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ABSTRACT

Objective: Many psychotherapists speak with clients about meaning in life. Meaning is an
neutral evidence-based term for a subjective sense of purpose, values, understanding, self-
worth, action-directed goals, and self-regulation. Since little is known about its effectiveness,
our study aimed to determine the effects of meaning-centered therapies (MCTs) on improving
quality of life and reducing psychological stress.

Method: Independent researchers selected and scored articles in multiple languages in
multiple search engines. Weighted pooled mean effects were calculated following a random-
effects model. Sensitivity analyses included moderators, study and sample characteristics, risk
of bias, randomization, types of MCT, control condition, and outcome instruments.

Results: Some 52,220 citations included 60 trials (total sample N = 3,713), of which 26 were
randomized controlled trials (N = 1,975), 15 nonrandomized controlled trials (N = 709), and 19
nonrandomized noncontrolled trials with pre/post measurements (N = 1,029). Overall analyses
showed large improvements from baseline to immediate posttreatment and follow-up on quality
of life (Hedges’ g = 1.13, SE = 0.12; g = 0.99, SE = 0.20) and psychological stress (g = 1.21,
SE = 0.10; g = 0.67, SE = 0.20). As effects varied between studies, further analyses focused
only on controlled trials: MCT had large effect sizes compared to control groups, both immediate
and at follow-up, on quality of life (g = 1.02, SE = 0.06; g = 1.06, SE = 0.12) and psychological
stress (g =0.94, SE =0.07, p < 0.01; g = 0.84, SE = 0.10). Immediate effects were larger for
general quality of life (¢ = 1.37, SE = 0.12) than for meaning in life (¢ = 1.18, SE = 0.08), hope
and optimism (g = 0.80, SE = 0.13), self-efficacy (g = 0.89, SE = 0.14), and social well-being
(g = 0.81, SE = 13). The homogeneity of these results was validated by the lack of significance of
moderators and alternative ways of selecting studies. Metaregression analyses showed that
increases in meaning in life predicted decreases in psychological stress (8 = —0.56, p < 0.001).

Significance of results: MCT strongly improves quality of life and reduces psychological stress.
MCT should be made more widely available, particularly to individuals in transitional moments
in life or with a chronic or life-threatening physical illness as they explicitly report meaning-
centered concerns.

KEYWORDS: Logotherapy, existential analysis, meaning-centered psychotherapy, existential
therapy, psychotherapy, counseling, systematic literature review

INTRODUCTION ing in life was often restricted to clergy and philoso-
phers, but in modern secular societies this task is
more often taken up by psychological therapists,
pioneered by Viktor Frankl and others (Vos, 2016a).
Although some therapists have used strong meta-

What are the effects of addressing meaning in life
with clients? In past millennia, talking about mean-
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empirically distinguished from such phenomena as
happiness, meaninglessness, and ordinary daily life
(Steger, 2012; Vos, 2017a). For instance, a large num-
ber of cognitive laboratory experiments, psychomet-
ric studies, and surveys have established that most
people search for meaning, experience its presence,
or use meaning-related coping styles (e.g., Batthyany
& Russo-Netzer, 2014; Hicks & Routledge, 2013;
Greenberg et al., 2013; Wong, 2013; Reker, 2000).
Meaning has been empirically defined as an individ-
ual’s subjective sense of purpose, values, understand-
ing of self and the world, self-worth, action-directed
goals, self-regulation, and coping with existential
challenges (Wong, 2012; George & Park, 2014;
MacKenzie & Baumeister, 2014; Vos, 20165). Individ-
uals in more than 150 studies worldwide reported five
types of meaning: material, social, self-oriented,
higher types, and existential-philosophical types
(Vos, 2016a).

Across a range of research, meaning has been
shown to be important for clients. For instance, indi-
viduals with moderate to severe psychopathology de-
scribed “living a meaningful and satisfying life” as
the core of their psychological recovery in 75 studies
(Andresen et al., 2003; 2011; Slade et al., 2012). Per-
ceiving life as meaningful is strongly correlated with
a higher quality of life, lower levels of psychological
stress (e.g., depression and anxiety), and better phys-
ical well-being (Ryff et al., 2004; 2006; Steger, 2012;
Brandstétter et al., 2012; Roepke et al., 2014). Fur-
thermore, perceived meaning functions as a source
of resilience and meaning-centered coping styles re-
duce stress after traumatic life events (Folkman,
2008; Park & Folkman, 1997; Park, 2010; Vos,
2016a). However, mental healthcare has tradition-
ally overlooked meaning-centered concerns, such as
experiencing a lack of meaning or purpose in life, or
being unable to adjust life goals after such life-chang-
ing experiences as the loss of a loved one or a chronic
disease (Vos, 2016a). In response, it has been argued
that mental healthcare should be transformed from
curing psychiatric symptoms to supporting clients
to live a meaningful life (Seligman et al., 2005).

Many authors suggest that meaning-centered con-
cerns and their treatment are specifically relevant at
transitional moments in life: adolescence, midlife, re-
tirement (Battista & Almond, 1973), bereavement
(Neimeyer et al., 2011), or trauma (Schulenberg
et al., 2014). Researchers have particularly focused
on individuals with a chronic or life-threatening dis-
ease, a majority of whom wonder how to live a mean-
ingful life despite their illness (e.g., Henoch &
Danielson, 2009; Vehling et al., 2012; Vos et al.,
2013). However, only a fifth report clinical depression
or anxiety (e.g., Mitchell et al., 2011), which explains
the modest effect sizes of psychological treatments
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that focus on reducing psychopathology and not on
meaning-centered concerns (Faller et al., 2013;
Hart et al., 2012; van Straaten et al., 2010). Further-
more, cross-sectional studies demonstrate that pa-
tients cope better with their disease when they
“create meaning out of chaos” (Bullington et al.,
2005; King et al., 2006) and use meaning-centered
coping styles (Park, 2010; Folkman, 2008).

To address the clients’ meaning-centered needs,
more than 28 different meaning-centered therapeu-
tic approaches have evolved (see an overview in Vos
[2017]). Some 21 include meaning among other ther-
apeutic aims, such as acceptance and commitment
therapy (Hayes et al., 2012) and positive psychology
(Seligman & Csikszentmihalyi, 2000), and 7 for
whom meaning is the predominant focus. This last
group will be referred to as meaning-centered ther-
apy (MCT), defined as a therapeutic approach ad-
dressing meaning in life as its main aim, with a
systematic approach. Worldwide, 69 MCT institutes
exist, associated with tens of thousands of therapists
(Correia, 2015). Preliminary metaanalyses of a small
sample of six MCT trials showed large effect sizes on
psychological well-being and quality of life, but this
included only English publications with an existen-
tial-therapeutic focus (Vos et al., 2015). Thus, despite
its popularity and positive preliminary findings, the
precise effectiveness of MCT remains unclear. How-
ever, practitioners need to understand the potential
beneficial effects of addressing meaning, with respect
to self-selection biases and such nonspecific effects as
time, attention, treatment expectations, and the dif-
ference in effectiveness between other therapeutic
treatments (Chambless & Hollon, 1998).

We have therefore systematically reviewed effec-
tiveness studies on different types of MCT in multi-
ple languages. As psychological treatments are
usually complex and consist of multiple therapeutic
techniques, eligible studies were semistructured
and standardized via treatment manuals (Carroll &
Nuro, 2002). As placebo conditions and complete
blinding are impossible in talking therapies, no
type of control conditions were considered (Chamb-
less & Hollon, 1998). It has been recommended to
focus reviews only on bona fide psychological treat-
ments that address specific therapeutic aims via spe-
cific therapeutic methods (Wampold et al., 2002).
Therefore, this review only included MCT manuals
primarily and were solely aimed at improving quality
of'life, such as meaning in life (primary outcome) and
reducing such psychological stress as depression and
anxiety (secondary outcome), via explicitly address-
ing meaning in life with a systematic method (medi-
ator). Meaning-centered therapists hypothesize that
MCT improves the client’s meaning-making skills,
which subsequently reduces their psychological
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stress (comprehensive reviews of the logical and con-
ceptual model of MCT can be found elsewhere: Vos,
2016a; 2016b). This was tested via metaanalyses, ex-
amining the effects of MCT on quality of life and psy-
chological stress, and testing the hypothesis that
improvements in perceived meaning reduce psycho-
logical stress.

METHOD

Study Selection Rounds

The systematic literature review was conducted in
nine consecutive rounds, as Figure 1 shows, in line
with the PRISMA and MOOSE guidelines (Liberati
et al.,, 2009; Stroup et al., 2000). First, multiple
databases were employed: PubMed, the Web of
Knowledge, PsycINFO, Medline, Embase, scholar.
google.com, and Scopus. Search terms and key
authors were based on an exploratory review (Vos
et al., 2015). These combined intervention terms
included (therap*/counsel*/coach*/intervention/
analys*/treat* /care/support/psychol*/psychiat*/
outcome™ /result*/ effect* /change/eval*/assess*/
trial*) and the meaning-centered nature (mean-
ing-in-life/meaning-of-life /search-for-meaning/noo-
genic/noetic/logo-ther* /logo-anal* /purpose-in-life/
life-purpose/goals-in-life /life-goals /meaning-cent™*/
meaning-mak* /meaning-orient* /existential-analys*/
logo-anal*), or key authors (Breitbart/Fabry/Fil-
lion/Frankl/Henry/Langle/Lee/Lukas/Marshall/
Neimeyer/Starck/Wong/Zuehlke). Given the large
number of findings, we added PubMed Mesh terms
([counselling] OR [psychotherapy] OR [psychologyl)
and capped scholar.google.com results at 10,000 hits.

Second, we hand-searched the journals Existential
Analysis and International Forum for Logotherapy
and the websites of MCT institutes (Correia, 2015).
Third, 10 experts searched and translated references
in Arabic, Chinese, Dutch, Farsi, French, German,
Indonesian, Italian, Korean, Portuguese, Russia,
and Spanish. Fourth, all included authors were con-
tacted to identify other studies. All 10 experts were
fluent in their mother tongue and English, were pro-
fessionally educated in MCT and/or existential ther-
apy, at least at the master’s level, had more than two
years of therapeutic experience, and were trained to
search and translate references. Fifth, additional
studies were identified via reference lists. Sixth, all
titles and abstracts were initially screened for eligi-
bility. Seventh, studies were excluded though a thor-
ough reading of abstracts. Eighth, studies were
excluded on the basis of full-text manuscripts. Ninth,
studies were excluded from their analyses, when they
did not have enough data or did not measure quality
of life or psychological stress.
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Eligible studies had the following characteristics:
(1) aiming to treat specific individual psychological
problems (self-discovery, religious, and philosophical
practices excluded); (2) primarily aiming to support
clients to live a meaningful life without other pri-
mary therapy aims that could conflate study effects
(e.g., acceptance and commitment therapy [ACT]
was excluded, as its founders explicitly state that it
has a range of aims and methods and does not merely
focus on meaning (see Vos [2016a] for a description of
differences between ACT and MCT); (3) having a sys-
tematic approach (e.g., stepwise exploration of differ-
ent meaning-centered topics); (4) being designed as
a full therapeutic approach, consisting of multiple
therapeutic techniques, and not only one specific
technique, such as autobiographic writing or para-
doxical intention (e.g., Chochinov et al., 2005; Bohl-
meijer et al., 2003); (5) using valid and reliable
psychometric outcome instruments; (6) meeting
Wampold et al.’s (2002) criteria for bona fide inter-
ventions; (7) having a retrievable and intelligible
full-text manuscript; and(8) not having unrealisti-
cally large effect sizes (Hedges’ g > 3) or a high risk
of bias, such as nonselective reporting according to
Cochrane’s risk-of-bias criteria (Higgins & Green,
2008) to prevent biased results (Rosenthal, 1991;
1995).

Given the large number of references, author J.V.
conducted all rounds. His selection was consistent
with author D.V., who independently searched and
screened a random sample of 500 references and con-
ducted rounds 3—5 (interrater k = 0.92 and 0.82). In-
terrater reliability of independent bias assessment
and coding of study characteristics were high (k=
0.87, 0.85). Both raters have a clinically and scientifi-
cally relevant background in MCT, existential ther-
apy, and empirical research.

