
logical or psychiatric treatment at the time; (b)
participants who had been diagnosed with a seri-
ous mental disorder (schizophrenia, substance
dependence, dementia, or cognitive impairment).

This study was approved by the Ethics and
Research Committee of the Valencian Institute of
Oncology Foundation (CEIM: 2019-17). The
study was registered at Clinicaltrials.gov as
NCT05197348. All participants were volunteers
and gave their informed consent to participate in
the study. For ethical reasons, participants in the
CBT condition were given the opportunity to
receive the MCP program if they wished to, even
if the study had already ended.

procedure

The researchers explained the aims of the study to
cancer survivors who had been treated at the
Oncology Hospital and offered them the opportu-
nity to participate in the study. After the partici-
pants had signed the informed consent, a clinical
psychologist who is an expert in cancer carried
out two evaluation sessions to verify that the par-
ticipants met all the inclusion criteria, and mental
disorders were diagnosed in clinical interviews to
verify that they met the DSM-5 criteria.

The evaluation was performed by independent
evaluators who were blind to the experimental
conditions. Once the researchers had ensured that
the participants met the inclusion criteria, they
were randomly assigned to one of the two experi-
mental conditions (MCP or CBT) using a simple
randomization procedure generated by an external
researcher. During the study, participants did not
receive any other psychological treatment. When
the psychotherapy had ended (MCP or CBT), the
evaluation was performed again, and a follow-up
evaluation was carried out after 6 months. The
assessment was performed online before and after
finishing the treatment and at the follow-up. The
interventions took place through online videocon-
ferences led by general health psychologists with
master-level degrees. The psychotherapist’s adher-
ence to the treatment protocol (MCP or CBT) was
controlled during the study. In both treatment
conditions (MCT and CBT), there was a manual
for the psychotherapist and another one for the
patient. Each session offered theoretical content
and practical exercises that had to be completed.
To control adherence to the original treatment
manual, we held weekly clinical sessions with the
team of psychotherapists to confirm that they
had taught all the content and performed all the
exercises in the manual without adding any other
psychotherapeutic components to the MCP or
CBT. When we detected that some content or
exercise had not been carried out, the psychother-
apists were asked to teach this content and exer-
cise in the next session. We used a subjective
scale created ad hoc to evaluate each intervention
group’s adherence to the program. The therapist
scored the level of adherence to the psychothera-
pist’s treatment manual from 0 (bad) to 10 (very
good). The adherence scores for the MCP groups
were 10, 9, 9, and 9, and for the CBT groups, 9,
9, 9, and 9. Adherence was controlled by the pro-
ject directors. All the sessions were reviewed, and
not just a subsample.
study design

The study design consists of a two-arm RCT with
two conditions, MCP and CBT, with participants
randomized to one of the two treatment condi-
tions. Figure 1 shows the flow chart. For this pro-
tocol, we follow the CONSORT statement
(Moher, 2001, 2010) and the SPIRIT guidelines
(Standard Protocol Items: Recommendations for
Interventional Trials) (Chan et al., 2013).
sample size

The sample size for this study was calculated based
on effect sizes found in other studies on MCP in
participants with cancer, mainly meta-analyses.
Dietrich et al. (2021) found medium effect sizes
for meaning in life (d = 0.81) and medium effect
sizes for anxiety (d = -0.47) and depressive symp-
toms (d = 0. 50). Thus, we expected an effect size
of 0.60 for the primary and secondary outcomes.
To calculate the sample size, we used the G*Power
3.1 software (Faul et al., 2009) by assuming that
the main question of our investigation would be
addressed with an F-test for the interaction
between the two groups and three measurement
occasions in the context of a mixed-effects
ANOVA model. Taking into account an alpha of
0.05, a statistical power of 0.80, and 10% vari-
ance accounted for, a total sample of 90 partici-
pants (45 per group) was required.



FIGURE 1 Evolution of the sample throughout treatment.
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intervention descriptions

Meaning Centered Group Psychotherapy (MCP)
This intervention lasts 2 months and includes eight
sessions that follow a 2-hour group format on a
weekly basis. We used the manualized MCP for
patients with cancer (Breitbart, & Poppito, 2014).

