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Abstract

Objective.—To describe the feasibility of a meaning-centered group psychotherapy (MCGP)
adaptation in a sample of Portuguese cancer patients.

Method.—The study was carried out according to four steps: 1st — Transcultural adaptation and
validation (focus groups); 2nd — Preliminary study with MCGP original version (to test its
feasibility); 3rd — Adaptation of MCGP original version to a 4-session version (and internal pilot
study); and 4th — Pilot exploratory trial (MCGP-4 session version), implemented between
January 1, 2018 and December 31, 2019. Inclusion criteria were >18 years, psychological
complaints, and difficulty to adapt to cancer. Allocation was according to participants’ preference:
MCGP vs. care as usual (CAU). Primary outcomes were: MCGP adapted version improved quality
of life (QoL) and spiritual well-being; secondary outcomes were improvement of depression,
anxiety, and distress. Assessments were done at baseline (T1) and 1 month after (T2), with self-
report socio-demographic and clinical questionnaires, Distress Thermometer (DT), McGill Quality
of Life Questionnaire (MQOL), Functional Assessment of Chronic Iliness Therapy — Spiritual
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Well-Being Scale (FACIT-Sp-12), Hospital Anxiety and Depression Scale, and its subscales
(HADS — HADS-D, HADS-A).

Results.—In the 1st step, and through focus groups, the manual was reformulated and tested.
The preliminary study (2nd step) with MCGP original version showed a high number of dropouts
which could jeopardize the study and, after reframing the sessions content, MCGP was adapted to
a 4-session version, and its feasibility was tested by an internal pilot study (3rd step). The pilot
exploratory trial (4th step) had 91 participants. Most socio-demographic and clinical
characteristics between the groups (51: MCGP; 40: CAU) had no statistically significant
differences. A comparison between the two groups at T2 showed that the MCGP group scored
significantly higher in the general (U =552.00, £< 0.001), and existential (U= 727.50, A= 0.018)
domains and total score (U= 717.50, P=0.015) of QoL, and CAU presented statistical higher
levels in DT (U= 608.50, £=0.001). Comparing the groups between T1 and T2, the MCGP group
had a statistically significant improvement in the general (Z=-3.67, £<0.001) and psychosocial
(Z=-2.89, P=0.004) domains and total score (Z=-2.71, £=0.007) of QoL, and a statistically
significant decrease in DT (Z=-2.40, = 0.016). In terms of group effects, the MCGP group
presented increased general (6= 1.42, P<0.001, n% = 0.179), and support (6= 0.80, A= 0.045,

n3 = 0.048) domains and total score (b= 0.81, P=0.013, 15 = 0.073) of QoL (small to elevated
dimensions), and decreased levels of depression (6= -1.14, P=0.044, ;1% = 0.048), and distress (b
=-1.38, P=10.001, 7} = 0.127) (small to medium dimensions), compared with CAU. At T2,

participants who attended =3 sessions (/7= 38) had a statistically significant higher score in the
general domain (U= 130.50, £=0.009) of QoL, comparing with those who attended 1 or 2
sessions (n = 13).

Significance of results.—This study supports the benefits of an MCGP adapted version in
improving QoL and psychologic well-being. More studies are necessary to address the limitations
of this pilot exploratory trial, as its small sample size.
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Introduction

Spiritual well-being and a sense of meaning are important influences for quality of life
(QoL) in patients with advanced cancer (Field and Cassel, 1997; Sinclair et al., 2006).

The importance of the existential care lead to the emergence of meaning-focused
interventions (Breitbart, 2002; Chochinov et al., 2005; Puchalski, 2013) in advanced cancer
patients or terminally ill (Yalom and Greaves, 1977; Spiegel et al., 1981; Edelman et al.,
1999; Edmonds et al., 1999; Classen et al., 2001; Kissane et al., 2003, 2007; Lee et al.,
2006; Breitbart et al., 2010; Chochinov et al., 2011). In response to this need, Breitbart and
his investigation group developed meaning-centered psychotherapy (MCP) to help patients
with advanced cancer sustain or enhance a sense of meaning and purpose in their lives, even
as they approach the end of life (Breitbart, 2000, 2002; Greenstein and Breitbart, 2000;
Breitbart et al., 2010, 2015; Van der Spek et al., 2013; Applebaum et al., 2015). MCP was
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first developed in a group format (meaning-centered group psychotherapy — MCGP), which
is a manualized eight-week intervention (each session: 1.5 h) that utilizes a combination of
didactics, experiential exercises and discussion (Breitbart, 2002). The first randomized
control trial (RCT) showed benefits in enhancing spiritual well-being and a sense of
meaning (Breitbart et al., 2010). Further studies suggested that more severe forms of despair
respond better to existential interventions (Breitbart et al., 2015).

The goal of this study is to describe the feasibility of an MCGP adaptation in a sample of
Portuguese cancer patients. The outcomes were: MCGP adapted version improves QoL and
spiritual well-being (primary), and the levels of depression, anxiety, and distress
(secondary).

