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Background: Meaning-Centered Psychotherapy (MCP) is effective in improving meaning in life, hope, optimism, self-efficacy, well-being, and quality of life, and in reducing stress in people with cancer. However, all the studies on the application of MCP in cancer patients have been carried out in Anglo-Saxon samples. Therefore, it is necessary to adapt and verify the efficacy of MCP in populations that speak languages other than English, such as Spanish. Moreover, to expand the data supporting the efficacy of MCP for cancer patients, it would be necessary to compare MCP to other active therapies such as Cognitive Behavioral Therapy (CBT).

Methods: The aims of the proposed study are: the first objective is to verify the efficacy of the MCP intervention for Spanish participants with cancer in a randomized control trial (RCT) comparing it to CBT. The second objective is to analyze the feasibility and acceptance of MCP in Spanish participants with cancer. The third objective is to analyze whether the changes produced in the meaning in life dimensions (presence, search, comprehension, purpose, and mattering) will predict changes in anxiety, depression, quality of life, etc. Our research team adapted MCP for Spanish participants with cancer. This paper presents the study protocol. The study design consists of a two-arm RCT with two conditions: MCP and CBT, where participants will be randomized to one of the two groups. Eligible participants will be adults with stage I, II, and III cancer who were treated with curative intent and had completed their main medical treatment (surgery, radiotherapy, or chemotherapy). Participants will be assessed at pretreatment, post-treatment, and 6-month follow-up. The intention-to-treat principle will be used when analyzing data, using mixed-effects models with full information and maximum likelihood estimation.

Discussion: This study will provide results that confirm the efficacy of the MCP in Spanish participants with cancer.

Trial Registration: ClinicalTrials.gov; https://register.clinicaltrials.gov/prs/app/template/Home.vm?uid=U0005WS9&ts=4&sid=S000BOTT&cx=bvr2ue, identifier NCT05197348
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INTRODUCTION

Being diagnosed with and coping with cancer is one of the most difficult and challenging life experiences a person can have. People with cancer have twice as much psychopathological distress as the cancer-free population, and the levels of depression in survivors in the first year after treatment are very high compared to the general population (1). In addition, anxiety, fatigue, sadness, emotional, and physical pain, poor quality of life, hopelessness, desire for hastened death, and low meaning in life are common negative emotional states in people with cancer and survivors (2–4).

Studies in clinical and non-clinical samples of patients without a cancer diagnosis have shown that meaning in life is an emotional state that is negatively associated with hopelessness, anxiety, emotional dysregulation, coping capacity, and depression, and it is a buffer against psychopathology (5, 6). Specifically in people with cancer, previous studies have found that meaning in life could buffer against depression, hopelessness, and the desire for hastened death (7). Therefore, previous studies suggest that intervening in meaning in life in cancer patients can be an effective treatment to improve the aforementioned negative emotional states and lead to better coping with life after a cancer diagnosis (8, 9).

Meaning-Centered Psychotherapy (MCP) is a logotherapeutic-oriented psychotherapy based on Viktor Frankl's (10, 11) principles and premises, such as the will to meaning, meaning in life, responsibility, freedom, finding meaning through courage and commitment, living one's legacy, and finding a sense of meaning through the three sources of meaning: creative, experiential, and attitudinal sources. MCP has been utilized in several samples and settings, and a meta-analytic study found that MCP is effective in improving meaning in life, hope, optimism, self-efficacy, wellbeing, and quality of life, and in reducing stress (12).

