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and Wendy G. Lichtenthal

Purpose
To test the efficacy of meaning-centered group psychotherapy (MCGP) to reduce psychological
distress and improve spiritual well-being in patients with advanced or terminal cancer.

Patients and Methods

Patients with advanced cancer (N = 253) were randomly assigned to manualized eight-session
interventions of either MCGP or supportive group psychotherapy (SGP). Patients were assessed
before and after completing the treatment and 2 months after treatment. The primary outcome
measures were spiritual well-being and overall quality of life, with secondary outcome
measures assessing depression, hopelessness, desire for hastened death, anxiety, and
physical symptom distress.

Results
Hierarchical linear models that included a priori covariates and only participants who attended =

three sessions indicated a significant group X time interaction for most outcome variables.
Specifically, patients receiving MCGP showed significantly greater improvement in spiritual
well-being and quality of life and significantly greater reductions in depression, hopelessness,
desire for hastened death, and physical symptom distress compared with those receiving SGP. No
group differences were observed for changes in anxiety. Analyses that included all patients,
regardless of whether they attended any treatment sessions (ie, intent-to-treat analyses), and no
covariates still showed significant treatment effects (ie, greater benefit for patients receiving
MCGP v SGP) for quality of life, depression, and hopelessness but not for other outcome variables.

Conclusion
This large randomized controlled study provides strong support for the efficacy of MCGP as a
treatment for psychological and existential or spiritual distress in patients with advanced cancer.

J Clin Oncol 33:749-754. © 2015 by American Society of Clinical Oncology

effects, inconsistent findings across outcome vari-
ables) and have typically relied on small samples (eg,

Coping with advanced cancer can cause serious psy-
chological distress in even the most resilient individ-
uals. Distress can manifest in many ways, ranging
from depression and hopelessness to a loss of spiri-
tual well-being, existential distress, and even desire
for hastened death. The assessment and treatment of
psychological disorders (eg, depression, anxiety) are
widely recognized as critical components of care in
oncology and palliative care settings; however, few
interventions specifically target the loss of spiritual
well-being and existential distress that that often ac-
company advanced cancer. Several psychotherapeu-
tic interventions have focused on patients with
advanced or terminal illness, but these studies have
often generated modest results (eg, small treatment

< 100 participants)."” A number of interventions
focused primarily on existential issues have not tar-
geted patients with advanced or terminal cancer.'*"?
We developed meaning-centered psychother-
apy (MCP) specifically to address the loss of spiritual
well-being or sense of meaning in life and the exis-
tential distress that often arise in patients with ad-
vanced cancer.'>'* Our pilot studies of group and
individualized formats of MCP provided prelimi-
nary support for this intervention.'>'® Although
these randomized controlled trials (RCTs) demon-
strated significant improvement in spiritual well-
being, results for other outcome variables (eg,
quality of life, hopelessness, desire for hastened
death, depression) were weaker and/or inconsistent
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across the two studies. The current study was designed to provide a
rigorous test of group MCP (MCGP) in a large sample of patients with
advanced cancer using an RCT design. The primary hypothesis was
that MCGP would result in significantly greater improvement in spir-
itual well-being and quality of life compared with supportive group
psychotherapy (SGP). Secondary outcome variables included depres-
sion, hopelessness, desire for hastened death, anxiety, and physical
symptom distress.

Participants

Patients with advanced cancer were recruited from outpatient clinics at
Memorial Sloan-Kettering Cancer Center between August 2007 and May
2012. Prospective participants (N = 3,291) were identified through flyers
posted in waiting areas (eg, breast, prostate, thoracic, pancreatic ambulatory
care clinics), a review of medical records in these clinics, and direct referral
from physicians. Power analysis based on effect sizes observed in our pilot
study (d = .38 to .64 for primary outcome variables within MCGP) indicated
that 126 participants were needed in each treatment arm to generate 0.80
power (P < .01) for the primary analyses. Eligibility requirements were stage
IV cancer (or stage III cancer if diagnosed with poor-prognosis disease [eg,
pancreatic cancer]), English speaking, age > 18 years, and ambulatory. Exclu-
sion criteria were significant cognitive impairment or psychotic symptoms
(based on clinician assessment) or physical limitations that impeded comple-
tion of an outpatient group-based intervention. Potential participants were
informed of the study risks and benefits and provided written consent. The
study was approved by the institutional review boards of Memorial Sloan-
Kettering Cancer Center and Fordham University.

