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Abstract
Objectives—An increasingly important concern for clinicians who care for patients at the end of
life is their spiritual well-being and sense of meaning and purpose in life. In response to the need
for short-term interventions to address spiritual well-being, we developed Meaning Centered
Group Psychotherapy (MCGP) to help patients with advanced cancer sustain or enhance a sense of
meaning, peace and purpose in their lives, even as they approach the end of life.

Methods—Patients with advanced (stage III or IV) solid tumor cancers (N = 90) were randomly
assigned to either MCGP or a supportive group psychotherapy (SGP). Patients were assessed
before and after completing the 8-week intervention, and again 2 months after completion.
Outcome assessment included measures of spiritual well-being, meaning, hopelessness, desire for
death, optimism/pessimism, anxiety, depression and overall quality of life.

Results—MCGP resulted in significantly greater improvements in spiritual well-being and a
sense of meaning. Treatment gains were even more substantial (based on effect size estimates) at
the second follow-up assessment. Improvements in anxiety and desire for death were also
significant (and increased over time). There was no significant improvement on any of these
variables for patients participating in SGP.

Conclusions—MCGP appears to be a potentially beneficial intervention for patients’ emotional
and spiritual suffering at the end of life. Further research, with larger samples, is clearly needed to
better understand the potential benefits of this novel intervention.
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Introduction
An increasingly important concern for mental health clinicians who care for patients at the
end of life is their spiritual well-being and sense of meaning and purpose in life [1–4]. An
Institute of Medicine (IOM) report identified spiritual well-being as one of the most
important influences on patient quality of life at the end of life [5]. Our research group has
demonstrated a central role for meaning, buffering against depression, hopelessness and
desire for hastened death among advanced cancer patients [6–8]. Such findings suggest that
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non-pharmacologic, psychotherapeutic interventions need to be developed to help patients
with cancer enhance their sense of meaning and purpose in life despite their illness.

There is strong evidence that group psychotherapy interventions for cancer patients are time-
efficient, economical and effective in improving quality of life, reducing psychological
distress, improving coping skills and reducing the distress associated with symptoms such as
pain [9–13]. However, few interventions have specifically focused on existential or spiritual
domains in treatment or measured the impact of treatment on such outcomes, particularly in
patients with advanced cancer. Early research by Yalom, Spiegel and colleagues
demonstrated that a 1-year supportive group psychotherapy (SGP), which included a focus
on existential issues, decreased psychological distress and improved quality of life [14–16].
The authors concluded, based on relatively weaker findings at 4- and 8-month assessments,
that ‘participation in the group over a one-year period was necessary to consolidate
measurable change [15].’ Moreover, although significant improvement was noted for some
of the variables studied, others (e.g. depression) were not impacted by this intervention.

Several recent studies have described short-term interventions that included a spiritual or
existential component, including individually based approaches [2,3,17,18]. Lee et al. [2]
described a ‘meaning-making’ intervention, based on Folkman’s theory of meaning-making
as a coping strategy [19]. They randomly assigned 82 breast and colorectal patients either to
a manualized 4-session meaning-making intervention or to a ‘usual care’ arm. Following
treatment, they found significant differences in optimism, self-esteem and self-efficacy.
However, the investigators did not examine aspects of spiritual well-being, sense of
meaning, hopelessness, depression or anxiety.

Chochinov et al. [3] also developed an individualized intervention, dignity therapy, intended
to address psychosocial and existential distress among terminally ill cancer patients. In an
exploratory study of this brief intervention, which involves a 1 h interview that is
transcribed, edited, and given to the patient, Chochinov et al. found significant reductions in
suffering and depressed mood (based on single item self-report ratings), but no significant
improvement in items measuring dignity, anxiety, desire for death or suicidal ideation.
Moreover, the lack of a comparison group limits any conclusions regarding the effectiveness
of this intervention.

Kissane et al. analyzed the impact of a group intervention for cancer patients that included
existential elements [17]. They developed ‘Cognitive-Existential Group Psychotherapy’, a 2-
week intervention for women with breast cancer that focused largely on cognitive reframing,
problem solving, fostering hope and examining priorities for the future. They randomly
assigned 303 women to this intervention plus 3 weeks of ‘relaxation classes’ or the 3-week
relaxation classes alone. However, despite this unbalanced design (in terms of treatment
intensity), they found no significant differences in improved psychological distress. They
did report a ‘trend’ towards reduced anxiety and significantly greater satisfaction among the
treatment arm but no differences in changes in depression or other measures of symptom
distress.