The MCP component for each session consisted
of the following:

Session 1: Psychoeducation about meaning in life,
sources of meaning, concepts from Frankl’s theory

Session 2: Cancer illness and meaning

Session 3: Historical sources of meaning (the past)

Session 4: Historical sources of meaning (present
and future)

Session 5: Attitudinal sources of meaning
Session 6: Creative sources of meaning

Session 7: Experimental sources of meaning

Session 8: End of psychotherapy, farewell, and
facing the future with hope

(All the sessions include practice exercises.)

Cognitive Behavioral Stress Management (CBSM)
The intervention lasts 2 months and includes eight
sessions that follow a 2-hour group format on a
weekly basis. The sessions are the following:

Session 1: Presentation of the psychotherapy,
establishing the goals of psychotherapy. Presenta-
tion of the participants. Psychoeducation about
the psychological consequences of cancer.
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Session 2. Increasing enjoyable activities. Behav-
ioral activation. Progressive muscle relaxation
training. Slow breathing training.
Session 3. Cognitive model for coping with can-
cer. ABC model. Psychoeducation on negative
thoughts. Training in detecting negative thoughts.
Presentation of cognitive distortions.
Session 4. Training in cognitive restructuring
techniques.
Session 5. Training in problem-solving skills.
Session 6. Be aware of our own needs. Self-care.
Assertiveness skills training.
Session 7. Setting goals for the future.
Session 8. Summarizing, relapse prevention, and
end of psychotherapy.
(All the sessions include practice exercises.)
measures

Data on demographic variables: age, gender, edu-
cational level, marital status, cancer diagnoses,
cancer treatment, mental health diagnoses.

Measures of Primary Outcomes
Meaning in Life Questionnaire (MLQ, Steger
et al., 2006). The MLQ assesses the two main
dimensions of meaning in life and contains two
subscales: (a) presence of meaning in life and (b)
search for meaning in life.

Purpose in Life Test (PIL; Crumbaugh &
Maholick, 1969). This test assesses meaning and
purpose in life and contains two subscales: (a) sat-
isfaction and meaning in life and (b) life goals and
purpose.

Measures of Secondary Outcomes
The Posttraumatic Growth Inventory (PTGI,
Calhoun & Tedeschi, 1996). The PTGI assesses
the perception of personal benefits in survivors of
a traumatic event such as cancer, and it is com-
posed of five subscales: Relating to Others, New
Possibilities, Personal Strength, Spiritual Change,
and New Appreciation of Life.

Overall Anxiety Severity and Impairment Scale
(OASIS, Norman et al., 2006). The OASIS assesses
the frequency and intensity of anxiety symptoms in
the past week.

Overall Depression Severity and Impairment
Scale (ODSIS, Ito et al., 2015). The ODSIS
assesses the frequency and intensity of depression
symptoms in the past week.

data analyses

The intention-to-treat principle was used in the
analytic strategy at pretreatment, posttreatment,
and 6-month follow-up, using mixed-effects mod-
els with full information and maximum likelihood
estimation. This method has been recommended
for its flexibility in handling missing data
(Gueorguieva & Krystal, 2004). Mixed-model
analyses are appropriate for RCTs with multiple
time points and pre-post and follow-up designs
(Salim, 2008). For all the outcomes, time was trea-
ted as a within-group factor and treatment condi-
tion as a between-group factor. The fixed-effects
factor was the treatment condition (MCP vs
CBT), and the random-effects factor was the
group. Significant effects were followed up with
pairwise comparisons (adjusted by Bonferroni cor-
rection). Effect sizes (Cohen’s d) were calculated
(Cohen, 1988; Cumming & Calin-Jageman,
2016). All statistical analyses were conducted
using IBM SPSS Statistics, version 28.0 for Win-
dows (IBM Company, Madrid, Spain).

Demographic and Clinical Characteristics of the
Participants
The ages of the participants ranged between 34
and 72 years, with a mean age of 51.97 years
(SD = 7.58). In terms of gender, 90.8% (n = 69)
were women, and n = 7 (9.2%) were men. Regard-
ing their marital status, 68.4 % (n = 52) were mar-
ried or had a partner, 19.7% (n = 15) were single,
and 11.9 % (n = 9) were separated or divorced. In
terms of their educational level, 44.7% (n = 34)
had higher studies, 36.8% (n = 28) (44.5%) had
secondary studies, 15.8% (n = 12) had primary
studies, and 2.6% (n = 2) had no studies.