A total of 253 patients (77 men, 176 women) consented to participate
and completed the baseline assessment (Table 1). The sample ranged in age

Table 1. Patient Demographic and Clinical Characteristics
MCGP SGP
Characteristic No. % No. % P X t
Sex .69 0.55
Male 38 28.8 39 32.2
Female 94 712 82 67.8
Age, years 57.0 115 59.6 103 .06 1.89
Years of education 159 24 159 27 .88 0.16
Race/ethnicity 89 0.64
White/non-Hispanic 94 71.2 80 66.7
African American 17 129 18 15.0
Hispanic 13 9.8 13 10.8
Other 8 6.1 9 7.5
Religion 34 4.49
Catholic 50 38.2 38 31.7
Other Christian 19 145 13 10.9
Jewish 29 221 33 26.7
Other 19 145 27 22.5
None 14 10.7 10 8.3
Primary cancer diagnosis 37 4.24
Breast 42 319 33 27.3
Pancreatic 18 13.6 27 22.3
Lung 24 18.2 16 13.2
Colon or rectal 21 159 18 14.9
Other 27 21.4 27 22.3
Karnofsky performance score 82.9 9.3 823 96 .59 0.48
Abbreviations: MCGP, meaning-centered group psychotherapy; SGP, sup-
portive group psychotherapy.
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from 27 to 91 years, with a mean age of 58.2 years (* standard deviation
[SD],11.0) and an average of 15.9 years of education (SD, 2.5; range, 9 to 23
years). The sample was predominantly white (n = 191 [75.5%]), and the
most common religious affiliations were Catholic (n = 88 [34.8%]) and
Jewish (n = 61 [24.1%]). Common cancer diagnoses included breast (n =
75 [29.6%]), pancreatic (n = 45 [17.8%]), lung (n = 40 [15.8%]), and
colon or rectal (n = 39 [15.4%]); 216 participants (85.4%) had stage IV
disease, and 35 (12.8%) had stage III disease (typically pancreatic cancer).
There were no differences on any demographic or medical variables be-
tween the two treatment arms (Table 1).

Of 253 individuals who consented to participate in the study, 132
(52.2%) were randomly assigned to MCGP and 121 (47.8%) to SGp.1718
However, 81 participants (32.0%) never attended any group sessions, typically
because of scheduling conflicts (n = 35) or deteriorating health (n = 33); seven
participants withdrew because of a lack of interest; reasons for withdrawal were
unavailable for six individuals (Fig 1). Of 172 participants who began treat-
ment, 127 (73.8%) completed the 8-week study and post-treatment assess-
ment (50.1% of 253 participants); 102 (40.3%) completed the follow-up
assessment 2 months after treatment ended.