Metaanalytic Steps

All studies had sufficient clinical homogeneity, as
identified by the 10 experts. Of course, clinical homo-
geneity does not necessarily imply statistical homo-
geneous findings. Instead of cherrypicking and only
presenting the most statistically homogenous and ef-
fective findings, or only the largest samples—as
seems common practice in metaanalyses—it was de-
cided to be transparent. This article will describe how
studies were excluded and included and present find-
ings at each metaanalytic step. Presenting all find-
ings seems particularly relevant for new therapies
with relatively few studies. The authors believe
that transparency about the metaanalytic steps
may yield relevant information about validity and
generalizability, and guide the future direction of
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52220 references identified via:
1.Literature databases:
-Embase: 1933
-Pubmed: 17555
-PsyciInfo: 9050
-Web of Knowledge: 6794
-Scopus: 6700
-Scholar.google.com: 10000 (capped)
2. Hand-search journals & institutes: 82
3. Search in other languages: 224

4. Experts: 52 Excluded (on the basis of first reading of the
5. Reference lists 32 title and/or abstract; numbers are estimates):
20000 irrelevant topic;
< 20000 duplicates;
V 12200 describing a therapy that is not meaning-

& : centered, or not describing a trial
6. First round of screening:

392 articles included
(Data not analysed)

Excluded (on the basis of second reading of
title and/or abstract):

143 not a trial

¢ 145 no quantitative outcomes reported or
using non-validated unreliable instruments

7. Second round of screening:
105 articles included

(Data not analysed) Excluded (on the basis of full-text manuscript):

3 articles: meaning is not the primary aim and
method of the intervention

< 15 articles: incomplete reporting, selective
reporting or other possible bias
' ' 4 articles: impossible extremely positive results
8. Third round of screening: (Hedges’ g>4): 4

Total: 70 trials (sample N=6547): Llj:iizzﬁli;sl;lf:ll—text manuscript not retrieved or

26 randomized controlled trials (N=1975)
22 non-randomized controlled trials (N=1800)
22 non-randomized non-controlled trials with

pre/post-measures (N=2772) Excluded during meta-analytic steps:

6 articles: instruments described neither quality of
life nor psychological stress

4 articles: not enough data to be able to calculate
¢ effect sizes in the meta-analyses

-

9. Fourth round: trials used in meta-analyses:
Total: 60 unique trials (sample N=3713):

26 randomized controlled trials (N=1975)

15 non-randomized controlled trials (N=709)
19 non-randomized non-controlled trials with
pre/post-measures (N=1029)

Fig. 1. Flowchart of included and excluded studies.
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the therapeutic field, especially in the case of hetero-
geneity.

The studies were coded and metaanalyses con-
ducted and presented in nine consecutive steps (see
Table 1). In the first step, overall effects for all trials
were calculated. Second, metaanalysis tested the hy-
pothesis that there was a significant difference be-
tween effects measured immediately after the last
therapy session and effects at follow-up between 4
and 12 months later. As differences were found, all
next metaanalytic steps were separately conducted
for immediate and follow-up measurements. Third,
metaanalysis tested the hypothesis that different
outcome instruments have different effects. To test
this hypothesis, each outcome instrument in each
study was coded in either the overall categories
“quality of life” and “psychological stress,” following
previous studies (Vos et al., 2013). If multiple instru-
ments were used in one study to measure one cate-
gory, average effect sizes were calculated. Whether
an instrument belonged to a category was decided
on the basis of content and nonsignificant small het-
erogeneity (p(Q) > 0.05 and I < 50%). As large het-
erogeneity was found, more specific subcategories
were created on the basis of their content and low het-
erogeneity (see Table 2).

Fourth, metaanalysis tested the hypothesis that
different study designs would cause different effect
sizes. Studies were coded for being randomized and
controlled, and for type of control condition (Table 1).
A difference was found on the basis of large heteroge-
neity between studies and small heterogeneity
within studies, and significant moderate/large con-
trasts (Cohen’s d > 0.30, p < 0.05). The effect sizes
were found to be inflated in noncontrolled trials. It
was thus decided to focus on controlled trials only,
to focus on estimating true effect sizes and not on ar-
tificially inflated effects. The next metaanalytic steps
included both randomized and nonrandomized trials
and all types of control conditions, as these did not
differ in effects. When randomized and nonrandom-
ized controlled and noncontrolled trials were com-
pared, the effect sizes described changes in scores
from baseline to posttreatment/follow-up measure-
ment (“change effect”). This answered the question
“How much change do individuals experience be-
tween the measurements before and after MCT?”
When randomized and nonrandomized controlled
trials were compared, the effect sizes described the ef-
fects of MCT compared with control groups (“relative
effects”). This answered the question “What is the dif-
ference between the improvements in clients receiving
MCT compared with clients in control conditions?”

Fifth, the hypothesis was tested that sample char-
acteristics influence effect sizes, such as participants’
inclusion criteria, age, and gender (Table 1), via con-
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trasts, moderator, and metaregression analyses. The
variables included were based on conceptual reviews
and preliminary metaanalyses of MCT (Vos et al.,
2015; Vos, 2016a; 2016b). Sixth, similar analyses
were employed to test the hypothesis that the study
results were influenced by treatment characteristics,
such as type of MCT, group or individual format
(Table 1, based on Vos et al., 2015). Seventh, similar
analyses were used to test whether studies differed
in effect size due to describing different types of ther-
apeutic skills in the treatment manuals, which an-
swered the question of whether therapeutic skills
lead to larger effects. The treatment manuals were
coded according to the presence of 39 core meaning-
centered therapist skills that have been described
elsewhere (Vos, 2016a; 2017), such as: providing di-
dactics about meaning in life, stimulating clients to
set and experiment with achievable goals in daily
life, focusing on self-worth, and doing mindfulness
exercises (Table 1).

In step eight, similar analyses tested the hypothe-
sis that effects were influenced by sample size, year of
publication, or precision of effects (Dechartres et al.,
2014; Capellini et al., 2012). Additional reanalyses of
steps 1-6 were conducted, first only in studies with
the 25% largest sample sizes, second only in studies
published since 2000, and third only in studies with
the 25% most precise effects. The effects were re-
garded similar to the original findings if the signifi-
cance and magnitude of the effects were similar
(significant/nonsignificant; small/moderate/large)
and effect sizes did not differ by more than 10%.

In step nine, we tested the unique assumption of
this therapeutic approach that MCT improves the cli-
ent’s perceived meaning, which subsequently re-
duces their psychological stress. The effects of MCT
on improving meaning was already tested in previous
steps, as part of the effects on quality of life. Metaa-
nalyses tested the hypothesis that the changes in
meaning in life predicted the changes in psychologi-
cal stress. We assumed that the results from this stat-
istical test would suggest mediation, that is, the
improvement of perceived meaning explains the ef-
fects of MCT on stress (mediation). Thus, we did not
only assume a correlation between these change
scores but also a causal relationship: the reason for
assuming mediation is that all treatment manuals
described therapeutic techniques that explicitly and
systematically addressed meaning with the aim of re-
ducing stress, while the manuals in control condi-
tions did not.

STATISTICAL PROCEDURES

We entered means, standard deviations, N, p value
(or other statistics if not available, e.g., ¢ value or F
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Table 1. Description of coding of variables and metaanalytic steps

Step Hypothesis Categorizing and coding variables Metaanalytic step
1 All studies: overall, MCT has large Inclusion of low-risk-of-bias trials on MCT only (see
effects. paragraph on “study selection steps”).
2 Measurement moment: different B Immediate effects: outcomes within 4 months after All next metaanalytic steps are separately conducted for
measurement moments have the last MCT session. immediate and for follow-up effects.
different effects. B Follow-up effects: outcomes between 4 and 12
moments after the last MCT session.
3 Outcome instruments: different 3.1. Quality of'life (1), psychological stress (2) or other Steps 3.1-3.4 are conducted separately for immediate
outcome instruments have different (3). and follow-up effects.
effects. 3.2. Quality of life instruments: general quality of life 3'.1 'hEaCh outcome inIs;runie'n tl il} each study is placeg
(1), meaning in life (2), hope and optimism (3), Wlt in one(z1 category. If multiple instruments areﬂl‘lse
self-efficacy (4), social relationships (5), and in one study to measure one category, average effect
other (6). sizes are calculated for that study: Whe.ther an
instrument belongs to a category is decided on the
3.3. Psychological stress instruments: depression (1), basis of content, p(Q) > 0.05 and I? < 50%. As large
anxiety (2), existential stress (3), and other (4). heterogeneity between and within studies could be
3.4. Individual instruments due to how instruments are categorized, steps 3.2, 3.3,
o : and 3.4 will follow if instruments appear to be
statistically heterogeneous, to find less heterogeneous
categories. The next steps will only be conducted in
nonheterogeneous categories (p(®) > 0.05 and
I? < 50%). See procedures in Vos et al. (2015).
4 Study design: different study designs 4.1. Randomized controlled trials (1), nonrandomized Steps 4.1-4.3 are conducted separately for immediate

have different effects.

4.2.

4.3.

controlled trials (2), nonrandomized
noncontrolled trials (3).

Type of control condition: active treatment (1),
care as usual (2), waiting list, or no treatment (3).

Type of alternative intervention or care as usual:
support group (1), cognitive behavioral
intervention (2), psychoeducation/biblio-therapy
(3), relaxation (4), combination of best-practice
treatments (5), other (6).

and follow-up effects, only in the most
nonheterogeneous instrument categories.

4.1. Moderation analyses and contrasts with dummy
variables are calculated to analyze whether studies
with different designs differ in effect sizes, as
indicated by large heterogeneity between studies and
small heterogeneity within studies, and significant
moderate/large contrasts (Cohen’sd > 0.30, p < 0.05).
If shown significant, all next steps will be conducted
only in the category with the least inflated effect sizes,
to focus on the most robust studies.

4.2. Similar moderation analyses and contrasts are
calculated for studies with different types of control
conditions, and if significant moderate/large
differences exist, only studies with the least inflated
control conditions will be presented.

Continued
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Table 1. Continued *
S
Step Hypothesis Categorizing and coding variables Metaanalytic step
5 Sample characteristics: different 5.1. Physical disease as inclusion criterion (1) or not Steps 5.1-5.9 are conducted separately for immediate
samples have different effects. (0). and follow-up effects, only in the most
. . . . nonheterogeneous instrument categories in studies
5.2. gli%:rilgge(ll())fogsgg?(()(l)?gmal stress as inclusion with the least conflating study designs.
’ 5.1-5.3. Moderation analyses and contrasts are
5.3. Type of sample: cancer (1), noncancer physical calculated to analyze whether studies with different
disease (2), psychological disease (3), transitional sample characteristics differ in effect size.
moments in life(4), caregivers (5), other (6).
5.4. Education level: low (1), mean (2), high (3). 5.4-5.9. Metaregression analyses are conducted to
55 A examine whether age, gender, country and ethnicity
.5. Age (years). . .
influence effect size.
5.6. Proportion of male participants (%).
5.7. Continent of treatment: Europe (1), USA (2),
Asia (3), Australia (4), Africa (5)
5.8. Individual country of treatment.
5.9. Different types of ethnicity of participants (each
ethnicity is reported by its percentage of the total
sample size).
6 Treatment characteristics: different 6.1. MCT types: Frankl’s logotherapy (1), General Steps 5.1-5.9 are conducted separately for immediate
types of meaning-centered treatment MCT based on Frankl’s principles (2), meaning- and follow-up effects, only in the most
have different effects. centered psychotherapy (3), meaning-making nonheterogeneous instrument categories in studies
intervention (4), existential analysis (5), with the least conflating study designs.
meaning therapy (6). 6.1.—6.6. Moderation analyses and contrasts are
. e calculated to analyze whether studies with different
6.2. Format: group (1), individual (2), couples (3). treatment characteristics differ in effect sizes.
6.3. Number of sessions.
6.4. Level of structure of therapy: low (1)— high (5).
6.5. Level of manualization: low (1) to high (5).
6.6. Level of using religious/spiritual terminology
and theory in the treatment manual: low (1) to
high (5).
7 Therapist skills: 7.1. 39 MCT skills each scored as relatively Step 7 is conducted separately for immediate and follow-
Different therapist skills (as important (1) or relatively unimportant (0) in the up effects, only in the most nonheterogeneous
described in the treatment manuals) treatment manual. instrument categories in studies with the least
have different effects. 7.2. 39 MCT therapist skills each scored as low (1) to (7:011 ﬂﬁugg stgdy design S d leulated
high (5) attention for this skill .1. Moderation ana yses an coqtrasts are calcu ate
(See Vos, 2016a for an overview of skills). to analyze yvhether s'tudles foc_u sing on different
’ therapy skills differ in effect size. s
7.2. Metaregression analyses tests whether MCT skills @
. 2
predict overall study effects. S
Subsequently, all significant therapist skills &
(p < 0.05) are inserted as predictors in multiple §
regression analyses. &
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tested via metaregression. Subsequently, all analyses
in steps 1-6 are redone, first only in studies with the

25% largest sample sizes, second only in studies
identified in steps 1—4, with “effect on the meaning in

life” predictor and “effect on psychological stress as

published since 2000, and third only in studies with
predicted variable.”

the 25% most precise effects.