This study was implemented according to four steps. Transcultural adaptation and validation
of MCGP standardized manual to the Portuguese language was carried out through focus
groups (1st step). The preliminary study with the original version of MCGP (2nd step)
revealed a high number of dropouts, which could jeopardize the study, and led to the 3rd
step — adaptation of MCGP original version to a 4-session version (maintaining the same
periodicity and duration of the original version), and internal pilot study (to test its
feasibility), which followed the same methodology as the 4th step, except regarding the care
as usual (CAU) group. A pilot exploratory trial (4th step — Figure 1) had two arms,
according to allocation criteria: MCGP vs. CAU. MCGP was led by a therapist (psychiatrist)
and attended by another health professional for training purposes, and after participants’
consent.

It was carried out two assessments (T1 — MCGP: before the 1st session vs. CAU: 1st
moment; T2 — MCGP: after the last session vs. CAU: 1 month after T1) with socio-
demographic and clinical questionnaires and self-report instruments to measure QoL,
spiritual, and psychological well-being: Distress Thermometer (DT; Ouakinin et al., 2015;
National Comprehensive Cancer Network, 2017), McGill Quality of Life Questionnaire
(MQOL; Cohen et al., 1997; Duarte et al., 2010), Functional Assessment of Chronic IlIness
Therapy — Spiritual Well-Being Scale (FACIT-Sp-12; FACIT Group, 2011; Pereira and
Santos, 2011), and Hospital Anxiety and Depression Scale (HADS; subscales: depression
[HADS-D] and anxiety [HADS-A]; Zigmond and Snaith, 1983; Pais-Ribeiro et al., 2007).
After each session, the therapist completed “ Checklist of therapist adherence,” a self-report
to assess if the goals of each session were achieved (Breitbart and Poppito, 2014).

Participants with cancer were recruited at a district hospital (Centro Hospitalar Barreiro-
Montijo) and two cancer associations (Portuguese League Against Cancerand Algarve
Cancer Association) in Portugal, between January 1, 2018 and December 31, 2019. To
ensure reliability, the inclusion criteria of this convenience sample (>18 years, psychological
complaints, as depressed mood and anxiety, and difficulty to adapt to cancer) satisfied the
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following assumptions: to replicate previous methodologies; to consist in a formal indication
for existential psychotherapies (Teixeira, 2006; Breitbart and Alici, 2014; Julido, 2014; Van
der Spek et al., 2014; Van Lankveld et al., 2018); and to use Hierarchical Taxonomy of
Psychopathology (HiITOP) — a dimensional psychopathological classification (Kotov et al.,
2017; Conway et al., 2019) — to facilitate symptoms recognition by the recruiters (medical
oncologists and psychologists). The authors assumed that screening of distress it would not
be a good measure to inclusion criteria, as high levels of distress do not necessarily
correspond to maladaptive responses, as these are determined by a complex process of
mental adjustment (Moyer et al., 2009; Croy, 2010; Van Lankveld et al., 2018). Exclusion
criteria were: cognitive deficits that interfere in the capacity to give informed consent,
psychatic symptoms or substance abuse (Julido, 2014). The allocation was according to
participants preference to be included in MCGP vs. CAU (Applebaum et al., 2012). The
participants were contacted, within 1 month after having expressed their availability, when it
was reached a minimum of 5 per group (Applebaum et al., 2012), and it was considered
dropout when they participate in less than 3 sessions (this cut-off ensures the “same dose” of
treatment, it is the ideal to verify differences in the outcomes keeping and, at the same time,
maintain a conservative approach) (Breitbart et al., 2015). For participants with current
psychiatric/psychologic follow-up, their therapists were informed.

MCGP has no known risks, and its structure provides space for participants personal
feedback (Breitbart and Poppito, 2014). The study was approved by the Institutional Ethical
Committees, and the Portuguese National Commission of Data Protection, in accordance
with the principles embodied in the Declaration of Helsinki.

Statistical analysis

For the internal pilot study (3rd step) and the checklist of therapist adherence, it was
performed a descriptive analysis. For the pilot exploratory trial (4th step), it was carried out
a sample characterization, using descriptive analyses and chi-square test. For group
comparisons, parametric and nonparametric tests were used (Wilcoxon test, Mann—Whitney,
and Student’s #tests). Analysis of group effects in primary and secondary outcomes used
ANCOVA (independent variables: MCGP and CAU; dependent variables: 2nd assessment;
covariate: 1st assessment; six covariables were identified to control possible confounding
influences — age, gender, cancer stage, current chemotherapy [CT] treatments, personal
psychiatric history, and current follow-up). Primary outcomes were QoL (MQOL total score
and all domains) and spiritual well-being (FACIT total score and both dimensions).
Secondary outcomes were depression (HADS-D), anxiety (HADS-A), and distress (DT).
ANCOVA analysis demonstrated homogeneous variances for all variables; the assumption of
slope homogeneity showed that there was not significant interaction between each dependent
variable and the covariate, except for the support domain of QdV (P = 0.022). The groups
had a similar dimension, so ANCOVA was robust to the analysis of these assumptions. The
effect dimension was calculated using partial eta2 ([’712)]; small effect size: ’/1% =0.01, medium:

n% = 0.06, high: 17;2) = 0.14). Also, it was done a comparison analysis (T1 and T2) of spiritual

and psychological between the participants who attended 1 or 2 sessions and those who
attended 3 or all sessions.
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Intent to treat analysis was performed, and missing values were inputted according to the
expectation—maximization method. Analysis used SPSS, version 25, and values A< 0.05
was considered statistically significant.