Similarly weak results were also reported by Coward [18], who compared women with
breast cancer, who had participated in an 8-week group therapy focused on ‘transcendence’
to women who participated in a support group. Although they found significant
improvement for both groups on several outcome measures, there was no difference in the
magnitude of change between groups on any variable, including measures specifically
focused on self-transcendence and meaning. Given these results, it is unclear whether this
intervention adequately addressed issues of meaning and spirituality. Moreover, they used a
‘partial’ randomized design in which most participants choose the treatment arm they
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preferred rather than being randomly assigned to treatment, further clouding issues of
treatment utility.

Thus, despite the seeming importance of enhancing one’s sense of meaning and purpose,
few clinical interventions have been developed that attempt to address this critical issue.
Those interventions that have been systematically evaluated have typically shown some
benefits (e.g. increased optimism, improved mood), but none have examined the impact on
spiritual well-being or a sense of meaning and purpose. Moreover, little intervention
research has focused on patients with advanced cancer or other terminal illnesses. In
response to the need for interventions focused on enhancing spiritual well-being, we
developed Meaning Centered Group Psychotherapy (MCGP) [20,21]. Grounded in Viktor
Frankl’s writings, [22,23] this intervention was designed to help patients with advanced
cancer sustain or enhance a sense of meaning, peace and purpose in their lives, even as they
confront death. The present study examined the impact of this novel intervention on spiritual
well-being, meaning and psychological distress, compared with a standardized support
group utilizing a randomized, controlled design in advanced cancer patients.

Method
Participants

Patients were recruited from outpatient clinics at Memorial Hospital in New York City
between July, 2002 and September, 2005. Recruitment was primarily through posted flyers
or physician referral. Eligible patients were diagnosed with stage III or IV solid tumor
cancers or non-Hodgkin’s lymphoma, ambulatory, over 18 years old, and English-speaking.
Patients were excluded if they had significant cognitive impairment or psychosis (based on
clinician assessment), or had physical limitations that precluded participation in an
outpatient group setting. Prospective participants were informed of the risks and benefits of
study participation and provided written informed consent. The study was approved by the
Memorial Hospital and Fordham University IRBs.

A total of 160 patients provided informed consent, but because many patients became too ill
to engage in treatment or had treatment-related scheduling conflicts (e.g. chemotherapy
appointments at the time group was scheduled), only 90 began treatment. There were no
significant differences on demographic or illness-related variables between patients who
became too ill to participate and those who began treatment; there was also no relationship
between participation and whether the patient was assigned to the group they preferred. Of
the 90 patients who began treatment, 49 were randomized to MCGP and 41 to SGP; 55
completed the 8-week intervention (MCGP = 35; SGP = 20), 38 of whom (MCGP = 25;
SGP = 13) completed the 2-month follow-up assessment (attrition between the two post-
treatment assessments was largely due to patient death or physical deterioration). Because
there were no differences in demographic or illness-related characteristics across the two
treatment arms, the sample description below pertains to the entire sample.

The sample was evenly divided among males (n = 44, 48.9%) and females (n = 46, 51.1%)
with an average age of 60.1 years (SD = 11.8, range: 21–84) and 16.6 years of education
completed (SD = 2.8). The sample was predominantly Caucasian (n = 72, 80%), with 7
African-American participants (7.8%), 4 Hispanics (4.4%) and 7 participants of other ethnic
backgrounds (7.7%). Most participants (n = 57, 63.3%) were diagnosed with stage IV
disease and the most common types of cancer were prostate (n = 17, 18.9%), breast (n = 14,
15.6%) colorectal (n = 8, 13.3%) and lung (n = 8, 13.3%).
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Procedures
Following informed consent, patients were randomized in groups of 8–10 (a group was
formed and then assigned to treatment condition); block randomization was used to insure
roughly equal numbers of groups in each treatment arm. Prior to randomization, patients
were asked their preference for group assignment (this information did not impact
randomization, but was analyzed with regard to attrition as described below). Participants
were then administered a series of self-report questionnaires (described below) prior to the
first session, following the last group session, and 2 months after completing treatment.
Patients were also asked several questions upon completion regarding their perceptions of
the treatment.