The MCP application for cancer patients was initially developed by Breibart as an eight-session group therapy for patients with advanced stage III-IV cancer (8). In a randomized control trial (RCT), it was shown to be more effective than supportive psychotherapy in improving spiritual wellbeing, sense of meaning, and anxiety, and the treatment effects of MCP were stronger 2 months after treatment. However, there were no significant differences in the participants' depression. Subsequently, Breibart (13), in an RCT with patients with stage III or IV cancer, adapted the MCP to seven sessions to be applied individually. Individual MCP was compared with a control group (massage therapists), and the results showed that MCP produced a greater improvement in meaning in life, spiritual wellbeing, faith, physical symptoms of distress, burnout, and quality of life. However, the improvement was not sustained at 2 months. The same authors indicated that there were no statistically significant improvements in depression or anxiety. The authors suggested that MCP may be more effective in a group format than in an individual format. MCP was later adapted by Rosenfeld (14) for palliative care (MCP-Palliative Care) by reorganizing the contents of the original MCP to reduce it to only three sessions. A pilot study was conducted on the feasibility, acceptability, and perceived utility of MCP in 12 patients with life expectancies of <6 months, and satisfactory opinions were obtained about the acceptability and understanding of MCP.

MCP was also applied to cancer survivors (9) in an RCT with a 6-month follow-up, where the MCP condition was compared with two other conditions: (a) a Supportive Group and (b) Treatment as Usual (TAU) with their general practitioner. The results at the 6-month follow-up showed that the MCP treatment improved personal meaning, positive relations, purpose in life, a fighting spirit, hopelessness, goal-orientedness, and psychological wellbeing and adjustment, and it reduced psychological distress and depressive symptoms more than the TAU condition. MCP was more effective in improving goal-orientedness and a fighting spirit compared to the Supportive Group, as well as personal growth and environmental mastery at the 6-month follow-up. In addition, MCP has also been used with people with grief (15) as the Meaning-Centered Grief Psychotherapy (MCGP) for parents who lost a child to cancer. MCGP is an individual and manualized intervention consisting of 16 sessions for people with prolonged grief. In this pilot study, after the intervention, patients showed improvements in grief, depression, meaning in life, positive affect, post-traumatic growth, and quality of life. Finally, MCP has been adapted for caregivers of people with cancer (16), adolescent and young participants with cancer (17), and participants with advanced cancer (4, 18).

As we have seen, MCP has been shown to be effective in improving meaning in life and quality of life and reducing distress in people with cancer. However, it is important to emphasize that all the studies mentioned above on the application of MCP in cancer patients have been carried out in Anglo-Saxon samples and have mainly focused on patients with a diagnosis of cancer in III-IV stages. The construction of meaning, vital goals, responsibility, sources of meaning, and the comprehension and acceptance of these constructs depend on cultural, social, and religious factors, etc. (19). There are studies that indicate that the construction of meaning and growth in the face of adverse situations is different for Anglo-Saxon and Spanish populations. For example, a previous study found that, in the American sample, the presence and search for meaning were moderately and negatively associated, whereas these two factors were uncorrelated in the Spanish population (20). Therefore, it is necessary to adapt and verify the efficacy of MCP in populations that speak languages other than English, such as Spanish and to test the efficacy of MCP in patients with an early stage I–III diagnosis of cancer.

Another psychotherapy that has been found to be effective in participants with cancer is cognitive behavioral therapy (CBT). The adaptation of CBT to participants with cancer is a comprehensive cognitive-behavioral model based on Beck's therapy for depression. The cognitive model of adjustment to cancer states that the patient's assessment, interpretation, and evaluation of cancer is what will determine his/her emotional and behavioral reaction. CBT has been considered a psychological behavioral therapy that, when specifically delivered to cancer patients, focuses on managing emotions, cognitions, problem-solving, relaxation, and assertiveness, and on improving coping with cancer (21). This therapy has been found to be effective in improving anxiety, depression, helplessness, fatalism, anxious preoccupation, and coping (22). CBT has also been found to improve the change in quality-of-life associated with distress due to medical treatments or to adjustment after the disease is treated (23) and lead to greater adaptability to cancer, thus reducing vital anguish (24).