Results

1st step: Transcultural adaptation and validation

Transcultural adaptation and validation was performed by four focus groups, led by the
therapist, to evaluate the manual comprehensibility (Goes, 2007; Pasquali, 2009; Epstein et
al., 2015; Medeiros et al., 2015). The first two focus groups discussed the manual content
(1st group: cancer patients; 2nd: mental health professionals without experience in MCP),
and the results were discussed in the 3rd group, constituted by experts. The findings showed
the necessity to clarify some of MCP core concepts (Figure 2), which seemed culturally
determined and independent from the educational level (Da Ponte et al., 2017). The
manual’s reformulation was tested in another focus group, with cancer patients, and it was
verified the substantial improvement of its comprehensibility.

2nd step: Preliminary study (MCGP original version — 8 sessions)

Of the initial sample (= 11), six dropped out (the main reason was time consumption by
the hospital, at the expense of participants’ personal life), and the majority of these did not
complete the 2nd assessment.

3rd step: Adaptation of MCGP original version to a 4-session version (and internal pilot
study)

Because of dropouts in the preliminary study that could jeopardized the investigation, and
after consulting previous adaptations of MCGP to different settings (Breitbart et al., 2010,
2012, 2015, 2018; Van der Spek et al., 2014, 2016; Lichtenthal et al., 2015; Rosenfeld et al.,
2017), the participant$ preference for some themes (in the first steps of the study), and
discussing with the author, MCGP was adapted to a 4-session version (Table 1). This
consisted of a combination of sessions 1 and 2 (“Moments with Meaning” and “Cancer and
Meaning™) and sessions 5, 6, and 7 (Attitudinal, Creative, and Experiential Sources of
Meaning) of the original version in single sessions (respectively); similarly to the original
version, and because of its importance described in previous studies, “Historical Sources of
Meaning” occupied an entire session (Breitbart et al., 2010, 2012, 2015, 2018; Van der Spek
et al., 2014, 2016; Lichtenthal et al., 2015; Rosenfeld et al., 2017). Based on therapist
training in MCP and available support material (Memorial Sloan Kettering Cancer Center,
2016), it was designed a short manual with the goals and exercises of each session, which
conserved the same structure as MCGP original version: after a brief presentation of the
therapist and the participants (session 1), session’s themes were presented, experiential
exercises were distributed and participants were asked to write their answers; the remaining
time consisted of didactic discussions and participants’ feedback.

Of the initial sample (n7=15), one-third of participants dropped out. The findings showed
improvements in spiritual well-being (FACIT-Sp-12 total score: T1 — 32.54 vs. T2 —
33.77; FACIT-Sp-12 dimension meaning/peace: T1 — 32.54 vs. T2 — 33.77), levels of
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depression (HADS-D: T1 — 6.5 vs. T2 — 2.6), anxiety (HADS-A: T1 — 8.67 vs. T2 —
6.2), distress (DT: T1 — 4.56 vs. T2 — 3.75), and QoL (MQOL total score: T1 — 6.18 vs.
T2 — 6.99; MQOL existential domain: T1 — 6.87 vs. T2 — 7.91).

4th step: Pilot exploratory trial (MCGP-4 session version)

Sample description—Socio-demographic and clinical characteristics of the sample are
represented in Table 2. Of the 91 participants, 51 (56%) participated in MCGP and 40 (44%)
in CAU. The mean age of the sample was 61.04 years (SD: £11.42; MCGP: 59.57; CAU:
62.93), and the majority was female, married, and retired. In terms of clinical characteristics,
breast cancer was the most frequent (MCGP: 51% vs. CAU: 70.0%), as it was the located
stage (74.5% vs. 60%); most of participants were submitted to surgical (72.5% vs. 92.5%)
and CT (64.7% vs. 82.5%) treatments and had physical comorbidities (62.7% vs. 60.0%).
Although most of socio-demographic and clinical characteristics between the groups had no
statistically significant differences, a more significant proportion of MCGP participants lived
in a rural area and a lesser proportion lived in the suburbs of Lisbon, compared with CAU
(48.9% vs. 7.9%; 35.6% vs. 71.1%, /1/2 =18.85, < 0.001); fewer proportion of MCGP
participants had done surgery, comparing with CAU (72.5% vs. 92.5%, y? = 5.87, P=
0.015), and a higher proportion of MCGP participants had personal psychiatric history
(62.7% vs. 37.5%, y<=5.72, P=0.017), and current follow-up (60.8% vs. 35.0%, ;(2 =
5.96, P=0.015), comparing with CAU. Of the participants that were not on current follow-
up, there was a significantly higher percentage of MCGP participants that considered it
would be beneficial (82.4% vs. 50.0%, y“ = 4.71, £=0.030), comparing with CAU.