Procedures

Clustered randomization was used to assign patients to treatment arm;
groups of eight to 10 participants were formed and then randomly assigned to
either MCGP or SGP, with each set of eight groups containing four MCGP and
four SGP groups. Before the first group session (but after being informed of
group assignment), all participants completed self-report questionnaires to
measure pretreatment spiritual, psychological, and physical well-being. The
same questionnaires were completed after the last group session and 2 months
after completion of treatment. The questionnaires included the Functional
Assessment of Chronic Illness Therapy Spiritual Well-Being Scale,'® a measure
specifically developed for use in patients with cancer, and the McGill Quality of
Life Questionnaire,”® a measure of overall quality of life. Measures of psycho-
logical distress included the Beck Depression Inventory*' and the anxiety
subscale of the Hospital Anxiety and Depression Scale.”? In addition, the
Hopelessness Assessment in Illness Questionnaire,® a measure of hopeless-
ness developed for use in patients with advanced cancer, and the Schedule of
Attitudes Toward Hastened Death,?* a widely used measure of desire for
hastened death, were administered to assess more-severe forms of despair. The
Memorial Symptom Assessment Scale (MSAS)*® and the Karnofsky Perfor-
mance Rating Scale*® were used to gauge physical health. Additional measures
included the Mini-Mental State Examination (MMSE),?” the Functional So-
cial Support Questionnaire (FSSQ),”® and the Intrinsic/Extrinsic Religiosity
Questionnaire (TE-12).%° Participants also completed a post-treatment ques-
tionnaire regarding the perceived nature of the intervention.

MCGP is an eight-session manualized psychotherapy intervention
grounded in the work of Viktor Frankl.>®*! It focuses on helping patients with
advanced cancer develop or increase a sense of meaning in their lives. MCGP
sessions were led by a psychiatrist, clinical psychologist, or social worker with
experience treating patients with advanced cancer and co-led by a either a
second clinician or clinical psychology doctoral student. Group facilitators
(n = 9) were trained using both didactic and observational methods and
received weekly supervision.

The control condition (SGP) also used a manualized approach devel-
oped for patients with advanced cancer.'”'® Weekly SGP sessions focused on
coping with advanced cancer by encouraging patients to share concerns re-
lated to their diagnosis and treatment, describe experiences and emotions
related to cancer, identify challenges they faced, and offer support and advice
to one another. Group facilitators (n = 8) included a clinical psychologist or
social worker, with a second psychologist or clinical psychology doctoral
student co-therapist; therapists were trained in SGP before the study and
received weekly supervision. To prevent bleed across conditions, facilitators
were trained and conducted sessions in only one intervention.

Adherence to Treatment Format
Group sessions were audio taped, and a random sample (30% of all
sessions) were reviewed independently by two raters to monitor treatment
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Screened for eligibility
(N =3,291)
Excluded (n =3,038)
Declined to participate (n =1,340)
Geographic barrier (n =407)
Too ill or died before contacted (n =606)
Other, eg, did not follow-up, (n =236)
language barrier, other study
participation
Ineligible (n =449)
Randomly assigned
pleiels el Fig 1. CONSORT diagram. MCGP,
(n=132) (n=121) )
meaning-centered group psychotherapy;
| | SGP, supportive group psychotherapy.
Discontinued intervention (n=63) Discontinued intervention (n=63)
Worsening illness/death (n=23) Worsening illness/death (n=27)
Scheduling conflict (n=18) Scheduling conflict (n =20)
Withdrew from the study (n=12) Withdrew from the study (n=12)
Lost to follow-up (n=10) Lost to follow-up (n=4)
Post-treatment analyses Post-treatment analyses
(n =69) (n =58)
Discontinued participation (n=12) Discontinued participation (n=13)
Worsening illness/death (n=8) Worsening illness/death (n=9)
Lost to follow-up (n=3) Lost to follow-up (n=4)
Chose not to complete measures (n=1) |
Follow-up analyses Follow-up analyses
(n=57) (n = 45)

adherence. Adherence ratings were made by clinical psychology doctoral stu-
dents who listened (blinded to treatment arm) to two sessions drawn at
random from each group. These ratings indicated close adherence to the
manualized treatment (ie, critical elements of each treatment arm were signif-
icantly associated with corresponding treatment; P < .001) and significant
differences between the two treatments in both content and process (ie, mean-
ing themes were more common among MCGP sessions, and support themes
were more common in SGP sessions; P < .001). No differences were found in
nonspecific elements of treatment (eg, promoting sense of hope, fostering
group cohesion; P > .05).