Regarding the clinical characteristics of the
sample, 60.5 % (n = 46) had breast cancer, and
the rest, 39.5% (n = 30), had another cancer diag-
nosis: Gynecological, 21.1 % (n = 16); Prostate,
7.9% (n = 6); Lung, 3.9% (n = 3); Melanoma,
3.9% (n = 3); Sarcoma, 1.3% (n = 1); and Lym-
phoma, 1.3% (n = 1). With regard to the cancer
stage before beginning the study, 55.3% (n = 42)
were in Stage I, 38.2 (n = 29) were in Stage II,
and 6.6 (n = 5) were in Stage III. During the study,
17.1% (n = 13) of the participants had a relapse in
their cancer, and 82.9% (n = 63) did not.

Regarding mental disorders, 57.9 % (n = 44)
met the criteria for the diagnosis of mental disor-
ders according to the DSM-5 (APA, 2013):
23.7% (n = 18) adjustment disorder, 19.7 %
(n = 15) major depressive disorder, and 14.5%
(n = 11) anxiety disorder, whereas 42.1%
(n = 32) did not meet the diagnostic criteria for a
mental disorder. Only 1.3% (n = 1) of the partici-
pants met the criteria for a personality disorder.
With regard to psychotropic medication, 55.3%
(n = 42) were receiving this medication, and
44.7% (n = 34) were not.



Table 1
Evolution of Participants in the Treatment Groups During the Study

Randomization Baseline Post-treatment Follow-up

MCP

n

CBT

n

MCP

n

CBT

n

MCP

n

CBT

n

MCP n CBT

n

Group 1 12 11 11 8 11 8 11 8

Group 2 12 11 9 9 9 8 9 8

Group 3 11 11 8 9 8 8 8 8

Group 4 13 11 13 9 12 8 12 8

N 48 44 41 35 40 32 40 32

Note: MCP = Meaning Centered Psychotherapy; CBT = Cognitive Behavioral Therapy.
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Participant Flow and Attrition
To recruit the sample, 143 patients from an oncol-
ogy hospital were initially contacted, and only
those who met the inclusion criteria, n = 92, were
selected, evaluated, and then randomized. How-
ever, only n = 76 began the treatment. Thus, 16
participants did not begin the intervention for sev-
eral different reasons: n = 9 due to schedule incom-
patibility, n = 2 because they did not wish to
participate in group psychotherapy, n = 3 due to
a physical condition (pain, medical complications)
caused by the cancer, and n = 2 due to the difficul-
ties of videoconferencing. Thus, at baseline, 41
participants received the intervention in the MCP
condition, and n = 35 received the intervention in
the CBT condition. At posttreatment, n = 72
(94.73%) participants who began the intervention
remained in the study, n = 40 (97.56%) in the
MCT condition and n = 32 (91.42%) in the CBT
condition. At the 6-month follow-up, n = 72
(94.73%) participants remained in the study,
n = 40 (97.56%) in the MCP condition and
n = 32 (91.42%) in the CBT condition. The evolu-
tion of the sample in the study can be seen in the
flowchart (Figure 1), and Table 1 shows the evolu-
tion of participants in the treatment groups during
the study.

Results

comparison of treatment conditions

at baseline

As Table 2 shows, there were no statistically sig-
nificant differences in the demographic or clinical
characteristics of the participants in the two treat-
ment conditions at baseline. Table 3 shows the
participants’ scores on the primary and secondary
measures at the three time points: pretreatment
(T1), posttreatment (T2), and 6-month follow-up
(T3). As the table reveals, at pretreatment there
were no statistically significant differences
between the two treatment conditions on any of
the measures utilized.

comparison of treatment conditions

at posttreatment (T1vsT2)

Primary Outcomes
As Table 4 shows, the participants in the MCP
condition obtained a greater improvement in Pres-
ence of meaning in life (MLQ) than the partici-
pants in the CBT condition, producing an
interaction effect between the time point and the
experimental condition (F = 7.25, p < .001). As
Table 4 reveals, in the post hoc analyses of each
of the treatment conditions, the participants in
the MCP condition obtained statistically signifi-
cant improvements in Presence of meaning in life
(MD = 4.27, SE = 0.97, p = .001), whereas the par-
ticipants in the CBT condition did not
(MD = 1.21, SE = 1.07; p = .91).