Group comparison and group effects—The comparison between groups (Table 3) in
T1 showed that there was statistically significant differences in the psychosocial domain of
QoL (/mear. MCGP: 4.83 vs. CAU: 6.70; U= 566.90, < 0.001) and anxiety (rmearr.
MCGP: 9.33 vs. CAU: 7.00; U= 646.00, £=0.003), where the MCGP group scored
significantly lower in the psychosocial domain of QoL, and higher in anxiety, comparing
with the CAU group. At T2, there was statistically significant differences between the
general (meam. MCGP: 7.08 vs. CAU: 5.95; U= 552.00, A< 0.001), physical (/mear.
MCGP: 5.93 vs. CAU: 5.26; U= 731.50, £=0.018) and existential (/mearn. MCGP: 6.98 vs.
CAU: 6.57; U=727.50, P=0.018) domains and the total score (meam. MCGP: 6.64 vs.
CAU: 6.24; U= 71750, P=0.015) of QoL, and anxiety (mean. MCGP: 8.66 vs. CAU: 7.31;
U=740.50, P=0.023), where the MCGP group scored significantly higher. On the other
hand, the CAU group presented statistical higher levels in DT (mear. MCGP: 4.32 vs. CAU:
5.69; U=608.50, £=0.001), in comparison with the MCGP group. Comparing the groups
between T1 and T2, for the MCGP group, there was a statistically significant improvement
in the general (mearr. T1: 5.45 vs. T2: 7.08; Z=-3.67, P< 0.001) and psychosocial (mearr.
T1:4.83vs. T2: 6.20; Z=-2.89, P=0.004) domains and total score (/mean:. T1: 5.88 vs. T2:
6.64; Z=-2.71, P=0.007) of QoL, and a statistically significant decrease in DT (mear. T1:
5.28 vs. T2: 4.32; Z=-2.40, P=0.016). In the CAU group, there was a significant statistical
decrease in the support domain (meam. T1: 6.14 vs. T2: 5.69; Z=-2.18, P=0.029) of QoL
and a significant statistical increase in DT (/meam. T1: 4.81 vs. T2:5.69; Z=02.44, P=
0.015).
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ANCOVA analysis (Table 4) tested group effects in QoL, spiritual well-being, anxiety,
depression, and distress, after controlling for the scores in T1, as well as age, gender, cancer
stage, CT treatments, and personal psychiatric history. For QoL and spiritual well-being,
after accounting for the covariables effects, general, and support domains and the total score
of QoL were significantly influenced by the group (group effect with small to elevated
dimensions), where the MCGP group, compared with the CAU group, had an increase in
general (b= 1.42, P<0.001, 3 = 0.179), and support (6= 0.80, =045, #} = 0.048)

domains and total score (6= 0.81, #=0.013, ;7% = 0.073) of QoL. For spiritual well-being,

there was not an improvement in the MCGP group, comparing with the CAU group. For
depression, anxiety and distress, after taking into account the covariables effect, it was found
significant differences in the variables depression and distress, with an improvement
(decrease) in levels of depression (b=-1.14, P=0.044, ;75 = 0.048) and distress (6= —1.38,

£=0.001, ;11% = 0.127) in the MCGP group, in comparison with the CAU group. These results
had small to medium dimension effects.

Attrition rate—The attrition rate was 25.5% (13 dropouts), and the main reasons were
illness and appointments (7= 3, 23.1%, respectively). In T1, participants that frequented 1
or 2 sessions (n7=13) had a statistically significant higher score in FACIT total score (U=
128.50, P=0.010), and its dimension faith (U= 123.50, = 0.007), comparing with those
participants that frequented =3 sessions (7= 38). In T2, those participants that frequented =3
sessions had a statistically significative higher score in the general domain of QoL (U=
130.00, p=0.009), comparing with those that frequented less sessions.

Checklist of therapist adherence—The therapist was less adherent to session 3 (mean:
5.75; minimum: 4; maximum: 7), comparing all sessions. The main reason was the difficulty
of accomplishing all the goals of the session’ themes (Attitudinal, Creative, and Experiential
Sources of Meaning), namely the exercises related to “Experiential Sources of Meaning.”

Discussion

MCGP transcultural adaptation and validation showed that existential themes, particularly
“sources of meaning” or “transcendence,” raised questions culturally determined and related
to the “meaning of life” (Hambleton and Patsula, 1990; Swaine-Verdier et al., 2004; Goes,
2007; Pasquali, 2009; Epstein et al., 2015; Medeiros et al., 2015; Da Ponte et al., 2017). The
high number of dropouts verified with MCGP original version is well described in previous
studies that reported the link between the limitations of psychosocial research in cancer
patients and personal time-consumption by medical care (Croy, 2010; Applebaum et al.,
2012). The internal pilot study using MCGP adapted version supported its feasibility and
possible positive benefits in QoL and spiritual and psychological well-being.