The assessment battery included the FACIT Spiritual Well-Being Scale (SWB) [24], the
Beck Hopelessness Scale (BHS) [25], the Schedule of Attitudes toward Hastened Death
(SAHD) [26], the Life Orientation Test (LOT) [27] and the Hospital Anxiety and
Depression Scale (HADS) [28]. Each of these measures has been widely used and well-
validated in terminally ill populations. Additional data gathered at baseline included
demographic (e.g. age, race, education) and clinical data (e.g. cancer diagnosis, stage of
disease, Karnofsky Performance Rating Scale [29]).

Meaning-centered group psychotherapy
MCGP was developed by Breitbart and colleagues [20,21] to help patients with advanced
cancer sustain or enhance a sense of meaning, peace and purpose in their lives even as they
approach the end of life. This manualized an 8-week intervention which is influenced by the
work of Viktor Frankl [22,23], and utilizes didactics, discussion and experiential exercises
that focus around themes related to meaning and advanced cancer (see Figure 1). Each
session addresses specific themes related to an exploration of the concepts and sources of
meaning, the relationship and impact of cancer on one’s sense of meaning and identity, and
placing one’s life in a historical and personal context (i.e. understanding one’s ‘legacy’). For
example, for Session 3, to address the historical context of meaning, patients are asked to
reflect on their life and identify ‘the most significant memories, relationships, traditions,
etc., that have made the greatest impact on who you are today’. During Session 5, to explore
attitudinal sources of meaning, patients participated in an experiential exercise where they
are asked to respond to questions like ‘What would you consider a good or meaningful
death? How can you imagine being remembered by your loved ones?’ Although the focus of
each session is on issues of meaning and purpose in life in the face of advanced cancer and a
limited prognosis, elements of support and expression of emotion are inevitable in the
context of each group session (but limited by the focus on experiential exercises, didactics
and discussions related to themes focusing on meaning).

All Meaning-Centered groups were conducted by either a psychiatrist or a clinical
psychologist, all with experience treating patients with cancer; groups were co-led by a
second doctoral-level psychologist or psychology doctoral student. Group facilitators (n = 6)
underwent an extensive training in MCGP (approximately 24–28 h of didactic and
observational training) prior to the start of the study and received supervision from the
developer of the intervention. Because group facilitators typically participated in only 2 or 3
groups, and worked in various combinations with one another, it was not possible to assess
whether any differences existed across facilitators.

Supportive psychotherapy
The supportive psychotherapy intervention (SGP) utilized as the comparison was based on
the model developed by Cain et al. [30] and manualized by Payne et al. [31]. The eight
weekly 90-min sessions focused on discussion of issues themes that emerge for patients
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coping with cancer. Utilizing a supportive approach, therapists focused on encouraging
patients to share concerns related to the cancer diagnosis and treatment, to describe their
experiences and emotions related to these experiences, voice problems that they have in
coping with cancer, and offer support and advice to other group members. Groups were led
by a clinical psychologist or licensed social worker, with a social worker or psychology
doctoral student co-therapist; MCGP and SGP facilitators had comparable levels of
experience and training in group psychotherapy and treatment of patients with cancer. Group
facilitators (n = 8) underwent an extensive training in SGP (approximately 20–28 h) prior to
the study and received supervision from the developer of the intervention.

Adherence to treatment format
All group sessions were audiotaped and a random sample of these tapes was reviewed in
order to rate adherence to the prescribed treatment. In order to prevent ‘bleed’ across
conditions, facilitators were trained and conducted sessions exclusively in only one of the
two-study interventions. In addition, following completion of the intervention, patients were
asked three questions designed to assess their perception of the content of the group they
participated in (a) ‘How much did this group focus on providing support from other cancer
patients?’ (b) ‘How much did this group focus on talking about your feelings about cancer?’
and (c) ‘How much did this group focus on finding a sense of meaning and purpose in life
despite having cancer?’ These questions were rated on a 0–4 scale where 0 corresponded to
‘Not At All’ and 4 to ‘Very Much’. There we no significant differences (p>0.05) between
treatment arms for the first two questions (Focus on Support: MCGP = 3.6, SGP = 3.2;
Talking about Feelings: MCGP = 3.8, SGP = 3.5), but MCGP participants were significantly
more likely than SGP participants to report a focus on finding a sense of meaning (MCGP =
3.8, SGP = 2.5), t = 2.35, p = 0.03.