In addition, although there was no interaction
effect (Time � Experimental Condition) on the
rest of the primary measures, Table 4 shows that,
in the post hoc analysis of each treatment condi-
tion, the participants in the MCP condition
obtained statistically significant improvements in
Purpose and meaning in life (overall score PIL)
(MD = 4.01, SE = 1.39, p = .01) and Life Goals
(PIL) (MD = 2.08, SE = .74, p = .01), whereas the
participants in the CBT condition did not obtain
statistically significant improvements on these
measures at posttreatment. Moreover, although
the participants in the MCP condition did not
obtain statistically significant improvements on
the rest of the primary measures, Table 4 shows
a tendency toward statistical significance in the
improvement in Life Satisfaction and meaning
(PIL) (MD = 2.06, SE = 0.89, p = .07).

In the case of Search for meaning (MLQ), there
was no interaction effect (Time � Experimental
Condition) (F = 0.61, p = .55). Although partici-
pants in both the MCP and CBT conditions



Table 2
Demographic and Clinical Characteristics of the Participants in the Two Conditions at Baseline

Meaning Centered Psychotherapy

(n = 41)

Cognitive Behavioural Therapy

(n = 35)

Age means (SD) 53.27(5.95) 50.51(9.03)

Gender n (%)

Female 35 (85.4%) 34 (97.1 %)

Male 6 (14.6%) 1 (2.9 %)

Marital status n (%)

Married 26 (63.4%) 18 (51.4%)

Unmarried couple 3 (7.3%) 5 (14.3%)

Single 7 (17.1%) 8 (22.9%)

Separated 2 (4.9 %) 3 (8.6 %)

Divorced 3 (7.3 %) 1 (2.9%)

Level of education n (%)

No studies 2 (4.9 %) 0 (0%)

Elementary education 6 (14.6 %) 6 (17.1%)

Secondary education 13 (31.7%) 15 (42.9 %)

Higher education 20 (48.8) 14 (40%)

Cancer Diagnosis

Breast 24 (58.5 %) 22 (62.9 %)

Others: 17 (41.5%) 13 (37.1 %)

Cancer Stage

Stage I 23 (56.31%) 19 (54.3%)

Stage II 17 (41.5) 12 (34.3%)

Stage III 1 (2.4%) 4 (11.4%)

Relapse of cancer during the study

No 31 (75.6%) 32 (91,4%)

Yes 10 (24.4%) 3 (8.6%)

Mental disorder diagnosis

No mental disorders 20 (48.8%) 12 (34,3 %)

Adjustment Disorder 9 (22%) 9 (25.7%)

Anxiety Disorder 4 (9.8% 7 (20%)

Depressive Disorder 8 (19.5 %). 7 (20%)

Personality disorder diagnosis

No 41 (100%) 34 (97.1%)

Yes 0 (0%) 1 (2.9%)

Pharmacotherapy

No 19 (46.3%) 15 (42. 9%)

Yes 22 (53.7) 20 (57.1%)

Note. SD = Standard Deviation
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increased their search scores, this change was not
statistically significant.

Secondary Outcome
In the case of the depression scores (ODSIS), there
was no interaction effect (Time � Experimental
Condition) (F = 0.04, p = .96). However, the post
hoc analysis of each treatment condition, presented
in Table 4, shows that both the participants in the
MCP condition (MD = 2.62, SE = 0.77, p = .002)
and the participants in the CBT condition (MD =
2.31, SE = 0.83; p = .02) obtained statistically
significant improvements in depression (ODSIS).

Moreover, although the MCP participants did
not obtain statistically significant improvements
on the rest of the secondary measures, Table 4
shows a tendency toward statistical significance
for Posttraumatic Growth (PTGI) (overall score)
(MD = 5.40; SE = 2.30, p = .06), Personal Strengths
(PTGI) (MD = 1.87, SE = 0.82, p = .07), and
anxiety (OASIS) (MD = 2.11; SE = 0.92, p = .07).
comparison of treatment conditions

at pretreatment and 6-month follow-

up

Primary Measures
Although the MCP participants did not obtain sta-
tistically significant improvements on the primary
measures, Table 4 shows a tendency toward signif-
icance in the improvement in the Presence of
meaning in Life (MLQ) (MD = 2.34, SE = 0.98,
p = .05) and Life Satisfaction (PIL) (MD = 2.12;
SE = 0.88, p = .05).