In each of steps 3—6, the possible influence of sample
size, year of publication. and precision of effects is
A variable for the average effect on meaning in life was Metaregression analysis was performed in the studies

7.3. Precision of effect (standard error of the effect).

7.1. Sample size.
7.2. Year of publication.

created.

characteristics have different effects.
changes in meaning in life after MCT

predicts changes in psychological

Study characteristics: different study
stress.

Changed meaning as predictor:

8
9
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value), according to Introduction to Meta-Analysis
(Borenstein et al., 2009). When correlations among
pre-, post-, and follow-up assessments were not re-
ported, formulas were used (Morris & DeShon,
2002; Dunlap et al., 1996) or the average correlation
of 0.70 was inserted. In case of multiple control
groups, psychological treatments with the largest
effect size were selected.

Effects were calculated with Hedges’ g and its 95%
confidence interval (95% CI). This is a variation on
Cohen’s d, corrected for biases due to small sample
sizes and regarded a robust technique in the social
sciences (Hedges, 1985). This may be conservatively
interpreted with Cohen’s (1988) convention of small
(0.2), medium (0.5), and large (0.8) effect sizes. Ran-
dom effects were calculated, as studies differed in
terms of population and MCT type, and random ef-
fects adequately mirrored heterogeneity in behavio-
ral studies with non-inflated alpha (a) levels
(Hunter & Schmidt, 2000). Spurious outliers were
identified in each metaanalytic step and discarded
by using a trimming technique that excluded studies
where the 95% CI was lower than the aggregated
confidence interval of all studies (Borenstein et al.,
2009). Publication bias was tested in each metaana-
lytic step by visual inspection of funnel plots and cal-
culation of Egger intercepts, using a trim-and-fill
procedure, which provides an estimate of effect size
after publication bias has been taken into account
(Duval & Tweedie, 2000) (n.b.: publication bias will
only be reported in this article in case of significant
bias). A-priori power analyses estimated that five
or more studies are required to detect moderately
large effect sizes, similar as what was done in previ-
ous studies (Vos et al., 2013), with a power over 0.80
(Valentine et al., 2010; Borenstein et al., 2009). If
fewer than five studies reported on an outcome,
this outcome was not presented.

RESULTS

Description of Included Trials

We found 52,220 citations (see Table 1), most of
which were excluded due to irrelevance, duplication,
or non-quantitative /non-trial designs. Some 32 tri-
als were excluded for high risk of bias, 6 for irrele-
vant outcome measures, and 4 for lacking useful
data. A total of 60 trials were included in the final re-
view, covering 3,713 participants. This comprised 26
randomized controlled trials (N =1,975), 15 non-
random controlled trials (W= "709) and 19 non-
randomized noncontrolled trials with pre/post
measures only (N = 1,029).

Studies were conducted in the Middle East (& =
18), North America (k = 16), South-East Asia (k£ =
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Table 2. Overview of included instruments and subcategories

Vos and Vitali

Instruments measuring

Instruments measuring psychological

Source quality of life stress
Randomized controlled trials
Breitbart et al., 2010 MiL: FACIT Anxiety: HADS
Hope: BHS; LOT Depression: HADS
Other: SAHD
Breitbart et al., 2012 Qol: MQoL Anxiety: HADS
MiL: SWB; FACIT Depression: HADS
Hope: BHS Other: MSAS
Breitbart et al., 2015 QoL: MQoL Depression: BDI; HADS
MiL: FACIT Anxiety: HADS
Other: SAHD
Cheng et al., 2015 MiL: MLQ; CSMLS Other: GHQ-20
SE: RSES
Kog et al., 2013 N/A Anxiety: Social Anxiety Scale
Crumbaugh & Carr, 1979 SE: PIL N/A
Fillion et al., 2009 MiL: FACIT Other: POMS
Farhadi et al., 2014 QoL: WHOQoL Other: WHOQoL-mental health
Soc: WHOQoL-social
Hamidi & Manshaee, 2013 SOC: ENRICH marital satisfaction N/A
Henry et al., 2010 QoL: MQoL Anxiety: HADS;
MiL: FACIT Depression: HADS
SE: GSES Other: MQoL psychological
Soc: MQoL-social
Herawati & Sudiyanto, 2010 Depression: BDI
Hosseinzadeh-Khezri N/A Other: GHQ-28
et al., 2014
Jafary & Afzali, 2013 QoL: SF-36 N/A

Lai et al., 2012

Lee et al., 2006a
MacKinnon et al., 2015a

Mohammadi et al., 2014
Lai et al., 2012

Moosavi et al., 2012
Mosalanejad & Koolee, 2013
Ramin et al., 2014

Shin, 2007

Shoaakazemi et al., 2012

Starck, 1979
van der Spek et al., 2014

Zuehlke & Watkins, 1977

Nonrandomized controlled trials
Aghajani, 2015

QoL: QoLC-E total, quality of life
item

MiL: QoLC-E value;

Soc: QoLC—E support, alienation

Hope: LOT

SE: RSES; GSES

MiL: PIL

Hope: AHS

QoL: QoLC—E-total

MiL: QoLC-E-value

Soc: QoL.C—E-alienation, support
N/A

N/A

QoL: WHOQoL

Soc: WHOQoL-social

QoL:

MiL: MLQ

SE: GSES-Soc

QoL:WHOQoL

Soc: WHOQoL-social

PIL; SONG

QoL: EORTC-QLQ-C30-global

MiL: SPWB; PMP;

Hope: MAC; LOT; BHS;

SE: SPWB;

Soc: SPWB; PMP; PTGI; EORTC-
QLQ-C30

MiL: PIL

QoL: WHOQoL

Other: QoLC—E negative emotion,
Existential distress

N/A

Depression: CES-D

Anxiety: STAI

Other: HGRC; CBI; RGEI

Depression: BDI

Other: QoLC-E-negative emotions,
existential distress

Depression: Geriatric Depression Scale—15

PSS
Anxiety: PSWQ
Other: WHOQoL-mental health

Depression: DASS; PSS

Other: WHOQoL-mental health
N/A

Other: EORTC-QLQ-C30
Anxiety: HADS; MAC-anxiety

Depression: DAS
Other: BPRS

Other: WHOQoL-mental health
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Source Instruments measuring Instruments measuring psychological
quality of life stress
Cho, 2008 MiL: PIL Other: SCL-90-R
Cho et al., 2013 MiL: PIL Depression: CES-D
Hosseini et al., 2013 QoL: WHOQoL Other: WHOQoL-mental health
Idris et al., 2015 N/A Depression: DASS
Kang et al., 2009a QoL: QoL N/A
MiL: AMIL
Kang et al., 200956 MiL: AMIL; SWS N/A
Kang et al., 2013 MiL: AMIL; Respect for Life Scale Depression: CDI
Lee, 2006 MiL: Meaning in Life in the elderly; N/A

Moazinezhad et al.,
2015

Mohabbat-Bahar et al., 2014
Kim et al., 2013
Tobing et al., 2014

Wijayanti, 2010

Wimberly, 2006

Nonrandomized noncontrolled
trials (pre/post measurement
only)

Delavari & Nasirian, 2014

Beltran, 2011

Cheraghi & Tajar, 2015
Gil & Breitbart, 2013

Lantz & Raiz, 2004
Langle et al., 2005

Langle et al., 2014
Lee et al., 20065

Makola, 2014a
Makola, 20146

Lau et al., 2012
MacKinnon et al., 20155

Rios, 2012
Thompson, 2015

Torres & Noblejas de la Flor, 2007
Ukus et al., 2015
Van der Spek et al., 2014

SE: Ego Integrity
SE: SPWB

Soc: SPWB

MiL: SPWB

N/A

MiL: AMIL

MiL: MLQ

N/A
MiL: PIL

N/A

N/A

N/A

MiL: FACIT; PTGI

Hope: LOT

SE: PTGI

Soc: PTGI

MiL: PIL

MiL: ESK; EWL

Soc: KASSL

MiL: ESK; EWL

Soc: KASSL

MiL: PIL

Hope: LOT

SE: RSES

MiL: PIL

MiL: PIL

MiL: Life Purpose Questionnaire;
QoL: Professional Quality of Life
Scale

QoL: QoLC-E

MiL: PIL

MiL: Logotest
MiL: PIL; MLQ

MiL: PIL; SONG

MiL: MLQ

MiL: PMP, PTGI, SPWB
Hope: LOT

SE: PMP, SWBS; SPWB
Soc: PMP, PTGI

Other: Stress Scale

Anxiety: BAI

N/A

Anxiety: HADS
Depression: HADS
Anxiety: HAS
N/A

Depression: BDI

Anxiety: BAI

Other: Davidson Trauma Scale
Other: GHQ-28

Anxiety: HADS

Depression: HADS

N/A
Other: TPF; KASSL

Other: KASSL

Anxiety: HADS; IES
Depression: HADS

Depression: BDI
N/A
Other: Nursing Stress Scale

N/A

Anxiety: STAI

Depression: CES—D Other

Integration of Stressful Life

Experiences Scales (ISLES)

Revised Grief Experience Inventory; Core
Bereavement Items; Hogan Grief
Reaction Checklist

N/A

Other: Behavioral and Symptom
Identification Scale—32

N/A

N/A

Anxiety: HADS; MAC

Depression: HADS

Other: MAC
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Table 2. Continued

Instruments measuring psychological
stress

Instruments measuring
quality of life

Source

Vos & Hutchinson, 2016 N/A Anxiety: General
Anxiety Disorder (GAD-7)
Other: Patient Health

Questionnaire (PHQ-9)

N/A = not applicable; ND = no data available.

Groups of outcome instruments: QoL = general instruments or subscales measuring quality of life; MiL. = meaning in life;
hope = hope, hopelessness and optimism; SE = self-efficacy; Soc = social relationships.

Specific categories of outcome instruments: AHS = Adult Hope Scale; AMIL = Adolescent Meaning in Life; BDI = Beck
Depression Inventory; CDI = Children Depression Inventory; BHS = Beck Hopelessness Scale; BPRS = Brief Psychiatric
Rating Scale; CBI = Core Bereavement Inventory; CES—D = Center for Epidemiological Studies Depression Scale;
CSMLS = Chinese Sources of Meaning in Life Scales; DAS = Death Anxiety Scale; DASS = Depression and Anxiety
Symptoms Scale; EWL = Eigenschaftsworterliste; ESK = Eksistenzskala; FACIT = Functional Assessment of Chronic
Illness Therapy; GSES = Generalized Self-Efficacy Scale; HADS = Hospital Anxiety and Depression Scale; HAI =
Hopelessness Assessment in Illness Questionnaire; HAS = Hamilton Anxiety Scale; HGRC = Hogan Grief Reaction
Checklist; KASSL = Kieler Anderungssensitive Symptomliste; LOT = Life Orientation Test—Revisited; MAC = Mental
Adjustment to Cancer Scale; MLQ = Meaning in Life Questionnaire; MQoL = McGill Quality of Life Questionnaire;
MSAS = Memorial Symptom Assessment Scale; OHQ = Oxford Happiness Questionnaire; PSS = Perceived Stress Scale;
PIL = Purpose in Life Scale; PMP = Personal Meaning Profile; PSWQ = Penn State Worry Questionnaire; POMS =
Shortened Profile of Mood States; QoL = Quality Of Life scales; QoLC—E = Quality of Life Concerns at the End of Life;
RGEI = Revised Greif Experience Inventory; RSES = Rosenberg Self-Esteem Scale; PTGI = Posttraumatic Growth
Inventory; SAHD = Schedule of Attitudes Towards Hastened Death; SONG = Seeking of Noetic Goals; SPWB = Ryft’s
Scale of Psychological Well-Being; STAI = State—Trait Anxiety Inventory (only state used); SWB = Spiritual Well-Being

Scale; TPF = Trier Personlichkeitsfragebogen; WHOQoL = World Health Organization Quality of Life Short Scale.