Statistical analysis
The initial analysis of treatment effects was conducted within treatment groups, using
matched t-tests to estimate the magnitude of change in spiritual/psychological well-being
over time for each treatment arm. We subsequently used a series of repeated measures
ANOVA to evaluate whether the treatment effects observed differed across the two groups.
Post hoc tests were used to break down the three time points (pre-intervention, post-
intervention and follow-up), by contrasting pre-intervention and post-intervention, and post-
intervention and follow-up. Descriptive analyses and chi-square tests of association were
used as appropriate to analyze sample characteristics (e.g. attrition rates across treatment
arm). Because no a priori threshold existed for identifying ‘improvement’ on many of the
study outcome measures (e.g. spiritual well-being, hopelessness, desire for hastened death),
and participants were not selected based on meeting a threshold level of distress, intent-to-
treat analyses were not feasible.

Results
Attrition and completion

Attrition was evaluated first as the proportion of patients who remained in the group
throughout the 8-week intervention period (i.e. were available to provide post-intervention
data), and second by comparing the number of sessions attended across the two
interventions. Participants in MCGP attended significantly more sessions than SGP
participants; MCGP: 6.6 (SD = 1.6), SGP: 4.5 (SD = 2.4), t = 5.10, p<0.0001. Of 49
individuals who began MCGP, 17 (34.7%) attended all 8 scheduled sessions and 40 (81.6%)
attended 6 or more. Of the 41 individuals who began SGP, only 9 (21.9%) attended all 8
sessions and 13 (31.7%) attended 6 or more. However, the proportion of patients attending
all 8 sessions did not differ significantly, 34.7% for MCGP versus 21.9% for SPT; χ2 =
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1.76, p = 0.18. Attendance was significantly, albeit modestly associated with overall
physical functioning, r = −0.28, p = 0.04, with physically sicker patients attending more
sessions.

Because patient preferences for MCGP versus SGP might impact attrition and attendance,
we analyzed concordance between pre-treatment preferences and group assignment. Of the
90 patients who began treatment, 80 had expressed a preference prior to randomization; 57
(71.3%) preferred MCGP and 23 (28.8%) preferred SGP. There was no relationship between
assignment to the ‘preferred’ treatment arm and attendance, as participants assigned to the
preferred treatment attended an average of 6.0 sessions compared with 5.2 sessions for those
who were assigned to the non-preferred arm, t = 1.49, p = 0.14. Unfortunately, reasons for
attrition were not systematically elicited, in part because ‘drop out’ was often unclear (i.e.
participants may have indicated an intent to return to group despite failing to do so).

Impact of treatment on spiritual well-being and meaning
In order to analyze the impact of treatment on spiritual well-being and meaning, we utilized
matched t-tests comparing responses with the FACIT SWB before and after treatment within
each treatment arm (see Tables 1 and 2). For participants in MCGP, the strongest treatment
effects were observed for the SWB total score and Meaning/Peace subscale (see Table 1).
Average increases from pre- to post-treatment were substantial and statistically significant
for SWB total scores, t(36) = 4.38, p<0.0001 and the Meaning/Peace subscale, t(36) = 4.51,
p<0.0001, although more modest (although still significant) for the Faith subscale, t(36) =
2.44, p = 0.02. Participants in SGP did not demonstrate any significant change in spiritual
well-being over time (see Table 2).

Effect sizes representing improvement in spiritual well-being were even larger at the 2-
month follow-up assessment for the SWB total score, t(25) = 4.98, p<0.0001, the Meaning/
Peace subscale, t(25) = 5.29, p<0.0001 and the Faith subscale, t(25) = 2.73, p = 0.006.
Changes between baseline and 2-month follow-up assessment remained small and not
statistically significant for SGP participants.

Repeated measures ANOVA demonstrated that significant group differences in
improvement for SWB total score, F(2,74) = 5.05, p = 0.009 for the group x–time
interaction, along with a significant main effect for time, F(2,74) = 8.30, p<0.001. Thus,
while both groups showed some improvement in spiritual well-being, the increases were
significantly greater for MCGP patients. Post hoc analyses demonstrated that the change in
spiritual well-being from baseline to post-treatment differed significantly between groups,
F(1,37) = 14.23, p<0.001, whereas there was no significant difference in changes between
post-treatment and the 2-month follow-up assessment, F(1,37) = 1.41, p = 0.25.