Many socio-demographic and clinical characteristics between MCGP and CAU had not
statistically significant differences, which supports the sample’s homogeneity. Although a
higher proportion of MCGP participants had personal psychiatric history and current follow-
up, these variables were controlled by statistical analysis. On the other hand, the smaller
proportion of MCGP participants submitted to surgery gives to this group a lower theoretical
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risk of psychopathology (McFarland et al., 2019), but this result needs to be integrated with
the rest, namely the number of participants in question (MCGP: 37/51 vs. CAU = 37/40).

The group comparison in the 1st assessment showed that MCGP, compared with the CAU
group, presented a reduction of QoL, in its psychosocial domain, and higher levels of
anxiety. In the 2nd assessment, the MCGP group, compared with the CAU group, presented
higher QoL in its general, physical and existential domains and total score, and, although it
was not statistically significant, an improvement in the psychosocial domain of QoL (mear.
T1: 4.83 vs. T2: 6.20). Similarly, the result of higher levels of anxiety in MCGP, comparing
with the CAU group, needs to be integrated in the improvement (not statistically significant)
of its levels (mearr. T1: 9.33 vs. T2: 8.66). The group comparison between assessments
supports the previous findings, as the MCGP group presented better QoL in its general and
psychosocial domains and total score. The new finding of higher levels of distress in the
MCGP group, comparing with the CAU group, give additional evidence of its benefit in this
dimension of psychological well-being.

In terms of group effects, for the primary outcome (MCGP adapted version improves QoL
and spiritual well-being), it was verified a group effect, with small to high dimensions, in
which the MCGP group, compared with the CAU group, presented a higher QoL (general
and support domains, and total score), but not for spiritual well-being. This last data needs to
be integrated in former results, namely the mean values of FACIT, and its dimension
meaning/peace, at baseline (and also in 2nd assessment), which could mean that there was
little space for improvement (MCGP: FACIT total score — T1: 28.48 vs. T2: 27.82;
dimension meaning/peace — T1: 18.11 vs. T2: 18.40; FACIT Group, 2011). For the
secondary outcome (MCGP adapted version improves levels of depression, anxiety, and
distress), it was verified a group effect, with small to medium dimensions, in which the
MCGP group improved levels of depression and distress, supporting the former results of
group comparison.

It was also verified that participants who attended less sessions had better spiritual well-
being at the beginning and, therefore, less need for psychotherapy. The improvement in QoL
after psychotherapy in participants who attend more sessions can support the benefit of
MCGP in QoL.

In terms of limitations, our pilot exploratory trial did not consist of RCT but an efficacy
study, which is considered the more appropriate to study psychosocial interventions, given
that it ensures external validity (Croy, 2010). The small sample, its cultural characteristics,
and the adaptation in a short version of MCGP, could have conditioned the absence of its
proven benefit in spiritual well-being. It is well described the relation between the benefit
and duration of psychotherapies (Spiegel, 1978; Spiegel et al., 1981). Our recruitment rate
was only possible by the expansion of inclusion criteria and allocation method — the first
limitation was overpassed by our methodology (replication of previous studies) and
statistical analysis (control of confounding variables) (Van Lankveld et al., 2018). The
absence of screening for distress at the baseline was admitted, but it followed the assumption
that high levels of distress do not necessarily correspond to maladaptive responses, as it is
not the intensity but the nature of distress that determines the response (Moyer et al., 2009;
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Croy, 2010; Van Lankveld et al., 2018). The second limitation — allocation according to
participants’ preference — was also considered, given its relation with prognosis (Deeks et
al., 2003). Although this, former studies gave strength to the intervention’s efficacy, pointing
to the inconsistency between participants’ preference and attrition (Applebaum et al., 2012).

The reduction of the number of sessions in this adapted version could represent an advantage
in terms of attrition rate (25.5%), taking into account that studies using MGCP original
version showed rates between 25.8% and 56.9% (Applebaum et al., 2012; Breitbart et al.,
2015).

The checklist of the therapist’s adherence revealed his difficulty in adhering to all of session
3 goals, namely the completion of exercises. To overpass this limitation, the authors suggest
dividing this session into two.

In conclusion, the preliminary results gave evidence for the benefits of the MCGP adapted
version in increasing QoL and psychological well-being. The authors believe that there is

space to improve the consistency of this study, with a reformulation of the MCGP adapted
version and a larger sample.
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Assessments
Pilot exploratory trial?®

(n=91)

T1°: sociodemografic and
clinical questionnaires, DT,
MQOL, FACIT-Sp-12, HADS

MCGP group CAU group
T1: n=51 T1: n=40
T2¢ DT, MQOL, FACIT-Sp- T2: n=38 T2: n=40
12, HADS