As we can see in the aforementioned RCTs, MCP has been compared to waiting list, TAU with the general practitioner, and active treatments such as supportive therapy. To expand the data supporting the efficacy of MCP for cancer patients, it would be necessary to compare MCP to other active therapies such as CBT. According to the data, no previous studies have compared MCP to active treatments such as CBT for cancer patients, which is the general objective of this study.

The aims of the proposed study are: the first objective is to verify the efficacy of the MCP intervention for Spanish participants with cancer in an RCT comparing it to CBT. The second objective is to analyze the feasibility and acceptance of MCP in Spanish participants with cancer. The third objective is to analyze whether the changes produced in the MIL dimensions (presence, search, comprehension, purpose, and mattering) will predict changes in anxiety, depression, quality of life, etc.

We propose the following hypothesis: (a) After the intervention, all the participants in the two treatment conditions (MCP vs. CBT) will improve on MIL, anxiety, depression, and quality of life; however, the participants in the MCP condition will improve more than those in the CBT condition; (b) After the intervention, both interventions will have good acceptance by the participants, but the MCP condition will have greater acceptance than the CBT condition; (c) The changes produced in the MIL dimensions (presence, search, comprehension, purpose, and mattering) after the intervention will be related to changes in anxiety, depression, and quality of life.

In this article, we present the study protocol.



METHODS AND DESIGN


Study Design

The study design consists of a two-arm RCT with two conditions: MCP and CBT, where participants will be randomized to one of the two groups. Figure 1 contains the flow chart. For this protocol, we will follow the CONSORT statement (Consolidated Standards of Reporting Trials, http://www.consort-statement.org) (25, 26) and the SPIRIT guidelines (Standard Protocol Items: Recommendations for Interventional Trials (27, 28).
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FIGURE 1. Flowchart of the study.




Sample Size

The sample size for this study was generated from effect sizes found in other studies on MCP in participants with cancer, mainly meta-analyses. Dietrich (29) found medium effect sizes for meaning in life (d = 0.81), Quality of life (d = 0.60), anxiety (d = −0.47), and depressive symptoms (d = −0.50). These effect sizes are consistent with other studies on MCP in psychological treatments for other mental disorders, such as a meta-analysis by Vos et al. (12) on existential psychotherapies. Based on the results of these studies, we expect an effect size of 0.60 because the study design consists of two experimental groups. To calculate the sample size, we used the G*Power 3.1 software (30), taking into account an alpha of 0.05 and a statistical power of 0.80 on a two-tailed t-test. We need a sample size of 90 participants (45 participants per condition) to reach an effect size of 0.60 for meaning in life. Finally, we have considered possible sample loss during the treatment program, and based on studies of interventions with MCP, we expect a 30% dropout rate (9). Therefore, taking this outcome into account, our study requires a total sample size of 118 participants (59 participants per experimental condition).



Participants

Eligible participants will be adults with stage I, II, and III cancer who were treated with curative intent and had completed their main medical treatment (surgery, radiotherapy, or chemotherapy). Moreover, participants will have to express a need for psychological care, and they will have low or undefined meaning in life (scores below 105 on the Purpose in Life test) (31). The recruitment will be carried out by an oncologist and two clinical psychologists with more than 10 years of experience in cancer care. The sample will be recruited from the Valencian Oncology Institute in Valencia from January to June 2022. Thus, it is an ongoing study.

The exclusion criteria will be: (1) participants who are currently receiving another psychological or psychiatric treatment; (2) the diagnosis of a serious mental disorder (schizophrenia, substance dependence, dementia, or cognitive impairment).