14), Europe (k = 6), South Africa (k¢ = 3), and South
America (k = 2). Samples included physical illness
(k = 26), psychiatric diagnoses (k£ = 8), transitional
moments in life (¢ =12), caregivers (k=17), sub-
stance misuse (k =4), marital issues (k£ =2), and
prisoners (k=1). The mean age was 42.4 (SD =
16.2) years, ranging from 15 to 79. Some 31% were
male (M =31.7%, SD=20.2%), 32.6% (SD=
19.7%) held their highest degree in higher education,
52.5% (SD = 17.6%) in secondary school/college, and
14.9% (SD = 4.9%) in primary school or had no edu-
cation.

The control conditions included care as usual (k =
23), alternative treatment (k£ = 15), and waiting list
(k = 3). As most care as usual included an alternative
treatment (2 = 16), these groups were reformulated
as treatment. Alternative treatments (k=23 +
15 = 38) included support groups (£ = 19), cognitive
behavioral therapy (& = 4), psychoeducation/biblio-
therapy (k& = 3), relaxation/mindfulness (£ = 3), or
a best-practice integration of treatments (k& =9).
The mean number of MCT sessions was 8.65 (SD =
3.3). Some 32 trials included individual treatments,
26 groups, and 2 coupled treatments. Treatments in-
cluded logotherapy (k& = 15), general MCT (k& = 29),
meaning-centered psychotherapy (¢ =9), meaning-
making interventions (k = 3), existential analysis
(k= 2), and meaning therapy (k2 = 1). Tables 3 and
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4 describe these treatments, their differences and
their overlaps.

Metaanalytic Results
Step 1. Overall effect sizes were large (g = 1.62,
SE =0.32). This result was discarded
due to its very large heterogeneity (I =
95%).

Step 2. Significant differences were found between
immediate and follow-up effects (d > 0.46,
p < 0.001). Therefore, all the next metaa-
nalytic steps were conducted separately
for immediate and follow-up effects.

Step 3. Large heterogeneity was found, both imme-
diate and at follow-up (respectively, I = 92,
94%). Therefore, the outcome instruments
were recategorized. Some 49 studies in-
cluded quality-of-life instruments and 49
psychological stress instruments (.e., 21
studies measured both meaning and stress
and 39 described either meaning or stress;
see Table 5). Metaanalyses showed large
improvements from baseline measurement
to immediate posttreatment and follow-up
on quality of life (Hedges’ g =1.13, SE =
0.12; g =0.99, SE = 0.20) and psychologi-
cal stress (g=1.21, SE=0.10; g =0.67,
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Table 3. Characteristics of the trials included in the metaanalyses

Subcategories of

Group or  Control condition as Subcategories of psychological
Target individual formulated by quality of life stress
Source Type of MCT population therapy authors instruments instruments Country N
Randomized controlled trials
Breitbart et al., Meaning-centered Advanced cancer Group Al (Alternative Meaning in life Anxiety USA 90
2010 group Intervention): Hope Depression
psychotherapy Support Group
Breitbart et al., Meaning-centered Advanced cancer Individual  AI: Therapeutic Quality of life Anxiety USA 78
2012 psychotherapy massage Meaning in life Depression
Hope
Breitbart et al., Meaning-centered Advanced cancer Group AI: Support Group  Quality of life Anxiety USA 253
2015 group Meaning in life Depression
psychotherapy Other
Cheng et al., 2015 General MCT College students  Group CAU (Care As Meaning in life Other China 66
Usual) Self-efficacy
Kog et al., 2013 Logotherapy Social anxiety Group AT: support group N/A Anxiety Turkey 16
Crumbaugh & Carr, Logotherapy Alcohol abuse Group AlI: Jellinek-type Self-efficacy N/A USA 150
1979 multidisciplinary
support &
education
Fillion et al., 2009 Meaning-centered Palliative care Group WL (Waiting List) Meaning in life Other Canada 109
group intervention nurses
Farhadi et al., 2014 General MCT Cancer Group AlI: support group Quality of life Other Iran 42
Social
relationships
Hamidi & Logotherapy Marital Couples AT supportive Social N/A Iran 78
Manshaee, 2013 relationship couple therapy relationships
Henry et al., 2010 Meaning- making Advanced Individual CAU Quality of life Anxiety Canada 24
intervention ovarian cancer Meaning in life Depression
Self-efficacy Other
Social
relationships
Herawati & Logotherapy Chronic pain Individual CAU Depression Iran 18
Sudiyanto, 2010
Hosseinzadeh- General MCT Colorectal Group CAU N/A Other Iran 35
Khezri et al., 2014 cancer,
receiving
chemotherapy
Jafary & Afzali, General MCT Menopausal Group AT Self-efficacy Quality of life N/A Iran 54
2013 women intervention;
Body Image
Intervention
Continued
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Table 3. Continued o
B
S
Source Type of MCT Target Group or  Control condition as  Subcategories of  Subcategories of Country N
population individual formulated by quality of life psychological
therapy authors instruments stress
instruments
Lai et al., 2012 General MCT Advanced cancer Individual CAU Quality of life Other China 84
Meaning in life
Social
relationships
Lee et al., 2006a,b Meaning-making Colorectal cancer Group CAU Hope N/A Canada 74
intervention Self-efficacy
MacKinnon et al., Meaning- centered Uncomplicated Group AI: support group Meaning in life Anxiety Canada 20
2015a,b bereavement group grief Depression
Other
Mohammadi et al.,  Logotherapy Women with Individual CAU Hope Depression Iran 36
2014 depression
Lai et al., 2012 General MCT Advanced cancer Individual AlI: Active Care as Quality of life Other China 84
usual Meaning in life
Social
relationships
Moosavi et al., 2012 Logotherapy Elderly men Individual  AI: Cognitive N/A Depression Iran 45
Therapy
Mosalanejad & Logotherapy Infertile women  Group AlI: psycho- N/A Anxiety Iran 65
Koolee, 2013 education
Ramin et al., 2014  Logotherapy Mothers of Group CAU Quality of life Other Iran 30
hearing- Social
impaired relationships
children
Shin, 2007 General MCT Year 1 university Individual CAU Quality of life Depression USA 285
students web- Meaning in life
based Self-efficacy
Shoaakazemi et al., Logotherapy Posttraumatic Group CAU Quality of life Other Iran 24
2012 stress disorder Social
relationships
Starck, 1979 Logotherapy Spinal cord Individual CAU Meaning in life N/A USA 25
injury
van der Spek et al., Meaning-centered Cancer, Group AL support group;  Quality of life Anxiety Netherlands 170
2014 group treatment with CAU: care as Meaning in life Depression
psychotherapy curative intent usual Hope Other
Self-efficacy
Social
relationships
Zuehlke & Watkins, Logotherapy Terminal cancer, group WL Meaning in life Depression USA 20
1977 male veterans Other
Non-randomized controlled trials (quasi-experimental trials)
Aghajani, 2015 Logotherapy Women heads of group WL Quality of life Other Iran 30

households
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Cho, 2008 Logo-autobiography = Wives of Individual CAU Meaning in life Other Korea 40
alcoholics
Cho et al., 2013 Logo-autobiography  Depressed Individual CAU Meaning in life Depression: Korea 40
immigrant CES-D
women
Hosseini et al., 2013 General MCT Students Group CAU Quality of life Other Iran 20
Idris et al., 2015 General MCT Elderly Individual  AI: occupational N/A Depression Indonesia 30
therapy
Kang et al., 2009a General MCT Late adolescents  Group CAU Quality of life N/A Korea 44
with cancer Meaning in life
Kang et al., 20096 General MCT Adolescents with  Group CAU Meaning in life N/A Korea 29
cancer
Kang et al., 2013 General MCT Older school-age  Group CAU Meaning in life Depression Korea 142
children
Lee et al., 2006a,b General MCT Elderly Individual CAU Meaning in life N/A Korea 51
Self-efficacy
Moazinezhad et al., General MCT Multiple Group CAU Self-efficacy Other Iran 24
2015 Sclerosis Social
relationships
Meaning in life
Mohabbat-Bahar General MCT Breast cancer Group CAU N/A Anxiety Iran 30
et al., 2014
Kim et al., 2013 General MCT Early Group CAU Meaning in life N/A Iran 22
adolescents
with cancer
Tobing et al., 2014 General MCT Cancer Individual  AI: Relaxation Meaning in life Anxiety Indonesia 90
Depression
Wijayanti, 2010 General MCT Female prisoners Group CAU N/A Anxiety Indonesia 58
Wimberly, 2006 General MCT African Group CAU Meaning in life N/A USA 59
American
elementary
students
Noncontrolled nonrandomized trials (pre/post effects only)
Delavari & General MCT Mothers of Individual N/A N/A Anxiety Iran 30
Nasirian, 2014 children with Depression
cancer
Beltran, 2011 General MCT Victims of sexual Individual N/A N/A Other Ecuador 6
abuse
Charghi & Tajar, General MCT Women with a Individual N/A N/A Other Iran ND
2015 psychiatric
diagnosis
Gil & Breitbart, Meaning-centered Cancer, Group N/A Meaning in life Anxiety Spain 6
2013 group Palliative Care Hope Depression
psychotherapy Self-efficacy
Social
relationships
Lantz & Raiz, 2004 Marital meaning Older couples Couple N/A Meaning in life N/A USA 29
therapy
Continued
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Table 3. Continued

o
N}
S
Source Type of MCT Target Group or  Control condition as  Subcategories of  Subcategories of Country N
population individual formulated by quality of life psychological
therapy authors instruments stress
instruments
Langle et al., 2005  Existenzanalyse Alcohol or drugs Individual N/A Meaning in life Other Austria 337
misuse, Social
inpatient relationships
setting
Langle et al., 2005  Existenzanalyse Nationwide Individual N/A Meaning in life Other Austria 248
psychotherapy Social
practices relationships
Lee et al., 2006a,b Meaning-making Breast cancer Individual N/A Meaning in life Anxiety Canada 18
intervention Hope Depression
Self-efficacy
Makola, 2014a; General MCT HIV and AIDS Group N/A Meaning in life Depression South Africa 24
2015 educators
Makola, 20145 General MCT Manager of Group N/A Meaning in life N/A South Africa 14
higher
education
General MCT Student nurses  Group N/A Meaning in life ~ Other South Africa 80
Lai et al., 2012 General MCT Advanced stage  Individual N/A Quality of life N/A Hong Kong 58
cancer,
inpatient
setting
MacKinnon et al., General MCT Bereavement Group N/A Meaning in life Anxiety Canada 11
20150 Other
Rios, 2012 General MCT Tuberculosis Individual N/A Meaning in life N/A Guatemala 44
Thompson, 2015 Wong’s MCT Substance Individual N/A Meaning in life Other Canada 11
misuse
Torres & Noblejas General MCT Substance Individual N/A Meaning in life N/A Spain 66
de la Flor, 2007 misuse
Ukus et al., 2015 General MCT Elderly Individual N/A Meaning in life =~ N/A Indonesia 15
van der Spek et al., Meaning-centered Cancer, Group N/A Meaning in life Anxiety Netherlands 24
2014 group treatment with Hope Depression
psychotherapy curative intent Self-efficacy Other
Social
relationships
Vos & Hutchinson, Individual meaning- Cardiovascular Individual N/A N/A Anxiety United 120
2016 centered therapy disease Other Kingdom

MCT = meaning-centered therapy; N = number; N/A = not applicable; ND = no data available.
Types of control condition: Al = active intervention; CAU = care as usual; WL = waiting list.