After completing treatment, patients were asked three questions
about their perception of the content of the groups they attended: “How
much did this group focus on providing support from other cancer pa-
tients?” “How much did this group focus on talking about your feelings
about cancer?” and “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-to-4 scale, ranging from “not at all” to “very much.” There we
no significant differences (P > .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 reported signifi-
cantly greater emphasis on finding meaning (MCGP, 3.8; SGP, 2.5; F
[1,98] = 60.53; P < .001).

Statistical Analysis
Descriptive analyses were used to analyze sample characteristics (eg,
attrition rates across treatment arm, adherence to treatment manual).

WWW.jco.org

Attrition and patient perceptions of treatment were analyzed with a series
of mixed models accounting for the clustered (within treatment group)
nature of the data. The analyses of treatment effects used a series of
hierarchical linear models (HLMs), with study measures as dependent
variables (repeated across time), treatment arm and assessment time point
as fixed effects, and group (to account for clustered data) and participant as
random effects. The primary dependent variables were spiritual well-being
(Functional Assessment of Chronic Illness Therapy Spiritual Well-Being
Scale) and overall quality of life (McGill Quality of Life Questionnaire).
Secondary dependent variables included depression (Beck Depression In-
ventory), anxiety (anxiety subscale of Hospital Anxiety and Depression
Scale), hopelessness (Hopelessness Assessment in Illness Questionnaire),
desire for hastened death (Schedule of Attitudes Toward Hastened Death),
and physical symptom distress (MSAS). In addition, four covariates
(also identified a priori) were included to control for potential con-
founding influences: sex, social support (FSSQ), cognitive functioning
(MMSE), and level of religiosity (IE-12). Because treatment effects were
not expected to emerge for participants who do not receive an adequate
“dose” of treatment, data were analyzed three ways: once for those partic-
ipants who attended = three sessions, a second time including all partici-
pants who were randomly assigned to treatment (ie, intent to treat), and a
third time including all participants and no covariates (highly conservative
extension of intent-to-treat analysis). The threshold of = three sessions
was selected to provide some opportunity for treatment-related differ-
ences to emerge while still retaining a conservative approach to these
analyses. Because multiple outcome variables were analyzed, critical «
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Table 2. Hierarchical Linear Models Analyzing Treatment Outcome

Independent Variables

Group Time Group X Time
Dependent Variable B 95% Cl B 95% ClI B 95% Cl
SWB* -0.33 —0.60 to —0.05 0.13 0.06 to 0.20 0.18t 0.04 to 0.33
MQOL* -0.43 —0.78 to —0.15 0.13 0.04 to 0.23 0.261 0.09 to 0.47
BDI 0.50 0.16 to 0.83 -0.12 —0.26 to 0.02 —0.28t1 —0.47 to —0.08
HADS-A 0.40 0.08 to 0.76 -0.17 —0.26 to —0.09 -0.16 —0.33t00.02
HAI 0.58 0.22 to 0.94 0.06 —0.06t00.19 —0.301 —0.47 to —0.08
SAHD 0.24 —0.13 10 0.60 -0.07 —0.16 t0 0.02 —0.22t —0.39 to —0.05
MSAS-GDI 0.27 —0.07 to 0.62 -0.21 —0.31to —0.11 —0.23t —0.43 to —0.03

NOTE. Bold font indicates significance (P < .05).

*Higher score represents lower level of distress.
tSignificant coefficient based on false-discovery method.

Abbreviations: BDI, Beck Depression Inventory; HADS-A, anxiety subscale of Hospital Anxiety and Depression Scale; HAI, Hopelessness Assessment in lliness;
MQOL, McGill Quality of Life Scale; MSAS-GDI, Memorial Symptom Assessment Scale Global Distress Index; SAHD, Schedule of Attitudes Toward Hastened
Death; SWB, Functional Assessment of Chronic lllness Therapy Spiritual Well-Being Scale.

values (based on two-tailed tests) were adjusted in accordance with the
false-discovery method.*?