Procedure

Cancer survivors who have been treated at the Valencian Institute of Oncology will be offered the opportunity to participate in the study. Once they have signed the informed consent, a clinical psychologist who is an expert in cancer will carry out two evaluation sessions to verify that they meet all the inclusion criteria. Once evaluated, randomization will be carried out by an independent researcher who is blind to the evaluation of the participants. At all times, the randomization sequence will be concealed from the clinicians participating in the study. The evaluation will be carried out by independent evaluators who are blind to the experimental conditions. Subsequently, each participant will begin their group intervention in the condition to which they have been assigned. Participants will not receive any other psychological or psychiatric treatment during this study. When the psychotherapy is over (MCP or CBT), the evaluation will be carried out again. A follow-up will be carried out at 1 month, at 3 months, and at 6 months. The evaluation will be carried out online before and after finishing the treatment and in the follow-ups. All the interventions will be performed by clinical psychologists or general health psychologists with a Master's degree and previous training in the application of the programs. All the interventions will be carried out through online video conferences in both treatment conditions.



Ethics

The study involves clinical experimentation with human participants. Researchers adhere to the Helsinki Convention and the Madrid Declaration of the World Psychiatric Association on clinical research. This project has been approved by the Ethics and Research Committee of the Valencian Institute of Oncology Foundation (CEIM: 2019–17). The study was registered with Clinicaltrials.gov as NCT05197348. All participants will be volunteers and give their informed consent to participate in the study. All eligible participants will receive oral and written information about the study and the two intervention modalities. Specifically, they will be informed that they can leave the study at any time without any explanation, and that this decision will not affect the continuation of their usual treatment at the Valencian Institute of Oncology. The selection and evaluation of the participants will be carried out by a clinical psychologist who is blind to the condition assigned to the participants. The intervention will be carried out by two psychologists who specialize in cancer. In addition, it should be noted that the protocols for action and custody of the information followed in the Valencian Institute of Oncology, where the participants will be recruited and the interventions will be carried out, comply with all the requirements of the LOPD (Organic Law 15/1999, of December 13, 2018). In addition, based on the existing knowledge in this field, we have not found any risks to the participants. However, any important clinical change that involves some type of risk will not only imply the participant's termination in the study, but also his/her referral for study and specialized care. The evaluation protocol described above is composed of standardized and risk-free instruments for the participants (interviews and questionnaires). The intervention protocols are based on empirically validated treatments designed and developed by personnel with extensive knowledge and experience in this field. For ethical reasons, participants in the CBT condition will be offered the opportunity to receive the MCP program, if they so desire, even if the study has already ended.



Interventions
 
Meaning-Centered Group Psychotherapy

To carry out the adaptation of the Manualized Meaning-Centered Group Psychotherapy (MCP) group format for patients with advanced cancer (32) to Spanish, we used the ecological validity model (EVM) (33) as a framework for the cultural adaptation of MCP to respond to the needs of the Spanish population with cancer. According to the EVM, to adapt an intervention for a new cultural group, seven dimensions need to be addressed: language, context, persons, metaphors, concepts, goals, and methods. We first carried out a translation of the original MCP program from English to Spanish. The translation was performed by two bilingual clinical psychologists who are experts in meaning-focused psychotherapy; this translation was supervised by a bilingual editor with expertise in clinical psychology. A feasibility study (in preparation) with 12 participating cancer survivors was conducted by two clinical psychologists who are experts in cancer. Finally, we tested the understanding, acceptance, and feasibility of the Spanish version of the MCP with a qualitative interview and questionnaires. The intervention lasts 2 months and includes 8 sessions that follow a 2-h group format on a weekly basis. We will follow the manualized MCP for patients with advanced cancer (32). The MCP program is divided into 8 sessions:

Session 1: Concepts and Sources of Meaning.

Introductions; review of concepts and sources of meaning; Meaningful Moments experiential exercise; homework is to read Man's Search for Meaning and reflect on the Session 2 experiential exercise.

Session 2: Cancer and Meaning.

Discussion of sense of identity before and after cancer diagnosis; Who am I? experiential exercise; homework is to reflect on the Session 3 experiential exercise.

Session 3: Historical Sources of Meaning (Past Legacy).

Discussion of life as a legacy that has been given (past); Historical Sources of Meaning-Past experiential exercise; homework is to reflect on the Session 4 experiential exercise.

Session 4: Historical Sources of Meaning (present and future).