Groups of outcome instruments: QoL = general instruments or subscales measuring quality of life; MiL. = meaning in life; Hope = hope, hopelessness, and
optimism; SE = Self-Efficacy; Soc = social relationships.
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Table 4. Description of differences and overlap of the different types of meaning-centered therapy included in

the metaanalyses

Differences and Types of meaning centered
overlaps therapy Description
Differences Logotherapy Logotherapy (£ = 12 studies) has been developed by Frankl (1948/

General meaning-centered
therapy

Meaning-centered
psychotherapy

Meaning-making
interventions

Existential analysis

1986) and elaborated by others (e.g., Lukas, 1986/2014, Marshall
& Marshall, 2012). Logotherapists assume that all individuals
have an inner striving toward meaning (“will to meaning”), that
everyone is always free to take a stance toward any conditions in
life (“freedom of will”), and that every situation has the potential of
being meaningful (Lukas, 2014, p. 14). Usually, logotherapeutic
studies are moderately long therapies based on the elaborate
therapeutic models of Frankl, embedded in a holistic meaning-
centered philosophy and anthropology, and often consists of a
range of techniques, including didactics, phenomenological
exploration, Socratic dialogue, de-reflection, and paradoxical
intention (cf. Lukas, 1986/2014). Logo-autobiography (k = 2) is a
specific type of logotherapy using autobiographic writing
exercises. Lantz & Raiz (2004)has integrated logotherapy with
family systems and relationship therapeutic methods (£ = 1).

General MCT (& = 30) is loosely centered around Frankl’s three

values (creativity and productivity, inner attitude, and
experiencing), and addresses these via psychoeducation,
discussion, guided exercises, and homework. The approach is
often relatively directive and non-phenomenological.

Meaning-centered psychotherapy (k¢ = 6) was originally developed

as a structured manualized brief psychotherapy aimed at
supporting cancer patients to live a meaningful life despite their
disease. Manuals include didactics and exercises about coping
with change and physical challenges, systematic exploration of
Frankl’s three sources of meaning, but particular attention is
given to positively modulating the inner attitude toward the
disease. This approach is often relatively directive and
nonphenomenological (Breitbart et al., 2012). Meaning-based
group counseling for bereavement (n = 2) integrates techniques
from other therapeutic approaches (Neimeyer et al., 2011) to
support individuals in coming to terms with loss of meaning, and
explore ways of experiencing meaning in life in the context of grief
therapy (MacKinnon et al., 2015a). Meaning-centered therapy for
physically ill patients follows the same approach (¢ = 1; Vos &
Hutchinson, 2016) but systematically explores five evidence-based
sources of meaning, explicates therapeutic-relational skills and
coping with existential limitations (Vos, 2016a).

Meaning-making interventions (¢ = 3) are narrative storytelling

approaches helping cancer patients to review their lives and
chronologically embed the cancer experience in the historical
context of other important life events (Lee et al., 2006a). This
includes a reflection on old and new assumptions about self-worth,
controllability of events, and distribution of good and bad
outcomes in the world. The clients appraise the current response
to cancer, explore past significant life events, the influence of past
coping strategies on current situation, and discuss life priorities
within the context of mortality.

Existential analysis (£ = 2) elaborates the logotherapeutic theory

within a phenomenological, client-directed, and dialogical
approach. Clients are supported to develop an authentic and
responsible attitude towards their lives and contexts, so they can
experience themselves freely and “say yes” with an inner consent
to the world (feeling we exist), life (feeling life is good and
valuable), self (feeling and showing authentic uniqueness) and
meaning: “Yes, I exist, my life is good, I can be myself, and I can
achieve my goals” (Langle, 2014, p. 23).
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Table 4. Continued
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Differences and Types of meaning centered Description
overlaps therapy
Meaning-centered counseling Meaning-centered counseling or meaning therapy (¢ = 1; Wong,
or meaning therapy 2013) is a short action-oriented therapeutic approach with specific

exercises, based on the theoretical ABCDE model: helping clients
to accept events in life, believe in strengths and the possibility of
change, commit to actions, discover hidden meanings, and
evaluate change and progress.

Overlaps Therapeutic skills Analyses of the manuals revealed that the treatments in the

controlled trials were homogenous in using meaning-centered
didactics, concretizing, and specifying meaning in daily life
instead of abstract philosophizing, exploring meanings in the past,
focusing on long-term meaning instead of short-term gratification,
reflective questions and specific exercises, unconditional positive
regard about the ability to experience meaning, stimulating a self-

reflective/experiential attitude instead of intellectualizing,
recognizing life’s limitations such as mortality, and stimulating
clients to be responsible for themselves (Vos, 2016a).

Structure of sessions

Some 40 studies used a similar structure: after sessions introducing

the topic of meaning in life and discussing its relevance for clients,
every subsequent session focused on another type of meaning (i.e.,
individual sessions on experiential meanings, attitudinal
meanings or productivity —creativity) that was applied to daily life
via homework and sessions about specific changes in life.

Step 4.

SE = 0.20). As analyses showed large be-
tween-study heterogeneity (I > 90%) and
positive nonsignificant publication bias,
the outcome instruments were recatego-
rized into more specific instrument catego-
ries. The subcategories for quality of life
that had the least heterogeneity and
smaller nonsignificant publication biases
were: general quality of life; meaning in
life; hope, hopelessness, and optimism,;
self-efficacy; and social relationships. The
least heterogeneous subcategories for psy-
chological stress were depression, anxiety,
and existential anxiety (Table 2). Regard-
less of how the instruments were catego-
rized, heterogeneity remained large (I* >
45%), suggesting that other moderators in-
fluenced heterogeneity. Therefore, the find-
ings in this step are not further described
(see Table 5).

Controlled trials were significantly less ef-
fective than noncontrolled trials (d = 0.51,
p < 0.01), but there were no significant dif-
ferences between randomized and non-
randomized controlled trials (d = 0.11, p >
0.05). Thus, the effect sizes were signifi-
cantly higher in noncontrolled studies:
these effects are caused by the study charac-
teristics and not by the MCT. To compensate
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for the effects of this artificial inflation and
develop a more valid estimate of the true ef-
fect sizes, all further steps were only con-
ducted in controlled trials that had low
heterogeneity and high homogeneity. Com-
pared with control groups, MCT had large
effect sizes, immediately posttreatment
and at follow-up, on quality of life (g =
1.02, SE =0.06; g =1.06, SE =0.12) and
psychological stress (g =0.94, SE = 0.07,
p <0.01; g=0.84, SE =0.10). As the im-
mediate effects on quality of life were het-
erogeneous, subcategories of outcome
instruments were analyzed: the effects
were larger on general quality of life (g =
1.37, SE = 0.12) than on meaning in life
(g=1.18, SE =0.08); self-efficacy (g=
0.89, SE =0.14); social well-being (g =
0.81, SE =13); and hope, hopelessness,
and optimism (g = 0.80, SE = 0.13). The ef-
fects on psychological stress were nonheter-
ogeneous and therefore not further
specified (see Table 5).

Steps 5—8. In controlled trials, moderation and

metaregression analyses were not
significant (p > 0.05) with respect to
sample, treatment, therapy skills, and
study characteristics. In the combina-
tion of all controlled and uncontrolled
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Table 5. Pre—post effects of meaning-centered therapies on quality of life and psychological stress in the combined group of all trials (k = 60): overall
effects and effects for significant subgroups

Measurement Studies, Hedges’ 95% CI
Metaanalytic step Included outcomes moment N g SE (lower—upper) Z p Q df @ p@ IZ(%)
Change effects on quality of life
3.1. Main analyses Quality of life: Immediate 49 1.13  0.12 0.91-1.35 10.08 0 656.55 48 0* 92.68**
All instruments together Follow-up 16 0.99 0.2 0.59-1.38 491 0 198.58 15 0* 92.44
3.2. Significant differences Subgroup of quality of life: Immediate 11 1.02 0.22 0.58-1.46 452 0 66.93 10 0* 85.06
between different outcome
instruments
General quality of life Follow-up b 0.66 0.11 0.43-0.90 43 0 1.53 4 0.8 0
instrument
Subgroup of quality of life: Immediate 29 1.12 0.16 0.79-1.45 6.65 0 346.92 29 0* 91.9
Meaning in life Follow-up 7 1.01 0.35 0.32-1.70 2.88 0 122.09 7 0* 94.26
Subgroup of quality of life: Immediate 12 0.74 0.14 0.46-1.01 456 0 52.72 11 0* 79.14
Hope, hopelessness, and Follow-up etk 0.72  0.23 0.27-1.17 227 0 3.72 2 0.15 46.25
optimism
Subgroup of quality of life Immediate 11 0.93 0.19 0.54-1.30 475 0 88.47 10 0* 88.69
Self-efficacy Follow-up QHHE 0.56 0.31 0.44-1.15 1.15 0.2 085 1 0.35 0
Subgroup of quality of life: Immediate 12 141 0.23 0.96-1.86 6.11 0 255.99 11 0* 95.7
Social relationships Follow-up 6 0.97 0.4 0.17-1.76 24 0 105.1 5 0* 95.24
Change effects on psychological stress
3.1. Main analyses Psychological stress: Immediate 49 1.21 0.1 1.01-1.42 11.58 0  510.17 48 0* 90.59%%*
All instruments together Follow-up 11 0.67 0.2 0.27-1.05 253 0 121 10 0 91.73
3.2. Significant differences Subgroup of stress: all Immediate 29 1.01 0.12 0.76-1.26 796 0 1914 28 0* 85.37
between different outcome
instruments
Psychiatric diagnoses Follow-up Gk 0.66 0.11 0.43-0.89 48 0 5.87 4 0.2 31.95
Subgroup of stress: Immediate 18 0.98 0.15 0.68-1.29 64 0 139.99 17 0* 87.85
Depression Follow-up Bk 0.58 0.17 0.25-0.90 228 0 11.35 4 0.02* 64.76
Subgroup of stress: Immediate 18 0.94 0.15 0.62-1.25 5.89 0 110.58 17 0* 84.62
Anxiety Follow-up 4k 0.55 0.12 0.29-0.89 3.07 0 0.63 3 0.88 0
Subgroup of stress: Immediate 8 1.18 0.23 0.73-1.63 513 0 4761 7 0* 85.29
Existential stress Follow-up Bk 0.77 0.21 0.37-1.20 319 0 098 2 0.61 0
Follow-up 8 0.84 0.11 0.64-1.05 8.07 0 93 7 0.23 24.74

Metaanalytic steps are explained in Table 2. All subgroups/moderators are significant with p < 0.05 and Cohen’s d >.50; SE = standard error; 96" CI = 95% confidence
interval; I? test for heterogeneity in %; all @ values for heterogeneity are not significant except where indicated.

*(p < 0.05).

**Heterogeneity can be explained by significant differences between different outcome instruments (all moderators: Cohen’s d >.50, p(d) < 0.01); therefore, the effect sizes
for different groups of outcome instruments are presented in this table.

*#*Number of studies too small to interpret findings, based on a-priori power calculations.
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trials, nine MCT therapist skills were
moderately strong moderators: studies
had larger effect sizes when the treat-
ment manuals did not include reli-
gious/spiritual formulations, were
structured, explicitly stimulated cli-
ents to set and experiment with achiev-
able goals in daily life, wused
mindfulness exercises, explicitly dis-
cussed one type of meaning per ses-
sion, addressed self-worth, discussed
existential limitations, mentioned the
coherence of time, and focused on cre-
ating a positive therapeutic relation-
ship (respectively, d = 0.47, 0.39, 0.36,
0.33, 0.32, 0.27, 0.26, 0.24, 0.23; all
p <0.01). Analyses of steps 1-6 with
the 25% largest samples, published af-
ter 2000, and the 25% most precise ef-
fects showed similar effects as the
main analyses and are therefore not
further described.

Step 9. Changes in meaning and psychological
stress were statistically heterogeneous
(p(@) = 0.67, I > 75%). Changes in mean-
ing in life predicted changes in psychologi-
cal stress with strong negative effects
(B=-0.56, VAF (Variance Accounted
For) = 31.4%, SE = 0.11, p < 0.001; inter-
cept 3=0.13, SE=0.10, p=0.09; N =
20) (see Table 6).

DISCUSSION

Our findings indicate that MCT largely improves the
client’s quality of life and reduces their level of psy-
chological stress. Compared with control groups,
MCT had larger effects on all outcome instruments.
MCT was primarily effective in improving the gene-
ral quality of life and meaning in life, secondarily in
reducing psychological stress, and also in improving
social relationships, self-efficacy, and hope/hopeless-
ness/optimism. All positive effects were maintained
between 4 and 12 months after the last therapy ses-
sion.