Fig. 1.
Pilot exploratory trial (3intent to treat analysis; PMCGP: before the 1st session/ CAU: 1st

moment; “MCGP: after the last session/CAU: 1 month after T1; DT, distress thermometer;
FACIT-Sp-12, functional assessment of chronic illness therapy — spiritual well-being scale;
HADS, hospital anxiety and depression scale; MCGP, meaning-centered group
psychotherapy).
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Clarifications

. “Historical Sources of Meaning*;

. "Attitudinal Sources of meaning™;

. "Creative Sources of Meaning*;

. "Experiential Sources of Meaning™;
. "Life as a legacy™;

. “Transcendence™;

£

1. "Reaching meaning through our history";

2. “Reaching meaning through our attitude towards
life";

3. "Reaching meaning through our ability to create and
build";

4. "Reaching meaning through our life experiences";

5. "Life as something that we receive and transmit";

7. “To overcome certain barriers by making us superior

Page 14

Substitutions

. “Good or meaningful death™;
. "Legacy project™;

. “Quiet death™;
. "Life project*™;

to certain circumstances";

Fig. 2.

Meaning-centered group psychotherapy transcultural adaptation and validation.

Palliat Support Care. Author manuscript; available in PMC 2021 August 01.



Page 15

da Ponte et al.

coplf AJrep g wayj 8sn noA ueo ¢, Buluesiu Jo $821nos,, 19Jaq puelsiapun noA op :suosss| dnolb Jo uonosyey

‘Koeba) a1 aIniny ayy 4o} sadoy pue suo1Ia}4al [SUOIIISURL L %
Aoeba) ayi
‘aj1] yum Bunosuuod iowny pue ‘Aineaq ‘eno

PUE ‘ZUIoym pue Jeym 104 3jqIsuodsal noA aiy ;Ssailiqisuodsal inoA ale jeym Aljiqisuodsal pue afeinod ‘Alairesld Buiueay

‘SUOITRMILLI| JAJUED JUOJLUOD O] 4O SA2INOS [enualiadx3 pue aAleald ‘feulpniny €

anIb pue (Bulueaw Y1IM Sa1IIAIOR pue $3]04) A1 am Jeyl ‘(Bulueaw yym ***suonipes) ‘suolie|al ‘sariowaw) usAlb sem Jey) :Aoeba) e se 8yl Buiues|n Jo $821N0S [2I1I0ISIH b4
(SIAMSUB INOA PBJIaYE 199UBI MOH ([ LWe OyM :13dUed Ja)e pue aloyag Auap|

‘uononpoau| Bulues|y pue Jaoue) ‘Buluesiy Yim SJUsWon 1

Sa5108%9 [ellUB1BdXe puUe JUBIU0D Sswley] Ssuoissss

UOISIaA uoIssas y-AdelayloyaAsd dnoib patsiuad-burueaw Jo ainyonns

‘TalqeL

Author Manuscript Author Manuscript Author Manuscript Author Manuscript

Palliat Support Care. Author manuscript; available in PMC 2021 August 01.



Page 16

da Ponte et al.

(16 =) sdnoub (NwD) ensn se a1ed pue (dOJIN) AdesayioydsAsd dnoib paisiusd-Buluesw Jo sonsiIa1oRIRYD [RIIUID pue d1ydeifowsap-0120S

Author Manuscript

9¢C T 6'¢ 4 JadaayasnoH
00 0 6'S € EICET IR
00 0 0¢ T Juspns
00 0 6'¢ 4 pakojdwaun
060 1Z'S pUONENIIS [eUOISSaJ0Id
S'LT L §S¢ €T aalbap Auisianiun
005 0¢ Z6¢ 0¢ Jooyas ybiH
gce €T ¥'TE 91 Jooyas Alewild
00 0 6'¢ 4 9albap o/
0cv'0 8¢ uoI1eaNpa JO [9Ad7]
6°LT L 09T 8 paaionIg
Ay 9 09 € MOPIM
Tv9 ¢ 089 e paLeN
9¢ T 00T S abuis
€820 18°¢€ meEm |elteln
6L € 687 [44 eale [einy
TTL L2 9'GE 9T uoqsiT Jo eale uequngnsg
TT1¢C 8 96T L uoqsi Jo eaJe ueqin
T00'0> G891 08 B0UdpISRY
058 ve GvL 8¢ auluIwaS
06T 9 gqc €T 3uINIseN
[4440] 67T J9pus
440" ¥0¢T as
€6'¢9 LG'6S uea\
S9T0  OF'I- aby
d A % u % u
r=uynvo (15=u)dOON

‘¢ slqeL

Author Manuscript

Author Manuscript

Author Manuscript

Palliat Support Care. Author manuscript; available in PMC 2021 August 01.



Page 17

da Ponte et al.