A similar pattern of findings was observed for the Meaning/Peace subscale of the SWB,
with a significant group x–time interaction, F(2,74) = 3.80, p = 0.03 along with a significant
main effect for time, F(2,74) = 11.09, p<0.0001. Thus, while both groups showed some
increase on the Meaning/Peace subscale, increases were significantly greater for MCGP
patients. Post hoc analyses indicated that the largest group differences were between
baseline and post-treatment, F(1,37) = 5.76, p = 0.02, with no group difference between
post-treatment and follow-up, F(1,37) = 0.76, p = 0.86. The Faith subscale also showed a
significant group x–time interaction, F(2, 74) = 4.24, p = 0.02, but no significant main effect
for time, F(2, 74) = 1.28, p = 0.28, indicating that only patients participating in MCGP
demonstrated improvement on the Faith subscale. Post hoc analyses indicated a significant
group difference in change between pre-treatment and post-treatment, F(1, 37) = 2.83, p =
0.03, but not between post-treatment and follow-up, F(1, 37) = 2.33, p = 0.13.
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Impact of treatment on psychological functioning
Analysis of changes in psychological functioning following MCGP participation revealed
more modest treatment effects for measures of distress than was observed for spiritual well-
being (see Table 1). Effect sizes for changes between pre- and post-treatment approached
significance for three of the five distress variables: hopelessness, t(49) = 1.88, p = 0.07;
desire for death, t(50) = 1.76; p = 0.09; and anxiety, t(36) = 1.74, p = 0.10. However, at the
2-month follow-up assessment effect sizes were larger and statistically significant for desire
for death, t(25) = 2.09, p = 0.04 and anxiety, t(25) = 3.00, p = 0.02. There were no
significant changes on any of the psychological functioning variables, either between pre-
and post-treatment or between pre-treatment and 2-month follow-up for SGP participants
(see Table 2).

Repeated measures ANOVA demonstrated no significant group differences in the magnitude
of change between participants in the MCGP and SGP groups. However, differences in
treatment effects approached significance for optimism (the LOT), F(2, 33) = 3.23, p = 0.06.
In this analysis, the group differences in change in optimism occurred during the post-
treatment phase (post-treatment to follow-up), F(1, 34) = 4.43, p = 0.05, with no significant
difference in changes between pre- and post-treatment, F(1, 34) = 2.35, p = 0.13. This
analysis suggests that improvement on the LOT was greater for MCGP patients than SGP
patients, particularly during the 2-month follow-up period. There were neither significant
differences in improvement nor any significant main effects for time (i.e. significant
improvement regardless of treatment group), for measures of depression or anxiety.
Likewise, there was no significant group difference in the Beck Hopelessness Scale or the
schedule of attitudes towards hastened death, although there was a significant main effect
for time for the latter variable, indicating reduced desire for death between both groups (see
Tables 1 and 2).

Discussion
Clinical interventions for patients approaching the end of life have the potential to
dramatically improve quality of life in this final phase. Few interventions have been
developed specifically for terminally ill patients and those who have been developed have
rarely addressed spiritual well-being and meaning as primary outcomes. In response to this
need, we developed Meaning-Centered Group Psychotherapy (MCGP) based on research
demonstrating the importance of spiritual well-being and meaning, and the need for a brief
intervention to address these issues in the terminally ill. This study demonstrated
significantly greater benefits from MCGP compared with supportive group psychotherapy
(SGP), particularly enhancing spiritual well-being and a sense of meaning. Treatment effects
for MCGP appeared even stronger 2-month after treatment ended, suggesting that benefits
not only persist, but may also grow after treatment has been completed. Patients who
participated in SGP failed to demonstrate any such improvements, either at the post-
treatment or at the 2-month follow-up assessment.

In addition to improved spiritual well-being and an enhanced sense of meaning, MCGP
appears to reduce psychological distress, albeit to a lesser degree. We observed modest
improvements in hopelessness, desire for death and anxiety, and these treatment effects
increased over the 2-month follow-up period. Although differences between the two
treatments were not observed for many of these variables using repeated measures ANOVA,
this likely reflects the modest sample size, as effect sizes were substantial and in a consistent
pattern across all measures. These effects may also have been attenuated by our study
design, as participants were randomly assigned to treatment regardless of their level of
distress (i.e. some participants had low levels of distress at baseline, and thus little room for
improvement). Furthermore, prior research evaluating the impact of long-term group
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psychotherapy in the terminally ill also failed to significantly improve depression [15].
Hence, despite the strong association between depression and spiritual well-being, a
meaning-focused intervention may not be the optimal method for treating depression for
which other interventions (e.g. Cognitive Behavioral Therapy) are stronger.