To put our findings into perspective: these effects
seem slightly larger than the moderate-to-large ef-
fects of excluded therapies that address meaning as
one of many therapeutic aims and methods, such as
broad positive psychology interventions, acceptance
and commitment therapy, structured life review,
and autobiographic writing (Chochinov et al., 2005;
Seligman et al., 2005; Sin & Lyubomirsky, 2009; Da-
vis et al., 2015; Ost, 2014; Bohlmeijer et al., 2003;
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Ando et al., 2010). Thus, our metaanalysis indicates
that clients benefit from explicitly and systematically
addressing meaning in life, either as a standalone
MCT or as part of a complex treatment. The finding
that the effects of MCT are slightly larger than the
multiple-aims/multiple-methods interventions may
suggest that therapies are more effective when they
focus primarily and systematically on meaning.

MCT is based on the hypothesis that the client’s
level of psychological stress decreases because it
helps them to experience life as more meaningful. In-
deed, the treatment manuals described therapeutic
techniques that directly addressed meaning in life,
MCT clients experienced significant improvements
in terms of meaning in life, and that these improve-
ments correlated positively with decreased stress—
it mediated stress. This is in concord with studies in-
dicating that the meaning-centered coping skills
taught in MCT predict better long-term well-being
(Folkman, 2008; Park, 2010; Steger, 2012).

These conclusions are based on the most robust
studies and a categorization process selected via
nine metaanalytic steps. Overall, effects were statis-
tically larger in the short term as opposed to the long
term, but the absolute differences were small and the
effects large. The differences between instrument
categories can be explained by the fact that quality
of life and psychological stress are related but differ-
ent phenomenological experiences. MCT also focuses
primarily on improving quality of life, due to which
the effects on quality of life are larger than those on
psychological stress (Vos et al., 2013). The publica-
tions reported herein included trials from all of the
continents (save Antarctica) with different client
populations, although with an overrepresentation of
physical illnesses (which did not significantly influ-
ence effect sizes). For example, more trials should
be conducted in populations that were absent from
the current analyses, such as Africa, South America,
Australia, and Russia. Control groups mainly com-
prised psychological treatments. No differences
were found between different types of treatments
(e.g., care-as-usual practices or new standardized
treatments). Most control groups are considered
best practice or the gold standard in the field, which
supports the ecological validity of the metaanalytic
findings, as these are likely valid estimations of
true effect sizes (Cuijpers et al., 2008). Moderator
analyses showed that the heterogeneity of the in-
cluded samples did not lead to statistical heteroge-
neous findings (the type of MCT was only slightly
different in different samples, but the core clinical
model was the same, so that there was relatively little
clinical heterogeneity). This seems to confirm the hy-
pothesis that MCT is equally effective across differ-
ent populations.
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Table 6. Effects of meaning-centered therapies on quality of life and psychological stress compared with control groups in randomized and non-
randomized controlled trials: overall effects and effects for significant subgroups

Measurement Studies, Hedges’ 95% CI

Metaanalytic step Included outcomes moment N g SE (lower-upper) Z p Q df (@ p(@) P (%)

Relative effects on quality of life, compared with control groups

3.1. Main analyses Quality of life: Immediate 30 1.02 0.06 0.90-1.14 16.73 0 39.84 29 0.09 27.21%*
All instruments together Follow-up 10 1.06 0.12 0.82-1.31 862 0 14.84 9 0.1 39.37

3.2. Significant differences Subgroup of quality of life: Immediate 11 1.37 0.12 1.12-1.62 10.84 0 13.52 9 0.14 33.42

between different outcome-
instruments
General quality of life Follow-up 5 1.33 0.15 1.03-1.62 885 O 045 4 098 0
instruments
Subgroup of quality of life: Immediate 21 1.18 8.2 1.02-1.33 14.35 0 59.14 20 0 66.18
Meaning in life Follow-up 9 0.85 0.16 0.52-1.18 5 0 26.93 8 0 70.3
Subgroup of quality of life: Immediate 8 0.8 0.13 0.53-1.05 598 0 13.72 7 0.56  48.96
Hope, hopelessness, and Follow-up 3 0.61 0.23 0.15-1.06 219 0.03 587 2 0.05 65.95
optimism

Subgroup of quality of life: Immediate 7 0.89 0.14 0.61-1.18 6.2 0 841 5 0.13  40.59
Self-efficacy Follow-up 1 0.66 0.19 0.28-1.03 343 0 0 0 1 0
Subgroup of quality of life: Immediate 7 0.81 0.13 0.55-1.07 6.12 0 9.03 6 0.17 33.58
Social relationships

Relative effects on psychological stress, compared with control groups

3.1. Main Psychological stress: Immediate 25 0.94 0.07 0.80-1.09 12.64 0 48.99 26 0.01* 46.93

analyses All instruments together Follow-up 12 0.84 0.11 0.64-1.05 8.07 O 930 7 0.23 24.74

Metaanalytic steps are explained in Table 2.

All moderators are significant with p < 0.05 and Cohen’s d > 0.50.
SE = standard error; 95% CI = 95% confidence interval; I? test for heterogeneity in %; all @ values for heterogeneity are not significant except when indicated.

p < 0.05.

**Heterogeneity can be explained by significant differences between different outcome instruments (all moderators: Cohen’s d > 0.50, p(d) < 0.01).

Therefore, the effects sizes for different groups of outcome instruments are presented in this table.

*##ESample size too small to interpret findings, based on a-priori power calculations
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The only significant moderators were eight thera-
peutic skills. The skills predicted larger effect sizes in
the analyses of all noncontrolled, controlled, non-
randomized, and randomized studies taken together.
These skills did not influence effect size in con-
trolled trials, which can be explained by the fact
that almost all controlled trials used these thera-
peutic skills, leaving little variation between the
studies. In the light of this, MCT therapists may
consider using nonreligious/spiritual formulations,
structure, mindfulness, practical goal-setting exer-
cises, focusing on one type of meaning per session,
and addressing self-worth, existential limitations, co-
herence of time, and establishing positive therapeutic
relationships.

In the light of the current findings, MCT can be
seen as a bona fide intervention from which many cli-
ents appear to benefit. This warrants making MCT
more widely available. Although effects were statisti-
cally similar in clients with primary mental or phys-
ical health concerns, from a clinical perspective MCT
seems particularly relevant to individuals in transi-
tional moments in life or with a physical disease, as
many of them report meaning-centered concerns
(Vos, 2016b). For example, the relevance for individ-
uals with a chronic or life-threatening physical dis-
ease is underlined by metaanalyses of the 10 MCT
trials, showing large effect sizes for physical well-be-
ing (Vos, 20165b). Although more cost-effectiveness
studies are required, one randomized controlled trial
indicated its cost-effectiveness (van der Spek et al.,
2014), and our metaanalysis found large effect sizes
with a small number of sessions. MCT is therefore
strongly recommended for inclusion in healthcare
guidelines.

ACKNOWLEDGMENTS

The authors are grateful to the large consortium of colleagues
who helped in a range of ways: by searching the literature in
multiple languages, by sharing data for metaanalyses, and
by proofreading.

REFERENCES

Types of trials included in the metaanalysis (see after
date of citation):

* randomized controlled trial
** nonrandomized controlled trial

*#% pnonrandomized noncontrolled trial

Aghajani, F. (2015).%* The effect of group counselling with
logotherapeutic approach on happiness and quality of
life of women heads of households. Journal UMP Social
Sciences and Technology Management, 3(1), 273—-281.

https://doi.org/10.1017/51478951517000931 Published online by Cambridge University Press

Vos and Vitali

Available from http://jsstm-ump.org/2015%20Volu-
me%203,%20Issue%201/273-281.pdf.

Ando, M., Morita, T., Akechi, T., et al. (2010). Efficacy of
short-term life-review interviews on the spiritual well-
being of terminally ill cancer patients. Journal of Pain
and Symptom Management, 39(6), 993—1002.

Andresen, R., Oades, L. & Caputi, P. (2003). The experience
of recovery from schizophrenia: towards an empirically
validated stage model. The Australian and New Zea-
land Journal of Psychiatry, 37(5), 586594.

Andresen, R., Oades, L.G. & Caputi, P. (2011). Psychologi-
cal Recovery: Beyond Mental Illness. Hoboken, NJ: John
Wiley & Sons.

Batthyany, A. & Russo-Netzer, P. (eds.) (2014). Meaning in
Positive and Existential psychology. New York: Springer
Science & Business Media.

Battista, J. & Almond, R. (1973). The development of mean-
ing in life. Psychiatry, 36(4), 409—-4217.

Beltran, E.A.E. (2011).%** Eficacia de la Logoterapia en el
Tratamientoy Rehabilitacion Psicologica de las Mugjeres
entre 15 a 26 Arios con Estrés Post-Traumadtico, Victimas
de Violacién Sexual. Doctoral dissertation. Quito: Uni-
versidad Central del Ecuador.

Bohlmeijer, E., Smit, F. & Cuijpers, P. (2003). Effects of
reminiscence and life review on late-life depression: A
meta-analysis. International Journal of Geriatric Psy-
chiatry, 18(12), 1088—-1094.

Borenstein, M., Hedges, L.V, Higgins, J.P, et al. (2009). Intro-
duction to Meta-Analysis. Chichester: John Wiley & Sons.

Brandstitter, M., Baumann, U., Borasio, G.D., et al.
(2012). Systematic review of meaning in life assessment
instruments. Psycho-Oncology, 21, 1034—1052.

Breitbart, W., Rosenfeld, B., Gibson, C., et al. (2010).*
Meaning-centered group psychotherapy for patients
with advanced cancer: A pilot randomized controlled
trial. Psycho-Oncology, 19(1), 21-28.

Breitbart, W., Poppito, S., Rosenfeld, B., et al. (2012).* Pilot
randomized controlled trial of individual meaning-cen-
tered psychotherapy for patients with advanced cancer.
Journal of Clinical Oncology, 30(12), 1304—1309.

Breitbart, W., Rosenfeld, B., Pessin, H., et al. (2015).*
Meaning-centered group psychotherapy: An effective in-
tervention for improving psychological well-being in pa-
tients with advanced cancer. Journal of Clinical
Oncology, 33(7), 749-754.

Bullington, J., Sjéstrom-Flanagan, C., Nordemar, K., et al.
(2005). From pain through chaos towards new meaning:
Two case studies. The Arts in Psychotherapy. 32,
261-274.

Capellini, S., Smythe, I. & Silva, C. (2012). Protocolo de
avaliagdo de Habilidades Cognitivo-Linguisticas: Livro
do Profissional e do Professor. Marila: Fundepe.

Carroll, K.M. & Nuro, K.F. (2002). One size cannot fit all: A
stage model for psychotherapy manual development.
Clinical Psychology: Science and Practice, 9(4), 396—406.

Chambless, D.L. & Hollon, S.D. (1998). Defining empiri-
cally supported therapies. Journal of Consulting and
Clinical Psychology, 66(1), 7—18.

Cheng, M., Hasche, L., Huang, H., et al. (2015).* The effec-
tiveness of a meaning-centered psychoeducational
group intervention for Chinese college students. Social
Behavior and Personality, 43(5), 741-756.

Cheraghi, K. & Tajar, J. (2015).#*** Investigating the effects
of logotherapy with religious content on mental health
of women who attend the clinic. Indian Journal of Fun-
damental and Applied Life Sciences, 5(Suppl. 2),
511-517.


http://jsstm-ump.org/2015%20Volume%203,%20Issue%201/273-281.pdf
http://jsstm-ump.org/2015%20Volume%203,%20Issue%201/273-281.pdf
http://jsstm-ump.org/2015%20Volume%203,%20Issue%201/273-281.pdf
https://doi.org/10.1017/S1478951517000931

Metaanalysis of meaning-centered therapies

Cho, S. (2008).** Effects of logo-autobiography program on
meaning in life and mental health in the wives of alco-
holics. Asian Nursing Research, 2(2), 129—-139.

Cho, S., Bernstein, K.S., Roh, S., et al. (2013). Logo-autobi-
ography and its effectiveness on depressed Korean im-
migrant women. Journal of Transcultural Nursing,
24(1), 33-42.