Table 3
Participants’ Scores at Pretreatment, Posttreatment, and Follow-up by Treatment Condition

Meaning Centered Psychotherapy Cognitive Behavioral Therapy Differences at T1

MCP vs CBT

Measures T1 T2 T3 T1 T2 T3 F p d

Presence (MLQ) 17.61

(5.32)

21.95

(43.69)

18.55

(6.13)

18.93

(7.12)

17.5

(5.98)

18.90

(7.31)

.57 .45 0.12

Search (MLQ) 24.90

(3.80)

24.05

(5.47)

22.07

(6.04)

17.96

(8.26)

20.96

(5.99)

21.25

(7.87)

1.25 .26 0.18

Purpose in life (PIL) 47.65

(10)

51.75

(8.47)

49.25

(9.77)

45.65

(12.6)

46.09

(12.23)

47.09

(13.26)

1.04 .31 0.09

LIfe Goal (PIL) 20.31

(0.74)

22.09

(3.21)

19.88

(4.97)

19.40

(5.21)

19.78 (4.54) 19.21

(5.76)

.70 .41 0.13

Satisfaction meaning (PIL) 27.57

(6.13)

29.37

(5.84)

30.31

(5.08)

25.82

(8.27)

26.60

(8.12)

27.14

(8.14)

1.09 .30 0.17

PGS (total) 36.34

(3.74)

41.80

(13.24)

45.91

(13.95)

32.67

(18.70)

33.50

(16.45)

40.28

(13.31)

.88 .35 0.27

New Life Perspective (PGS) 19.35

(8.28)

21.50

(7.58)

22.80

(6.05)

17.09

(9.38)

16.96

(8.03)

19.43

(8.97)

1.76 .18 0.22

Personal Strengths (PGS) 10.30

(4.87)

12.05

(4.46)

13.35

(5.28)

9.37

(5.36)

9.62

(5.22)

12.31

(4.99)

.26 .61 0.08

Spiritual Change (PGS) 3.02

(3.27)

3.07

(2.43)

4.75

(3.04)

3.25

(3.32)

2.43

(2.50)

3.74

(3.20)

.00 .93 0.01

Other Relations (PGS) 4.9

(2.39)

5.75

(2.56)

6.57

(2.27)

4.58

(2.97)

4.61

(2.47)

5.68

(2.85)

.34 .56 0.09

ODSIS 8.37

(5.01)

5.75

(4.73)

5.12

(4.90)

9.62

(6.49)

7.40

(6.07)

6.59

(6.23)

1.194 .28 0.17

OASIS 7.57

(4.51)

5.45

(3.96)

6.42

(6.70)

8.62

(5.13)

7.18

(4.33)

6.9

(6.22)

0.69 .41 0.13

Note. T1 = baseline assessment, T2 = posttreatment assessment; T3 = 6-month follow-up assessment; d = Cohen’s d; MLQ = Meaning in Life Questionnaire; PIL = Purpose in Life ;

PTGI = Posttraumatic Growth Inventory ; ODSIS = Overall Depression Severity and Impairment Scale ; OASIS = Overall Anxiety Severity and Impairment Scale ; MCP = Meaning Centered

Psychotherapy; CBT = Cognitive Behavioral Therapy
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Table 4
ANOVA Repeated-Measures Linear Mixed Models

Time x condition Post hoc test Bonferroni

Meaning Centered Psychotherapy Cognitive Behavioral Therapy

Measures F (2,143) d F (2,141) MD (SE)

T1-T2

d MD (SE)

T1-T3

d F (2,140) MD (SE)

T1-T2

d MD (SE)

T1-T3

d

Presence of meaning (MLQ

subscale)

7.25

p = .001

1.8 15.71

p = .001

4.27(.97)

p = .001

3.6 2.34 (0.98)

p = .05

0.20 .56

p = .42

1.21 (1.07)

p = .78

0.09 0.19 (1.07)

p = .91

0.01

Search for meaning (MLQ

subscale)

0.61

p = .55

0.52 .301

p = .74

0.66 (2.62)

p = .99

0.02 2.62 (3.5)

p = .99

0.06 .67

p = .68

2.74 (3.84)

p = .99

0.05 3.02 (3.84)

p = .99

0.06

Purpose in life (Overall score PIL) 1.81

p = .16

0.97 4.35

p = .01

4.01(1.39)

p = .01

0.24 1.59 (1.39)

p = .76

0.07 .58

p = .56

.66(1.55)

p = 1

0.03 1.66 (1.55)

p = .91

0.08

Life Goal (PIL subscale) 2.22

p = .11

1.07 6.84

p = .001

2.08 (0.74)

p = .01

0.22 0.52 (0.74)

p = .97

0.08 0.12

p = .88

0.25 (.82)

p = 1

0.02 0.15 (0.83)

p = 1

0.01

Life Satisfaction

(PIL subscale)