Group Differences in Attendance and Attrition

Preliminary analyses focused on whether treatment adher-
ence and attrition differed across the two treatment arms, includ-
ing attrition before treatment began, during the intervention, and
after treatment concluded. There were no group differences. Of
132 MCGP participants, 93 (70.5%) attended at least one session
versus 79 (65.3%) of 121 SGP participants (x> = 0.77;df = 1; P =
.23). Of those who began treatment, 69 (74.2%) of 93 MCGP
participants completed the post-treatment assessment versus 58
(73.4%) of 79 SGP participants (F [1,110] = 0.36; P = .55). There
was also no group difference in number of sessions completed
(MCGP: M, 5.55; SD, 2.3; SGP: M, 5.28; SD, 2.3; F [1,111] = 0.63;
P = .43). To assess the potential for biased attrition unrelated to
group assignment, a series of univariable analyses were used to
identify demographic, clinical, and psychosocial variables associ-
ated with attrition. Only religion was significant associated with
attrition; Christian and Jewish participants had less attrition than
those with other or no religious affiliation.

Efficacy of MCGP

A series of HLMs incorporating all three time points were
used to evaluate treatment effects. These models analyzed the
extent to which treatment group assignment affected the slope
of improvement (ie, group X time interaction effect) for each
outcome variable. The first set of analyses included four covariates
measured at baseline: sex, social support (FSSQ), cognitive func-
tioning (MMSE), and level of religiosity (IE-12). In addition to
theoretic relevance, two of these covariates (FSSQ, IE-12) were
significantly positively associated with most study outcome vari-
ables; sex was included because of its well-established relationship
to psychological distress, and MMSE was included based on the
expectation that cognitive impairment might limit the ability to
benefit from intervention.

752 © 2015 by American Society of Clinical Oncology

Analyses that included only those individuals who attended =
three intervention sessions revealed a significant group X time
interaction effect for all but one of the dependent variables (Table
2). Significantly stronger treatment effects were observed for
MCGP compared with SGP for quality of life, spiritual well-being,
depression, hopelessness, desire for hastened death, and physical
symptom distress. There was no significant treatment effect
observed for anxiety symptom severity. Of note, each of these
treatment effects remained significant when applying the false-
discovery method to correct for possible type I error. A significant
main effect for time was also observed for most study variables
(spiritual well-being, overall quality of life, depression, anxiety,
hopelessness, and physical symptom distress), indicating improve-
ment over time for the sample as a whole; no time effect was
observed for desire for hastened death. Several models also in-
cluded a significant main effect for treatment group, indicating a
baseline difference in scores on the dependent measure (ie, at
baseline, MCGP group had lower levels of spiritual well-being and
quality of life and higher levels of anxiety, depression, and hope-
lessness v SGP group). In addition, two of the covariates provided
a significant contribution to each of the models: quality of social
support and religiosity (Appendix Table A1, online only). Neither
sex nor cognitive functioning was associated with changes in any of
the study outcome variables in these multivariable models.

A second set of analyses was conducted that included all of the
study participants regardless of how many sessions were attended.
As with the previous set of analyses, these analyses included the
same four covariates: sex, social support, religiosity, and cognitive
functioning. These intent-to-treat analyses revealed a significant
group X time interaction for spiritual well-being, quality of life,
depression, hopelessness, and desire for hastened death, although
not surprisingly, the treatment effects were somewhat more mod-
est. A final set of analyses included all study participants and no
covariates, providing the most conservative estimate of treatment
effects. These analyses again demonstrated a significant group X
time interaction for quality of life, depression, and hopelessness,
but the interaction effect for spiritual well-being was no longer
significant (P = .07). Examination of the simple change scores

JOURNAL OF CLINICAL ONCOLOGY
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Table 3. Changes in Spiritual Well-Being and Psychological Functioning After MCGP and SGP