Chochinov, H.M., Hack, T., Hassard, T., et al. (2005). Dig-
nity therapy: A novel psychotherapeutic intervention
for patients near the end of life. Journal of Clinical On-
cology, 23(24), 5520-5525.

Cohen, J. (1988). Statistical Power Analysis for the Behav-
toral Sciences. Milton Park, UK: Lawrence Erlbaum As-
sociates.

Correia, E. (2015). Existential psychotherapy & logother-
apy societies, centres and training institutes. Interna-
tional Journal of Psychotherapy, 19(1). 105—113.

Crumbaugh, J.C. & Carr, G.L. (1979).* Treatment of alco-
holics with logotherapy. International Journal of the
Addictions, 14(6), 847-853.

Cuijpers, P, van Straaten, A., van Oppen, P, et al. (2008).
Are psychological and pharmacologic interventions
equally effective in the treatment of adult depressive
disorders? A meta-analysis of comparative studies.
Journal of Clinical Psychiatry, 69, 1675—1685.

Davis, M.L., Morina, N., Powers, M.B., et al. (2015). A
meta-analysis of the efficacy of acceptance and commit-
ment therapy for clinically relevant mental and physical
health problems. Psychotherapy and Psychosomatics,
84(1), 30-36.

Dechartres, A., Altman, D. G., Trinquart, L., et al. (2014).
Association between analytic strategy and estimates of
treatment outcomes in meta-analyses. The Journal of
the American Medical Association, 312(6), 623—630.

Delavari, H. & Nasirian, M. (2014).*** Logotherapy effect
on anxiety and depression in mothers of children with
cancer. Iranian Journal of Pediatric Hematology and
Oncology, 4(2), 42—47.

Dunlap, W.P,, Cortina, J.M., Vaslow, J.B., et al. (1996).
Meta-analysis of experiments with matched groups or
repeated measures designs. Psychological Methods,
1(2),170-177.

Duval, S. & Tweedie, R. (2000). Trim and fill: a simple fun-
nel-plot-based method of testing and adjusting for pub-
lication bias in meta-analysis. Biometrics, 56(2),
455-463.

Faller, H., Schuler, M., Richard, M., et al. (2013). Effects of
psycho-oncologic interventions on emotional distress
and quality of life in adult patients with cancer: System-
atic review and meta-analysis. Journal of Clinical On-
cology, 31(6), 782—-793.

Farhadi, M., Reisi-Dehkordi, N., Kalantari, M., et al.
(2014).* Efficacy of group meaning-centered hope ther-
apy of cancer patients and their families on patients’
quality of life. Iranian Journal of Nursing and Mid-
wifery Research, 19(3), 290—-294.

Fillion, L., Duval, S., Dumont, S., et al. (2009).* Impact of a
meaning-centered intervention on job satisfaction and
on quality of life among palliative care nurses. Psycho-
Oncology, 18(12), 1300—-1310.

Folkman, S. (2008). The case for positive emotions in
the stress process. Anxiety, Stress, and Coping, 21(1),
3-14.

Frankl, VE. (1948/1986). Man’s Search for Meaning.
New York: Simon and Schuster.

George, L.S. & Park, C.L. (2014). Existential mattering:
Bringing attention to a neglected but central aspect of

https://doi.org/10.1017/51478951517000931 Published online by Cambridge University Press

629

meaning? In Meaning in Positive and Existential Psy-
chology. A. Batthyany & P. Russo-Netzer (eds.), pp.
39-51. New York: Springer Science & Business Media.

Gil, F.L. & Breitbart, W. (2013).*** Psicoterapia centrada
en el sentido: Vivir con sentido. Estudio piloto. Psicoon-
cologia, 10(2), 233—-245.

Greenberg, J., Koole, S.L. & Pyszczynski, T. (eds.) (2013).
Handbook of Experimental Existential Psychology.
New York: Guilford Publications.

Hamidi, E. & Manshaee, G.R. (2013).* The impact of logo-
therapy on marital satisfaction. Procedia—Social and
Behavioral Sciences, 84, 1815—-1819.

Hart, S.L., Hoyt, M.A., Diefenbach, M., et al. (2012). Meta-
analysis of efficacy of interventions for elevated depres-
sive symptoms in adults diagnosed with cancer. Journal
of the National Cancer Institute, 104(13), 990—1004.

Hayes, S.C., Strosahl, K.D. & Wilson, K.G. (2012). Accep-
tance and Commitment Therapy: The Process and Prac-
tice of Mindful Change. New York: Guildford Press.

Hedges, L.V. & Olkin, 1. (1985). Statistical Methods for
Meta-Analysis. San Diego, CA: Academic Press.

Henoch, I. & Danielson, E. (2009). Existential concerns
among patients with cancer and interventions to meet
them: an integrative literature review. Psycho-Oncology,
18(3), 225-236.

Henry, M., Cohen, S.R., Lee, V,, et al. (2010).* The Mean-
ing-Making intervention (MMi) appears to increase
meaning in life in advanced ovarian cancer: A random-
ized controlled pilot study. Psycho-Oncology, 19(12),
1340-1347.

Herawati, E. & Sudiyanto, A. (2010).* Keefektifan Logoter-
api terhadap Penurunan Intensitas Nyeri dan Skor De-
presi Pasien Nyeri. Kronik di Poliklinik Rehabilitasi
Medik RSDM Surakarta. Biomedika, 2(2), 62—66.

Hicks, J.A. & Routledge, C. (2013). The Experience of
Meaning in Life: Classical Perspectives, Emerging
Themes, and Controversies. New York: Springer Science
& Business Media.

Higgins, J.P. & Green, S. (eds.) (2008). Cochrane Handbook
for Systematic Reviews of Interventions, Vol. 5. Chiches-
ter: Wiley-Blackwell.

Hosseini, T., Majd, M. A., & Ghamari, M. (2013). The effec-
tiveness of solution-focused group counseling in enhanc-
ing marital intimacy in married women. Family Health,
1(4), 53-63

Hosseinzadeh-Khezri, R., Rahbarian, M., Sarichloo,
M.E., et al. (2014).* Evaluation effect of logotherapy
group on mental health and hope to life of patients
with colorectal cancer receiving chemotherapy. Bulle-
tin of Environment, Pharmacology and Life Sciences,
3.164-169.

Hunter, J.E. & Schmidt, F.L.. (2000). Fixed effects vs. ran-
dom effects meta-analysis models: Implications for cu-
mulative research knowledge. International Journal of
Selection and Assessment, 8(4), 275—292.

Idris, H., Bidjuni, H. & Karundeng, M. (2015).** Perban-
dingan antara penerapan terapi olupasi dan logoterapi
terhadap tingkat stress lansia di panti werdha damai
perkamil kecamatan ranomuut manado dan panti wer-
had senja cerah paniki kecamatan mapanget manado.
Jurnal Keperawatan, 3(2), 1-10.

Jafary, F. & Afzali, L. (2013).* Comparison of the effective-
ness of four group therapies in improving the quality of
life in menopausal women. Przeglad Menopauzalny, 17,
194-201.

Kang, K., Im, J., Kim, H., et al. (2009a).** The effect of log-
otherapy on the suffering, finding meaning, and


https://doi.org/10.1017/S1478951517000931

630

spiritual wellbeing of adolescents with terminal cancer.
Journal of Korean Academy of Child Health Nursing,
15(2), 136-144.

Kang, K.A., Shim, J.S., Jeon, D.G., et al. (2009b).** The ef-
fects of logotherapy on meaning in life and quality of life
of late adolescents with terminal cancer. Journal of Ko-
rean Academy of Nursing, 39(6), 759—-768.

Kang, K.A., Kim, S.J., Song, M.K., et al. (2013).** Effects of
logotherapy on life respect, meaning of life, and depres-
sion of older school-age children. Journal of Korean
Academy of Nursing, 43(1), 91-101.

Kim, S.J., Kang, K., Park, M.M., et al. (2013).** The effects
of logotherapy on meaning of life of early adolescents
with cancer. Asian Oncology Nursing, 13(1), 20-25.

King, L.A., Hicks, J.A., Krull, J.L., et al. (2006). Positive af-
fect and the experience of meaning in life. Journal of
Personality and Social Psychology, 90(1), 179-96.

Kog, M., Colak, T.S. & Diistinceli, B. (2013). The progress of
anxiety, mood, and psychotic symptoms during under-
graduate education. Anadolu Psikiyatri Dergisi, 14(3),
260-266

Lai, T., Mok, E., Wong, M.T., et al. (2012).* A brief meaning-
focused intervention for advanced cancer patients in
acute oncology setting. Journal of Palliative Care &
Medicine, S1, 008. doi: 10.4172/2165-7386.S1-008.

Langle, A. (2014). Lehrbuch zur Existenzanalyse: Grundla-
gen. Berlin: Auflage Verlag.

Langle, A., Gortz, A., Probst, C., et al. (2005).%** Wie wikr-
sam ist existenzanalytische Psychotherapie: ein Pro-
jektbericht zur Existenzanalyse. Psychotherapy
Forum, 12, 54—60.

Langle, A., Gortz, A., Rauch, J., et al. (2014). Effektivitats-
studie zur Existenzanalyse. Explorativer Vergleich mit
anderen Psychotherapiemethoden im stationaren Set-
ting. Existenzanalyse. 3(1), 17—-29.

Lantz, J. & Raiz, L. (2004).*** Existential psychotherapy
with older adult couples: A five-year treatment report.
Clinical Gerontologist, 27(3), 39—54.

Lee, C.H. (2006).** Effects of logotherapy with exercise on
meaning of life, ego integrity and IADL in the elderly.
Taehan Kanho Hakhoe Chi, 36(5), 701-709.

Lee, V., Cohen, S.R., Edgar, L., et al. (2006a).* Meaning-
making intervention during breast or colorectal cancer
treatment improves self-esteem, optimism, and self-effi-
cacy. Social Science & Medicine, 62(12), 3133—-3145.

Lee, V., Cohen, S.R., Edgar, L., et al. (20065).%** Meaning-
making and psychological adjustment to cancer: Devel-
opment of an intervention and pilot results. Oncology
Nursing Forum, 33(2), 291-301.

Liberati, A., Altman, D.G., Tetzlaff, J., et al. (2009). The
PRISMA statement for reporting systematic reviews
and meta-analyses of studies that evaluate health care
interventions: Explanation and elaboration. Annals of
Internal Medicine, 151(4). Available from http://www.
bmj.com/content/339/bmj.b2700.

Lukas, E. (1986/2014). Meaning in Suffering. Berkeley: In-
stitute of Logotherapy Press.

Lukas, E. (2014). Lehrbuch der Logotherapie: Menschen-
bild und Methoden, 3. Miinchen: Auflage Profil.

MacKenzie, M.J. & Baumeister, R.F. (2014). Meaning in
life: Nature, needs, and myths. In Meaning in Positive
and Existential Psychology. A. Batthyany and P.
Russo-Netzer (eds.), pp. 25—38. New York: Springer Sci-
ence & Business Media.

MacKinnon, C.J., Smith, N.G., Henry, M., et al. (2015a).***
A pilot study of meaning-based group counseling for be-
reavement. Omega, 72(3). 210-233.

https://doi.org/10.1017/51478951517000931 Published online by Cambridge University Press

Vos and Vitali

MacKinnon, C.J., Smith, N.G., Henry, M., et al. (20155).*
Reconstructing meaning with others in loss: A feasibil-
ity pilot randomized controlled trial of a bereavement
group. Death Studies, 39(7), 411-421.

Makola, S. (2014a).*** Efficacy of a meaning-centred inter-
vention amongst HIV and AIDS health educators at a
South African non-governmental organization. Revista
Logos & Existéncia, 3(1).

Makola, S. (20145).%** Comparing persistence amongst
students with low and high sense of meaning at an insti-
tution of higher learning in South Africa. Revista Logos
& Existéncia, 3(2).

Makola, S. (2015).*** The effectiveness of a meaning-cen-
tred intervention in protecting the well-being of HIV/
AIDS health educators. Systemic Practice and Action
Research, 18(1), 37—49.

Marshall, M. & Marshall, E. (2012). Logotherapy Revisited:
Review of the Tenets of Viktor E. Frankl’s Logotherapy.
Seattle: CreateSpace Independent Publishing Platform.