S17'0 990 «&LH 01 papiwgns noA sepn,,
S'ly 6T 699 6¢ ON
S¢S TC TEev [44 SOA
GL€°0 6.0 «&1H 01 papwgns noA sepn,,
ST L €6E 8T ON
G'Z8 €€ L'v9 €€ SIA
6500 96'¢ 61D 01 pauwigns noA sepn,,
S'L € Gl 14 ON
§'¢6 eS¢l LE SOA
ST70°0 18'S «A1aBins 01 paniwgns noA sepn,,
(0N0)74 9T g'q¢ €T paosueApY
009 ve Sl 8¢ pa1ed0T]
orT'0 YANA abess Jaoue)
00 0 0¢ T snisIN
S T 00 0 proJAyL
00 0 0¢ T SNO
00 0 6'S € a1e1501d
00 0 0¢ T Areno
00 0 6°¢ 14 ewoydwAT
00T 14 8L % BunT
00 0 0% T Asupry|
S'¢ T 6'9 € aLIsen
0'ST 9 8T1 9 uoj0d
00L 8 019 9¢ 1sealg
00 0 6'S € Jappe|g
86¢'0 €6'¢CT uoIed0| Jaoued
Tv9 S¢  6'CS L2 painay
gee €T vIE 9T pakojdw3
d Xn % u % u
(r=uynvo (15=u)dOON

Author Manuscript

Author Manuscript

Author Manuscript

Author Manuscript

Palliat Support Care. Author manuscript; available in PMC 2021 August 01.



Page 18

da Ponte et al.

“INOYIIM ‘O/M ‘UOIRINSD paepuels ‘ds ‘Adelsyolpel ‘1Y ‘Adelayy auowloy ‘1 H ‘Adessylowayd ‘1D ‘WalsAs SNOAJSU [BU3D ‘SND [BNSN Sk a1ed ‘NyD ‘sanfen Buissiw yim dldeLieA,

008 vi o 9.1 € ON
0°0S ¥T  v'c8 14 S3A
0€0°0 Ly «¢|B19113UBQ 3q pInNom 11 quly) noA op ‘s16ojoydAsdasiinelyohsd e Aq pamo)joy Buisq 1,uase noA 4y,
00 0 L'¢ T 18Y10
00 0 L'C T aseasIp |eaIsAyd
8y T 00 0 anbije
06T v Ve 4 uoissaidap pue AlpIxuy
€'ee L 8LE 14 uoissaidaq
6°¢y 6 €v¢ 6 ApIxuy
8.€°0 €e'g «c1s160joydAsdpsirelyoAsd e Ag pamoyjoy Butag noA ate AU,
099 9z T6E (14 ON
0'Ge ¥T 809 1€ N
ST0°0 96'S «cluswow siyy ye dn-mojoy 2160]0ydAsd/aLireIydASd Japun noA aly,,
§'29 G¢  €LE 6T ON
§'lE ST 1’29 [43 SOA
LT0°0 LS «cISUTRIYIAS 0] Juam Jans noA piq,,
oor 9T €€ 6T ON
009 ve L9 4 SOA
68.°0 100 £S35e8sIp Jaulo
G'Z8 €€ v¥'08 1474 ON
ST L 961 0T SOA
86,0 L0°0 L¢IUBLIOW SIY} Ul SjusWwieas) 19 Japun noA a1y,
§29 §¢  90L 9 SOA
FWAS ST v'6¢ qT N
d A % u % u
(r=uynvo (15=Uu)dOON

Author Manuscript

Author Manuscript

Author Manuscript

Author Manuscript

Palliat Support Care. Author manuscript; available in PMC 2021 August 01.



Page 19

da Ponte et al.

NIIM-041deys ‘MS ‘uoieIAeQ plepurls ‘ds ‘adreuuonsand) a4l 4o Auend 11199 “TOON ‘AdesayioyoAsd dnolb paisiusd-Buluesw ‘O ‘Uelpaw
‘PAINl ‘UBBW ‘N ‘AOUIILIS—A0I0BOW|0Y] S 8[eas uoissaidaq pue A1BIxuy [1IdsoH ‘SAWVH ‘8eds Bulag-[ap [emiids Adelay L ssauj] 91U0IYD JO JUBWISSASSY [BUOIOUNS ‘1 [DWH ‘[ensn se a1ed ‘NvD