0.78

p = .45

0.66 3.69

p = .03

2.02 (0.88)

p = .07

0.20 2.12 (0.88)

p = .05

0.20 1.98

p = .14

.48(0.98)

p = 1

0.03 1.89 (0.98)

p = .17

0.12

PTGI (Overall score) 1.48

p = .23

0.84 9.67

p = .001

5.40 (2.30)

p = .06

0.20 10.05 (2.31)

p < .001

0.35 5.28

p = .006

0.52 (2.56)

p = 1

0.01 7.04 (2.56)

p = .02

0.23

New life perspective (PTGI

subscale)

0.61

p = .51

0.58 3.89

p = .02

2.15 (1.25)

p = .26

0.15 3.45 (1.48)

p = .02

0.22 2.19

p = .11

0.10 (1.38)

p = 1

0.01 2.57 (1.87)

p = .19

0.16

Personal Strengths (PTGI

subscale)

1.03

p = .36

0.74 7.83

p = .001

1.87(0.82)

p = .07

0.20 3.20 (0.81)

p < .001

0.31 6.44

p = .002

0.23 (0.89)

p = 1

0.01 2.91 (0.89)

p = .01

0.26

Spiritual Change (PTGI subscale) 1.41

p = .24

0.73 8.32

p = .001

0.05 (0.48)

p = 1

0.01 1.75 (0.48)

p < .001

0.30 2.69

p = .07

0.72 (0.53)

p = .52

0.11 0.53 (0.54)

p = .97

0.08

Relating to others (PTDI subscale) 0.73

p = .48

0.60 6.56

p = .001

0.85 (0.46)

p = .19

0.16 1.67 (0.46)

p = .04

0.30 2.96

p = .05

0.03 (0.51)

p = 1

0.01 1.11 (0.51)

p = .09

0.18

ODSIS 0.04

p = .96

0.12 10.72

p < .001

2.62 (0.77)

p = .002

0.28 3.25 (0.74)

p < .001

0.34 7.72

p = .001

2.31(0.83)

p = .01

0.22 3.13(0.82)

p < .001

0.31

OASIS 0.41

p = .63

0.50 2.63

p = .07

2.11 (0.92)

p = .07

0.22 1.14 (0.93)

p = .65

0.07 1.62

p = .20

1.43 (1.02)

p = .49

0.11 1.73 (1.01)

p=.28

0.13

Notes. T1 = baseline assessment, T2 = posttreatment assessment; T3 = 6 month follow-up assessment; d = Cohen´s d; MLQ = Meaning in Life Questionnaire; PIL = Purpose in Life;

PTGI = Posttraumatic Growth Inventory; ODSIS = Overall Depression Severity and Impairment Scale ; OASIS = Overall Anxiety Severity and Impairment Scale ; MCP = Meaning Centered

Psychotherapy; CBT = Cognitive Behavioral Therapy. F = F statistic; MD = Mean Difference; SE = Standard Error. Cohen’s d = adjusted standardized mean difference calculated by Cohen‘s

d =
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Secondary Measures
As Table 4 shows, the post hoc analysis of each
treatment condition reveals that both the partici-
pants in the MCP condition (MD = 3.25,
SE = 0.74, p = .001) and the participants in the
CBT condition (MD = 3.13, SE = 0.82, p < .001)
obtained statistically significant improvements in
depression (ODSIS) at the 6-month follow-up.
Moreover, the participants in the MCP condition
obtained statistically significant improvements in
Posttraumatic growth (overall score PTGI)
(MD = 10.05, SE = 2.31, p = .001), New Life per-
spective (PTGI) (MD = 3.45 SE = 1.48; p = .02),
Personal strength (PTGI) (MD = 3.20; SE = 0.81;
p < .001), Spiritual Change (PTGI)(MD = 1.75,
SE = 0.48, p < .001), and Relating to others (PTGI)
(MD = 1.67, SE = 0.46, p = .04). The participants
in the CBT condition obtained statistically signifi-
cant improvements in Posttraumatic Growth
(overall score PTGI) (MD = 7.04, SE = 2.56,
p = .02) and Personal Strength (PTGI)
(MD = 2.91, SE = 0.89, p = .01).