Mitchell, A.J., Chan, M., Bhatt, H., et al. (2011). Prevalence
of depression, anxiety, and adjustment disorder in onco-
logical, haematological, and palliative-care settings: A
meta-analysis of 94 interview-based studies. The Lan-
cet. Oncology, 12(2), 160—-174.

Moazinezhad, M., Arefi, M. & Kobraveisi (2015). Logo ther-
apy group efficacy and perceived stress on psychological
well-being of patients with MS. IMPACT: International
Journal of Research in Applied, Natural and Social Sci-
ences, 3(4), 1-8.

Mohabbat-Bahar, S., Golzari, M, & Moradi-Joo, M. (2014).
Efficacy of group logotherapy on decreasing anxiety in
women with breast cancer. Iranian Journal of Cancer
Prevention, 7(3), 165—179.

Mohammadi, F., Fard, F.D. & Heidari, H. (2014). Effective-
ness of Logotherapy in hope of life in women’s depres-
sion. Procedia—Social and Behavioral Sciences, 159,
643-646.

Moosavi, S., Kafi, S.M., Haghiri, M., et al. (2012). Compar-
ison of efficiency of cognitive therapy and logotherapy on
the depression rate of aged men. International Journal
of Psychology and Counselling, 4(11), pp. 143—148.

Morris, S.B. & DeShon, R.P. (2002). Combining effect size
estimates in meta-analysis with repeated measures
and independent-groups designs. Psychological Meth-
ods, 7, 105-125.

Mosalanejad, L. & Khodabakshi Koolee, A. (2013), Looking
at infertility treatment through the lens of the meaning
of life: The effect of group logotherapy on psychological
distress in infertile women. International Journal of
Fertility and Sterility. 6(4), 224—231.

Neimeyer, R.A., Harris, D.L., Winokuer, H.R., et al. (eds.)
(2011). Grief and Bereavement in Contemporary
Society: Bridging Research and Practice. New York:
Routledge.

Ost, L.G. (2014). The efficacy of acceptance and commit-
ment therapy: An updated systematic review and
meta-analysis. Behaviour Research and Therapy, 61,
105-121. http://dx.doi.org/10.1016/j.brat.2014.07.018

Park, C.L. (2010). Making sense of the meaning literature:
An integrative review of meaning making and its effects
on adjustment to stressful life events. Psychological
Bulletin, 136(2), 257—301.

Park, C.L. & Folkman, S. (1997). Meaning in the context of
stress and coping. Review of General Psychology, 1(2),
115-144.

Ramin, Z.T., Dadkhah, A., Bahmani, B., et al. (2014).* Ef-
fectiveness of group logotherapy on increasing the


http://www.bmj.com/content/339/bmj.b2700
http://www.bmj.com/content/339/bmj.b2700
http://www.bmj.com/content/339/bmj.b2700
http://dx.doi.org/10.1016/j.brat.2014.07.018
http://dx.doi.org/10.1016/j.brat.2014.07.018
https://doi.org/10.1017/S1478951517000931

Metaanalysis of meaning-centered therapies

quality of the mother’s life of hearing impaired chil-
drenl. Applied Psychology, 6, 18—26.

Rios, L.F.B. (2012).%** Logoterapia en Pacientes con Tuber-
culosis. Doctoral dissertation. Guatemala City: Univer-
sidad Rafael Landivar.

Reker, G.T. (2000). Theoretical perspective, dimensions, and
measurement of existential meaning. In Exploring Exis-
tential Meaning: Optimizing Human Development across
the Life Span. G.T. Reker & K. Chamberlain (eds.), pp.
39-55. Thousand Oaks, CA: Sage Publications.

Roepke, A.M., Jayawickreme, E. & Riffle, O.M. (2014).
Meaning and health: A systematic review. Applied Re-
search in Quality of Life, 9(4), 1055—1079.

Rosenthal, R. (1991). Meta-Analytic Procedures For Social
Research. Beverly Hills: Sage Publications.

Rosenthal, R. (1995). Writing meta-analytic reviews. Psy-
chological Bulletin, 118, 183—192.

Ryff, C.D., Singer, B H. & Love, G.D. (2004). Positive
health: Connecting well-being with biology. Philo-
sophical Transactions of the Royal Society of London.
Series B: Biological Sciences, 359(1449), 1383—-1394.

Ryff, C.D., Love, G.D., Urry, H.L., et al. (2006). Psycholog-
ical well-being and ill-being: do they have distinct or
mirrored biological correlates? Psychotherapy and Psy-
chosomatics, 75(2), 85—95.

Scascighini, L., Toma, V., Dober-Spielmann, S., et al.
(2008). Multidisciplinary treatment for chronic pain: A
systematic review of interventions and outcomes. Rheu-
matology, 47(5), 670—678.

Schulenberg, S.E., Drescher, C.F. & Baczwaski, B.J. (2014).
Perceived meaning and disaster mental health: A role
for logotherapy in clinical-disaster psychology. In Mean-
ing in Positive and Existential Psychology. A. Batthyany
& P. Russo-Netzer (eds.), pp. 251-267. New York:
Springer Science & Business Media.

Seligman, M.E. & Csikszentmihalyi, M. (2000). Positive
psychology: An introduction. The American Psycholo-
gist, 55(1), 5-14.

Seligman, M.E., Steen, T.A., Park, N., et al. (2005). Positive
psychology progress: Empirical validation of interven-
tions. The American Psychologist, 60(5), 410—421.

Shin, J.Y. (2007).* Improving First-Year Intervention Strat-
egies at Universities by Focusing on Meaning and Pur-
pose in Life. Doctoral dissertation. Fort Collins:
Colorado State University.

Shoaakazemi, M., Javid, M.M., Tazekand, F.E., et al.
(2012).* The effect of logotherapy on improving the qual-
ity of life in girl students with PTSD. Life Science Jour-
nal, 9(4), 5692—-5698.

Sin, N.L. & Lyubomirsky, S. (2009). Enhancing well-being
and alleviating depressive symptoms with positive psy-
chology interventions: A practice-friendly meta-analy-
sis. Journal of Clinical Psychology, 65(5), 467—487.

Slade, M., Leamy, M., Bacon, F., et al. (2012). International
differences in understanding recovery: Systematic review.
Epidemiology and Psychiatric Sciences, 21(04), 353—364.

Starck, P.L. (1979).* Spinal cord injured clients’ perception
of meaning and purpose in life: measurement before and
after nursing intervention. Doctoral dissertation. Bir-
mingham: University of Alabama School of Nursing.

Steger, ML.F. (2012). Experiencing meaning in life: Optimal
functioning at the nexus of spirituality, psychopathol-
ogy, and well-being. In The Human Quest for Meaning:
Theories, Research, and Applications. P. Wong (ed.),
pp- 165—184. London: Routledge.

https://doi.org/10.1017/51478951517000931 Published online by Cambridge University Press

631

Stroup, D.F., Berlin, J.A., Morton, S.C., et al. (2000). Meta-
analysis of observational studies in epidemiology: A
proposal for reporting. The Journal of the American
Medical Association, 283(15), 2008—2012.

Thompson, G.R. (2015).*** Meaning therapy for addic-
tions: A case study. Journal of Humanistic Psychology,
1(1), 1-27.

Tobing, D.L., Keliat, B.A. & Wardhani, 1.Y. (2014).** Pen-
garuh progressive muscle relaxationdan logoterapi ter-
hadap kecemasan, depresi, dan kemampuan relaksasi.
Jurnal Keperawatan Padjadjaran, 2(2).

Torres, A.P. & de la Flor, M.A.N. (2007).*** Estudio longitu-
dinal del sentido de la vida en el proyecto hombre de Ma-
laga analisis de las dos primeras fases con atencion a los
abandonos. NOUS, Boletin de Logoterapia y Andlisis
Existencial, 1(1), 67-9.

Ukus, V., Bidjuni, H. & Karundeng, M. (2015).%** Pen-
garuh penerapan logoterapi terhadap kebermaknaan
hidup pada lansia di badan penyantunan lanjut usia
senjah cerah paniki bawah manado. Jurnal Keperawa-
tan, 3(2), 1-10.

Valentine, J.C., Pigott, T.D. & Rothstein, H.R. (2010). How
many studies do you need? A primer on statistical power
for meta-analysis. Journal of Educational and Behavio-
ral Statistics, 35(2), 215-247.

van der Spek, N., Vos, J., van Uden-Kraan, C.F.,, et al.
(2014).* Effectiveness and cost-effectiveness of mean-
ing-centered group psychotherapy in cancer survivors:
Protocol of a randomized controlled trial. BMC Psychia-
try, 14(1), 22.

van Straaten, A., Geraedts, A., Verdonck-de Leeuw, I., et al.
(2010). Psychological treatment of depressive symptoms
in patients with medical disorders: A meta-analysis.
Journal of Psychosomatic Research, 69(1), 23—32.

Vehling, S., Lehmann, C., Oechsle, K., et al. (2012). Is ad-
vanced cancer associated with demoralization and lower
global meaning? The role of tumor stage and physical
problems in explaining existential distress in cancer pa-
tients. Psycho-Oncology, 21(1), 54—63.

Vos, J. (2016a). Working with meaning in life in mental
health care: A systematic literature review and meta-
analyses of practices and effectiveness. In Clinical
Perspectives on Meaning: Positive and Existential Psy-
chotherapy. P. Russo-Netzer et al. (eds.), pp. 59-87.
New York: Springer Science & Business Media.

Vos, J.(2016b). Working with meaning in life in individuals
with a chronic or life-threatening disease: A review of its
relevance and effectiveness. In Clinical Perspectives on
Meaning: Positive and Existential psychotherapy. P.
Russo-Netzer et al. (eds.), pp. 171-200. New York:
Springer Science & Business Media.

Vos, J. (2017). Meaning in Life: An Evidence-Based Hand-
book for Practitioners. Palgrave McMillan: London.

Vos., J. & Hutchinson, E. (2016).*** Individual meaning
centered therapy for cardiovascular disease patients:
Development of treatment and proof of concept. Submit-
ted for publication and under review.

Vos, J., Asperen, C.J., Oosterwijk, J.C., et al. (2013). The
counselees’ self-reported request for psychological help
in genetic counseling for hereditary breast/ovarian can-
cer: Not only psychopathology matters. Psycho-Oncol-
ogy, 22(4), 902-910.

Vos, J., Cooper, M., Correia, E., et al. (2015). Existential
therapies: A review of their scientific foundations and ef-
ficacy. Existential Analysis, 26(1), 49—69.


https://doi.org/10.1017/S1478951517000931

632

Wampold, B.E., Minami, T., Baskin, T.W.,, et al. (2002). A
meta-(re)-analysis of the effects of cognitive therapy ver-
sus “other therapies” for depression. Journal of Affective
Disorders, 68(2), 1569—165.

Wexler, I.D. & Corn, B.W. (2012). An existential approach to
oncology: Meeting the needs of our patients. Current
Opinion in Supportive and Palliative Care, 6(2),
275-279.

Wijayanti, D. Y. (2010).** The Influence of Logotherapy for
Female Prisoner in Female Prison of Semarang. Doctoral

https://doi.org/10.1017/51478951517000931 Published online by Cambridge University Press

Vos and Vitali

dissertation. Semarang, Indonesia: Faculty of Medicine,
Department of Medicine, Diponegoro University.

Wimberly, C.L. (2006). Impact of Logotherapy on At-Risk
African-American Elementary Students. Doctoral Dis-
sertation. Lubbock: Texas Tech University.

Wong, PT. (ed.) (2013). The Human Quest For Meaning: The-
ories, Research, and Applications. London: Routledge.
Zuehlke, T.E. & Watkins, J.T. (1977). Psychotherapy with
terminally ill patients. Psychotherapy: Theory, Re-

search, and Practice, 14, 403—410.


https://doi.org/10.1017/S1478951517000931

	The effects of psychological meaning-centered therapies on quality of life and psychological stress: A metaanalysis
	ABSTRACT
	Objective:
	Method:
	Results:
	Significance of results:
	INTRODUCTION
	METHOD
	Study Selection Rounds
	Metaanalytic Steps

	STATISTICAL PROCEDURES
	RESULTS
	Description of Included Trials
	Metaanalytic Results

	DISCUSSION
	ACKNOWLEDGMENTS
	REFERENCES