The failure of SGP to reduce psychological distress or improve spiritual well-being is also
noteworthy. Previous research has demonstrated benefits from SGP [14,15], but rarely using
short-term interventions or randomized designs with terminally ill patients. A more intensive
supportive intervention may have generated greater improvements. Nevertheless, these
findings raise questions as to whether short-term supportive psychotherapies provide
measurable benefits for terminally ill cancer patients. It may be that interventions focusing
on meaning and spiritual well-being are uniquely powerful for patients facing a terminal
illness.

The high level of attrition raises concerns regarding feasibility and sample
representativeness, and by extension, the interpretation of these results. Although high rates
of attrition is common in research with terminally ill patients, the net result is a smaller
sample of patients for analysis than would be ideal, precluding sophisticated statistical
analyses or even a ‘correction’ for multiple outcome variables. Attrition also raises the
possibility of sample bias. However, a large portion of attrition in this study occurred prior
to randomization, reflecting the severity of illness in this sample rather than dissatisfaction
with the assigned condition (which was unrelated to attrition, but reflected the slow pace of
referrals to our study, in part because of limited outreach and limited funding). Clearly, this
8-week intervention designed for ambulatory, terminally ill cancer patients presents
challenges with regard to consistent attendance (and even more so for a group-based
intervention). Current research is addressing strategies to reduce attrition and improve
attendance (e.g. by identifying terminally ill patients earlier in the disease trajectory). Future
applications contrasting individual versus group formats for this intervention, determining
the optimal number of sessions, or the optimal number of participants in each group may
also help address issues of feasibility, optimal treatment delivery format and dissemination
strategies. In addition, a larger sample would permit an analysis of treatment response
differences across the groups or group leaders. Clearly, a modified version of this
intervention may have applications for a variety of patient populations, including cancer
survivors or those at an earlier stage of disease, or as a bereavement intervention for
surviving family members. We are currently conducting a large, randomized trial to extend
these preliminary findings and more thoroughly assess many of the issues raised by this pilot
study (described above).

Despite these limitations, this pilot study provides preliminary support for the effectiveness
of MCGP as a novel intervention for improving spiritual well-being, a sense of meaning,
and psychological functioning in patients with advanced cancer. We observed large
treatment effects after a short-term intervention and these benefits appear to increase even in
the weeks after treatment ended. Although preliminary, MCGP may be an important step
towards enhancing quality of life for patients at the end of life.
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Figure 1.
Weekly topics covered in MGGP versus SGP

Breitbart et al. Page 11

Psychooncology. Author manuscript; available in PMC 2013 May 09.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Breitbart et al. Page 12

Ta
bl

e 
1

C
ha

ng
es

 in
 s

pi
ri

tu
al

 w
el

l-
be

in
g 

an
d 

ps
yc

ho
lo

gi
ca

l f
un

ct
io

ni
ng

 f
ol

lo
w

in
g 

M
C

G
P

M
 P

re
M

 P
os

t
d

p
M

 F
/U

d
p

Sp
ir

itu
al

 w
el

l-
be

in
g

FA
C

IT
 to

ta
l

2.
06

2.
53

0.
72

0.
00

01
2.

80
1.

46
0.

00
01

M
ea

ni
ng

/P
ea

ce
2.

28
2.

79
0.

74
0.

00
01

3.
21

1.
45

0.
00

01

Fa
ith

1.
60

1.
99

0.
40

0.
02

2.
01

0.
89

0.
00

6

Ps
yc

ho
lo

gi
ca

l f
un

ct
io

ni
ng

D
ep

re
ss

io
n

14
.7

3
15

.3
5

0.
09

0.
57

12
.4

8
0.

33
0.

24

H
op

el
es

sn
es

s
6.

76
5.

81
0.

31
0.

07
5.

92
0.

52
0.

08

D
es

ir
e 

fo
r 

de
at

h
4.

59
3.

70
0.

29
0.

09
3.