In the case of anxiety (OASIS), the participants
in the two treatment conditions reduced their anx-
iety scores at the follow-up, but there were no sta-
tistically significant differences between the two
treatment conditions: MCP condition
(MD = 1.14; SE = 0.93, P = .65) and CBT condi-
tion (MD = 1.73, SE = 1.01; p = .28).

Discussion
The first aim of the study was to analyze the effi-
cacy of the MCP intervention for cancer survivors
in an RCT, comparing it to CBT. Our results
showed that, at posttreatment, the MCP interven-
tion for cancer survivors was more effective than
CBT in increasing the Presence of meaning in life,
Purpose and meaning in Life, and Life Goals. Our
results support previous studies that found that
MCP was effective in improving purpose, pres-
ence, and meaning in life (Breitbart et al., 2010;
Dietrich et al., 2021; Vos & Vitali, 2018). MCP
was more effective than CBT mainly because the
CBT participants did not increase their meaning
in life, purpose, or life goals. It is possible that
CBT does not improve meaning in life because,
unlike in previous studies (e.g. Marco et al.,
2021; Quero et al., 2022), an inclusion criterion
was that the participants had to have an absence
of meaning in life or experience an existential
vacuum.

Our results also confirm that both MCP and
CBT were effective in improving depression at
posttreatment and follow-up. The result showing
that MCP is effective in the treatment of depres-
sion is consistent with previous studies carried
out in participants with cancer (Dietrich et al.,
2021) and in people without cancer in which ther-
apies based on meaning in life were effective in
improving depression (Cheng et al., 2015;
Fereydouni & Forstmeier, 2022; Marco et al.,
2023). Thus, this study adds further evidence to
previous studies suggesting that MCP might be a
suitable treatment for depression in people with
low meaning in life. Moreover, the efficacy of
CBT in improving depression found in the present
study confirms previous results that consider it an
evidence-based treatment for depression in people
with cancer (Jelvehzadeh et al., 2022).

At the 6-month follow-up, our results showed
that both MCP and CBT were similarly effective
in developing posttraumatic growth. The partici-
pants who received MCP increased their posttrau-
matic growth and a new life perspective,
developing personal strengths and spiritual change
and learning to value relationships with others.
This result confirmed previous studies showing
that MCP increased positive relations, a fighting
spirit, and adjustment (Van der Spek et al.,
2017). In the same way, the participants who
received CBT obtained statistically significant
improvements in posttraumatic growth and devel-
oped personal strengths, as previous studies found
(Li et al., 2020). Our results suggest that the two
therapies have similar efficacy in improving post-
traumatic growth and depression, although they
might act through different mechanisms of change.
On the one hand, MCP could act through discov-
ering, realizing, and making meaning in life, devel-
oping an attitude of coping from freedom to
responsibility towards the cancer, readjusting vital
values, developing a new life perspective and new
personal strengths through spiritual change, and
valuing relationships with others as sources of
meaning. On the other hand, CBT could act
through learning to recognize emotions and dys-
functional thoughts and learning to be more flexi-
ble and adaptive in this new situation, which
allows participants to develop new personal
strengths. However, in this study we did not ana-
lyze the change process of these two psychothera-
pies. Thus, future research is needed to analyze the
change processes of MCP and CBT in posttrau-
matic growth and depression in cancer survivors.
We can highlight this result because, although
there has been increasing interest in studying the
efficacy of interventions for posttraumatic growth
in cancer survivors (Tomita et al., 2017), the qual-
ity of efficacy studies has been limited (Li et al.,
2020), and our study is the first one to show that
MCP is effective in increasing posttraumatic
growth in cancer survivors.
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In sum, MCP was more efficacious than CBT in
increasing meaning in life, purpose in life, and life
goals at posttreatment, and MCP and CBT showed
equal efficacy in the treatment of depression at
posttreatment and at the 6-month follow-up, as
well as equal efficacy in increasing posttraumatic
growth at the 6-month follow-up. These results
suggest that survivors of Stage I, II, and III cancer
may benefit from MCP. Taking into account that
previous studies on the effectiveness of MCP have
been conducted with participants with Stages III
and IV cancer (e.g., Breitbart et al., 2010), our
study suggests that a greater number of cancer sur-
vivors could benefit from MCP. The superiority of
MCP over CBT on the primary measures found in
this study could be due to several factors: For
example, CBT focuses on changing thoughts, emo-
tions, and behavioral activation, and, in some
patients (i.e., those recently diagnosed with can-
cer), it may be less effective than in patients with-
out cancer. In addition, some of the irrational
negative thoughts in people without cancer may
turn out to be totally rational in people with can-
cer (Kemp et al., 2022). Moreover, this result may
suggest that if we want to increase meaning in life
in participants with low meaning in life, it might
be necessary to carry out an intervention focused
on meaning in life. Thus, cancer survivors would
benefit from these two psychotherapies. CBT or
MCP could be applied depending on the specific
needs of cancer survivors: MCP for participants
who need to accept and readjust their values and
life goals, and CBT for participants who could
benefit from making irrational thoughts more flex-
ible and, thus, reduce their emotional overload.