T000> T000> 82T 69S 67 800 T000> TZz T8F L0G 1000 TO00> 8TZ <2¢€¢ ¢6% 6500 8000 ¥.Z 825 00 31025 [e10L
JalswiowLiayy
ssalsig
L€T0  ¥500 Oy T€L 008  LITO €000 ¥9Z 00L 00L TOOO> TOO0> €L€ 998 908 TOZO L9T0 Chy €€6  O€8 Kpixuy
98T°0  /T00 8.C G.9 00L 8900 8200 16 609 00 2000 TOO0> €0€ 619 ¥F9 0500 8000 ¥T¥ 0TL 29 uoissaideq
SavH
¥€00  TOO0 26'G €6l 18LZ 9000  YEOD GEL 806 0062 TOO0> TO00> <TL Z8LC 18LZ Ovy0 0020 096 8¥8Z ¥.8C 81008 [EJ0L
7000 TO00> /T€ T.6 000T G6¥0 +vOT'0O T9€ €90T 00TT TO00 TO00> 08€ 196 996 €400 9500 ¥0'S 6S0T T90T upres
€Y0'0 2000 8T'S G8ZT 008T TO00> €000 ¢9S Or8T 006T TOO0> TO00> <0G TU'8T 008T TEO0 €00 2U'9 ¥I'8T 006T  odoedd/Buluesiy
1I10vA
T000> €000 TITT +#29 0€9 2600 0020 ZTT T¥9 T29 T000> T0O00> €LT +99 /¥9 6YT0 LTT0 GLT 885G 88§ 81008 [E30L
2000 TO00> TTZ 695 ¢€9 S000 6Y00 Tgz  vI'9  0S9 TOO0> TO00> ZU'Z 189 ¢€9 2000 ST00 69T 9.9 9.9 yoddng
880 9,00 /60 .§9 059 0T00 200 62T 89 6G9 TOO0> TO00> 98T 869 089 STO0 0020 0€Z 999 999 [enualsix3
€100 €500 9T 869 ¥§9 LS50 00C0 T9T 0L9 €99 0T00 TO0O0 Tye 029 ¥S9 920 0020 LST €8V 0S¥ [B100S0Y9Asd
T000> T000> €ST 926G 0SS 0800 2¢I00 €80 T€S TI¥S T000> T000> +¥9T €6G  ¥9G 9900 T000> 89T 6VS  T¥S [ea1sAud
6,00 TO0OO 9€T S6S 009 8800 TOO0 YST €9  00L TOOO> TO00> G8T 80L 00L 2ZE00 O0T00 68T G¥S 00§ [e13UBD)
OO
dms dsy as N PN dms dsM  as N pPN dms dsM  as N PN dms dsy  as N PN
(¢1) m91-150d (T1) m010.d (21) 101-150d (T1) ®010.4d
(or =u) nvD (15 =u)dOON

(s1sAeue 1ean 01 uaiul) (z1) 1591-1s0d ayy ul pue (T1) -aid ayy ul ‘dnoib yoea 1oy uoIINgIIISIP [RWIOU 8Y] JO S1S3] puUR ‘SUOIIRIASP pJepurls ‘sueall ‘SuelpaiA

Author Manuscript

Author Manuscript

‘€ 9lqeL

Author Manuscript

Author Manuscript

Palliat Support Care. Author manuscript; available in PMC 2021 August 01.



Page 20

da Ponte et al.

Author Manuscript

‘lened o] .QN: ‘uolleIASp pJepuels ‘gs ‘alreuuonsand ayi Jo Alfend 199N “TOON ‘AdelayioyoAsd
dnoJb passusd-bBuluesw ‘dOIIN ‘UesW ‘| ‘9]edas uoissaidaq pue AlsIxuy [eNdsoH ‘SAvH (91eas Bulag-||am [eniiids Adesayl ssauj|| 91U0JYD JO JUBLUSSASSY [RUOIIOUNS ‘| |DWH {[ensn se a1ed ‘N

L2T0  T000 68TT 8e'T- 620 0.5 G20 €Y 81008 [e30L
JalswowIay} ssasig

v000  ¥.50  2€0 €€0 Zro 8L €0 128 Raixuy

8v0'0  ¥¥00 LTV YTT- or0 0L GE0 €6 uoissaidaq
SavH

0000 6960 000 500 €60 ¥8/Z T80  68'.C 81008 [e10L

0000 2060 200 60°0- 150 1.6  S¥0 296 e

€000 690 220 90 0L0 ¥L.T  T90 028t a0ead/Buluesiy
L10v4

€00 €100 S¥'9 1780 €20 209 020 289 81008 [e10L

8v00 S¥00  STY 080 820 /85 G20 199 voddns

1800 1800 €T 950 €20 6y9 020  SO'L [enuaisIx3

1000 28L0 800 ST'0- 90 €99 TE0  8Y'9 [10050yoASd

2600 S0T0  89¢ 090 170 0gS €20  06G [ea1sAuyd

6.T°0 T000> 68'LT T v20  eLS 120 TTL [eJ3U8D
100N

m: d 4 eoweklylId  aS W as W
(r=u)nvd ([IS5=U)dOON

(16 = W) 9z1s 19943 pue ‘sisAjeue aoueleA0d ‘dnolb Ag sa|qelieA ||e 10 SUOIIRIASP pJepurls pue $a109s abueyd abelany

‘v alqeL

Author Manuscript

Author Manuscript

Author Manuscript

Palliat Support Care. Author manuscript; available in PMC 2021 August 01.



	Abstract
	Introduction
	Methods
	Procedures
	Participants
	Statistical analysis

	Results
	1st step: Transcultural adaptation and validation
	2nd step: Preliminary study (MCGP original version — 8 sessions)
	3rd step: Adaptation of MCGP original version to a 4-session version (and internal pilot study)
	4th step: Pilot exploratory trial (MCGP-4 session version)
	Sample description
	Group comparison and group effects
	Attrition rate
	Checklist of therapist adherence


	Discussion
	References
	Fig. 1.
	Fig. 2.
	Table 1.
	Table 2.
	Table 3.
	Table 4.