Baseline After Treatment 2-Month Follow-Up

MCGP SGP MCGP SGP MCGP SGP

(n = 93) (n=79) (n =67) (n = 58) (n =57) (n = 45)
Variable Mean SD Mean SD Mean SD Within-Group d* Mean SD Within-Group d* Mean SD  Within-Group d* Mean SD Within-Group d*
SWB 29.64 11.55 33.75 10.31 34.03 10.45 0.5641 35.45 8.27 0.17 33.83 11.61 0.481 35.91 9.65 0.22
MQOL 637 186 7.15 1.70 7.12 1.81 0.40t1 7.33 1.52 0.08 7.03 1.71 0.35% 7.24 1.75 0.05
BDI 16.43 8.81 12.77 7.77 11.36 8.06 -0.671 10.47 6.94 —0.348 1149 7.31 —0.54t 9.76 6.09 -0.398
HADS-A 829 449 6.65 442 643 344 —0.52% 5.83 4.18 -0.20 7.07 1.71 —0.36% 5.91 4.19 -0.26
HAI 487 311 311 264 357 295 —0.531 2.96 2.76 —0.01 4.07 3.30 —0.551 3.25 3.33 -0.15
SAHD 270 344 193 264 201 235 -0.31% 1.98 2.52 -0.10 230 3.34 -0.278 1.89 3.06 -0.02
MSAS-GDI 153 0.67 133 0.68 126 0.75 —0.35% 1.29 0.78 —0.06 1.18 0.72 -0.57t 1.13 0.72 -0.25

lliness Therapy Spiritual Well-Being Scale.

and 0.8 as large.*®
TP < .001.
P < .01.
§P < .05.

Abbreviations: BDI, Beck Depression Inventory; HADS-A, anxiety subscale of Hospital Anxiety and Depression Scale;
MCGP, meaning-centered group psychotherapy; MQOL, McGill Quality of Life Scale; MSAS-GDI, Memorial Symptom Assessment Scale Global Distress Index;
SAHD, Schedule of Attitudes Toward Hastened Death; SD, standard deviation; SGP, supportive group psychotherapy; SWB, Functional Assessment of Chronic

“d corresponds to within-group change (or difference) score, where D = X, — X, and d = Meany/SDp; Cohen categorized d scores of 0.2 as small, 0.5 as moderate,

HAI, Hopelessness Assessment in lliness;

(reported solely for descriptive purposes) revealed moderate to
strong and significant treatment effects for each of the study vari-
ables within the MCGP sample but little benefit (other than for
depression) for the SGP group (Table 3). Finally, to assess whether
nonrandom attrition affected study results, these models were
estimated after including a propensity score based on all available
variables measured at baseline.”* Findings were essentially un-
changed; only one treatment effect (for MSAS Global Distress
Index) was no longer significant after inclusion of the propen-
sity score.

This randomized controlled study provides strong support for the
efficacy of MCGP as a treatment for psychological, spiritual, and
existential distress among patients with advanced cancer. Although
our pilot studies generated preliminary support for the utility of
this approach, small sample sizes resulted in limited power and
some inconsistent findings."'® The current study addresses this
limitation and demonstrates that although participants in both
treatment groups showed some benefit from treatment (based on
main effect for time in HLM analyses), improvement was signifi-
cantly stronger for patients receiving MCGP compared with those
receiving SGP (as evidenced by significant time X treatment arm
interaction effects for virtually all study variables). More impor-
tantly, desire for hastened death, and to a lesser extent, hopeless-
ness, were only affected by MCGP, suggesting that more-severe
forms of despair may respond better to an existentially oriented
treatment approach than to traditional interventions. These find-
ings are particularly important given the many challenges faced by
patients with advanced cancer, including painful symptoms, dete-
riorating physical functioning, and increasing awareness of mor-
tality, which often lead to worsening distress over time.