We can emphasize that MCP did not produce a
significant increase in the search for meaning. This
result suggests that, rather than learning to search
for new sources of meaning, participants were
making meaning from the sources of meaning they
already had, rediscovering and materializing
responsibility and behaviors in their new life cir-
cumstances through their choices.

Neither MCP nor CBT produced a statistically
significant reduction in anxiety (only the MCP par-
ticipants showed a tendency toward statistical sig-
nificance). However, after the interventions, the
MCP and CBT participants had scores on the
OASIS that were below the cutoff point for clinical
levels of anxiety, and this reduction was main-
tained at follow-up. Although some studies have
confirmed the efficacy of MCP (Breitbart et al.,
2010) and CBT (Groarke et al., 2013) for reducing
anxiety, other studies have found contradictory
results for MCP (Breitbart et al. 2012) and CBT
(Tang et al., 2020). In our study, this result can
be explained by several factors: (a) our patients
presented clinical levels of anxiety according to
the OASIS scales—with such a short intervention,
these levels can be reduced, but not in a statisti-
cally significant way; (b) in all, 24.4% of the
patients in the MCP condition and 8.6% in the
CBT condition experienced a relapse of their can-
cer, which would justify an increase in anxiety
levels; (c) neither MCP nor CBT has an interven-
tion component that addresses coping with death
or the fear of death; and (d) during the study,
the participants underwent numerous medical tests
to assess their physical condition, which could pro-
duce high levels of anxiety the week before the
medical assessment.

Another unexpected result was that the
increased meaning in life in the MCP participants
was not maintained at the 6-month follow-up. It
is important to highlight that, although the two
treatment conditions were statistically equivalent
at pretreatment, in the MCP condition, 24.4% of
the participants experienced a relapse of the cancer
during the study, and 51.2% of the participants
met the criteria for a mental disorder according
to the DSM-5. In addition, before beginning the
study, the participants in both treatment condi-
tions showed clinical levels of depression and anx-
iety, and so an eight-session intervention might be
insufficient to produce statistically significant
changes. This suggests that, although MCP was
effective in increasing meaning in life after the
treatment, it would be necessary to increase the
number of sessions and add new psychotherapeu-
tic components to ensure that the results are main-
tained in the follow-ups when administering MCP
to patients with mental disorders. The new adapta-
tions of logotherapy are being protocolized with
more extensive proposals and more therapeutic
components based on Frankl’s Theory.

Our research study has several strengths. It is
the first RCT to compare MCP to an evidence-
based treatment (CBT) for cancer survivors. In
addition, the sample was obtained in a natural set-
ting, and so it is clinically representative. The sam-
ple size was adequate and previously calculated
based on the theoretical power of the interven-
tions, and adherence to both treatments was high.
Moreover, in the sample we included participants
from Stages I, II, and III. The study was carried
out by videoconference, and a follow-up took
place 6 months after finishing the treatment.

This study has several limitations. Most of the
participants were women, and so the results are
generalizable primarily to women cancer sur-
vivors. Although 92 participants were initially ran-
domized, the analyses and results were obtained
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with 76 participants, and so it is possible that
results that are not statistically significant in our
study would be statistically significant with a lar-
ger sample. Therefore, future research should
replicate this study with a larger sample. Finally,
the possible change processes responsible for the
improvements in meaning in life, depression, and
posttraumatic growth in both treatment condi-
tions were not analyzed. Thus, future research
should analyze the change processes that are
responsible for the efficacy of MCP and CBT in
a large sample of cancer survivors with the same
proportion of women and men.

conclusions

Despite these limitations, this study advances the
research on the efficacy of interventions for cancer
patients, and it suggests that MCP could be more
effective than CBT in improving meaning in life,
purpose, and life goals in cancer survivors, and
equally effective as CBT in improving their depres-
sion and posttraumatic growth.
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