64
0.

63
0.

04

O
pt

im
is

m
2.

29
2.

36
0.

16
0.

33
2.

26
0.

49
0.

10

A
nx

ie
ty

2.
29

2.
16

0.
29

0.
10

1.
88

0.
72

0.
02

M
 p

re
, g

ro
up

 m
ea

n 
at

 b
as

el
in

e;
 M

 p
os

t, 
gr

ou
p 

m
ea

n 
at

 e
nd

 o
f 

tr
ea

tm
en

t; 
M

 F
/U

, g
ro

up
 m

ea
n 

at
 2

-m
on

th
 f

ol
lo

w
-u

p 
as

se
ss

m
en

t. 
B

ec
au

se
 b

et
w

ee
n-

gr
ou

p 
co

m
pa

ri
so

ns
 in

cl
ud

e 
on

ly
 th

os
e 

su
bj

ec
ts

 a
va

ila
bl

e 
fo

r
fo

llo
w

-u
p 

an
al

ys
es

, n
 =

 3
7 

fo
r 

M
 p

re
 a

nd
 M

 p
os

t; 
n 

=
 2

5 
fo

r 
M

 F
/U

. d
, p

 c
or

re
sp

on
d 

to
 e

ff
ec

t s
iz

e 
fo

r 
co

m
pa

ri
so

n 
to

 b
as

el
in

e 
sc

or
e 

(M
 p

re
).

Psychooncology. Author manuscript; available in PMC 2013 May 09.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Breitbart et al. Page 13

Ta
bl

e 
2

C
ha

ng
es

 in
 s

pi
ri

tu
al

 w
el

l-
be

in
g 

an
d 

ps
yc

ho
lo

gi
ca

l f
un

ct
io

ni
ng

 f
ol

lo
w

in
g 

su
pp

or
tiv

e 
gr

ou
p 

th
er

ap
y

M
 P

re
M

 P
os

t
d

p
M

 F
/U

d
p

Sp
ir

itu
al

 w
el

l-
be

in
g

FA
C

IT
 to

ta
l

2.
07

2.
15

0.
13

0.
58

2.
28

0.
19

0.
50

M
ea

ni
ng

/P
ea

ce
2.

35
2.

53
0.

26
0.

28
2.

70
0.

33
0.

26

Fa
ith

1.
51

1.
37

−
0.

24
0.

33
1.

42
−

0.
22

0.
45

Ps
yc

ho
lo

gi
ca

l f
un

ct
io

ni
ng

D
ep

re
ss

io
n

14
.5

0
16

.2
2

−
0.

27
0.

27
16

.4
6

−
0.

17
0.

55

H
op

el
es

sn
es

s
8.

28
7.

72
0.

11
0.

64
8.

08
0.

15
0.

60

D
es

ir
e 

fo
r 

de
at

h
4.

33
4.

50
−

0.
04

0.
19

4.
00

0.
10

0.
71

O
pt

im
is

m
2.

51
2.

45
0.

12
0.

63
2.

75
0.

38
0.

20

A
nx

ie
ty

2.
06

2.
11

−
0.

13
0.

61
1.

93
0.

07
0.

80

M
 p

re
, g

ro
up

 m
ea

n 
at

 b
as

el
in

e;
 M

 p
os

t, 
gr

ou
p 

m
ea

n 
at

 e
nd

 o
f 

tr
ea

tm
en

t; 
M

 F
/U

, g
ro

up
 m

ea
n 

at
 2

-m
on

th
 f

ol
lo

w
-u

p 
as

se
ss

m
en

t. 
B

ec
au

se
 b

et
w

ee
n-

gr
ou

p 
co

m
pa

ri
so

ns
 in

cl
ud

e 
on

ly
 th

os
e 

su
bj

ec
ts

 a
va

ila
bl

e 
fo

r
fo

llo
w

-u
p 

an
al

ys
es

, n
 =

 1
8 

fo
r 

M
 p

re
 a

nd
 M

 p
os

t; 
n 

=
 1

3 
fo

r 
M

 F
/U

. d
, p

 c
or

re
sp

on
d 

to
 e

ff
ec

t s
iz

e 
fo

r 
co

m
pa

ri
so

n 
to

 b
as

el
in

e 
sc

or
e 

(M
 p

re
).

Psychooncology. Author manuscript; available in PMC 2013 May 09.