Although study results were stronger when we analyzed only
those patients who attended = three sessions, intent-to-treat analysis

Www.jco.org

still demonstrated significantly stronger treatment effects for MCGP
on most study variables (eg, quality oflife, hopelessness). These intent-
to-treat analyses are even more important given the modest recruit-
ment rate in our study. Low recruitment rates are not surprising in
psychotherapy treatment studies, particularly in the context of aggres-
sive outreach efforts. Thus, although our efforts to identify patients
who might not have been aware of or spontaneously sought treatment
no doubt decreased our recruitment rate, it likely enhances the gener-
alizability of our study findings to a broader patient population than
would be the case if only patients who sought mental health treatment
without outreach efforts were included.

There were a number of strengths to this study design, but
there were some limitations as well. The most important strengths
included the randomized study design comparing a structured,
manualized intervention with an active treatment control arm. In
addition, adequate treatment adherence and integrity, the large
and heterogeneous sample, and well-validated dependent variables
and covariates all represented key strengths. Limitations included
the lack of a threshold for distress as an entry criterion, which likely
resulted in the inclusion of some participants with relatively little
distress and hence less opportunity for improvement. This study
also did not include midtreatment assessments, which would have
facilitated an evaluation of treatment response mediators. Further-
more, despite random assignment of a large sample, group differ-
ences in some study variables were observed at baseline. Although
the use of HLM analyses limits the impact of baseline group differ-
ences on study results, it is still possible that treatment effects were
affected by the greater level of distress in patients randomly as-
signed to MCGP. Finally, like other interventions for patients with
advanced cancer, our study had considerable attrition. The group
format of this intervention presents challenges for severely ill pa-
tients, because group sessions cannot be rescheduled for patients
who have illness-related complications or other logistic barriers
that affect their ability to attend. Despite this impediment, the
significant findings for the intent-to-treat analyses demonstrate

© 2015 by American Society of Clinical Oncology 753
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that the benefits of MCGP are not simply the result of sample biases
or nonrandom attrition. Nevertheless, given that much of the
attrition occurred before the first group session, increased atten-
tion to screening of prospective participants may help identify
those most likely to participate in (and complete) the intervention.

Study limitations notwithstanding, these results provide strong
evidence that MCGP is an efficacious intervention for improving
quality of life and spiritual well-being and reducing depression, hope-
lessness, and desire for hastened death. This intervention seems to
uniquely target critical elements of existential, spiritual, and psycho-
logical distress in patients with advanced cancer. Given that patients
confronting a terminal illness often experience these strong feelings of
distress, a manualized empirically supported intervention such as
MCGP represents an important tool for clinicians who struggle to help
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Appendix

Table A1. ANCOVA Models Analyzing Treatment Outcome for Patients Attending = Three Sessions

Group X Time Social Cognitive
Dependent Variable Interaction Group Time Sex Support Religiosity Functioning
Quality of life (MQOL)* 0.261 —0.43t 0.13t 0.31 0.32% 0.25% 0.02
Spiritual well-being (FACIT)* 0.18t —0.33t 0.03t 0.21 0.19t 0.05% —0.00
Depression (BDI) —0.28t 0.50t -0.12% -0.12 —0.29% —0.29% —0.05
Anxiety (HADS-A) -0.16 0.40t -0.17% —0.26 —0.25t -0.191 —0.05
Hopelessness (HAI) —0.30% 0.58t 0.06t —0.08 —0.31% -0.211 0.05
Desire for hastened death (SAHD) —0.221 0.24 -0.07 0.12 —0.251 —0.25% 0.01
Physical symptom distress (MSAS) —0.231 0.27 —-0.21% —0.08 —0.241 —0.201 —0.05

NOTE. Coefficients reflect standardized regression coefficients.

Abbreviations: ANCOVA, analysis of covariance; BDI, Beck Depression Inventory; FACIT, Functional Assessment of Chronic lliness Therapy; HADS-A, anxiety
subscale of Hospital Anxiety and Depression Scale; HAI, Hopelessness Assessment in lliness; MQOL, McGill Quality of Life Scale; MSAS, Memorial Symptom
Assessment Scale; SAHD, Schedule of Attitudes Toward Hastened Death.

“Higher score represents lower level of distress.
tP < .05.
P < .001.
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