Creation of lifeline. Own legacy development. Exercises: Reflection on the autobiography (in session and at home). Evaluate how situations are approached, objectives they had and that have been achieved. Explore a future legacy.

Session 5: Attitudinal Sources of Meaning: Encountering Life's Limitations

Discussion of confronting limitations imposed by cancer, prognosis, and death; Encountering Life's Limitations experiential exercise; introduction to Legacy Project; homework is to reflect on the Session 6 experiential exercise.

Session 6: Creative Sources of Meaning: Engaging in Life Fully.

Discussion of creativity, courage, and responsibility; Creative Sources of Meaning experiential exercise; homework is to reflect on the Session 7 experiential exercise.

Session 7: Experiential Sources of Meaning: Connecting with Life

Discussion of experiences as sources of meaning, such as love, nature, art, and humor; Love, Beauty, and Humor experiential exercise; homework is to complete the Legacy Project for presentation in Session 8.

Session 8: Transitions: Reflections, and Hopes for the Future.

Review of sources of meaning as resources, reflections on lessons learned; Hopes for the Future experiential exercise; goodbyes.



Cognitive Behavioral Psychotherapy

The intervention lasts 2 months and includes 8 sessions that follow a 2-h group format on a weekly basis, with the following sessions (21):

Session 1: Presentation of psychotherapy, establishing the goals of psychotherapy. Presentation of the participants. Updated information about psychological consequences of cancer.

Session 2: Increase in enjoyable activities. Behavioral activation. Progressive muscle relaxation training. Slow breathing training.

Session 3: Cognitive model of coping with cancer. ABC model. Psychoeducation on negative thoughts. Training in detecting negative thoughts. Presentation of cognitive distortions.

Session 4: Training in cognitive restructuring techniques.

Session 5: Training in problem-solving skills.

Session 6: Being aware of our own needs. Self-care. Assertiveness skills training.

Session 7: Setting goals for the future.

Session 8: Summary, relapse prevention, and end of psychotherapy.




Measures

After reviewing the literature, an evaluation protocol was designed that includes the main instruments that have been commonly used by authors working in this field (29), as well as some additional instruments that we consider relevant to the hypotheses proposed. In all cases, the Spanish validations of the assessment instruments will be used; if they do not exist, the validations will be carried out by the researchers of this study. Participants in both treatment conditions will complete all primary and secondary outcome measures at five time points: before and after treatment and at 1-month, 3-month and 6-month follow-ups.


Measures

Data on demographic variables: Age, gender, educational level, marital status, cancer diagnoses, cancer treatment, mental diagnoses.


Measures of Primary Outcomes

Meaning in Life Questionnaire [MLQ (34)]. The MLQ is a self-reported questionnaire made up of 10 items, and it was developed to assess the two main dimensions of meaning in life: presence and search for meaning in life. The items are rated on a 7-point scale ranging from 1 (absolutely false) to 7 (absolutely true). The factors of Presence and Search were correlated (r = −0.19), and internal consistency was good for Presence (0.86) and Search (0.87). One-month test-retest reliability coefficients were 0.70 for Presence and 0.73 for Search.

The Multidimensional Existential Meaning Scale [MEMS (35)]. The MEMS assesses the MiL dimensions: Comprehension, purpose, and mattering, with a total of 15 items (e.g., “My life makes sense”; “I have overarching goals that guide me in my life”; “I understand my life”; “I know what my life is”). Likert type responses are given on a 7-point scale (1 = Very strongly disagree; 7 = Very strongly agree). The three MEMS subscales showed adequate internal consistency: Comprehension (ϖ = 91), Purpose (ϖ = 92), and Mattering (ϖ = 86).



Measures of Secondary Outcomes

Overall Anxiety Severity and Impairment Scale [OASIS (36, 37)]. The OASIS is a five-item instrument that assesses the frequency and intensity of anxiety symptoms during the past week. In addition, it measures interference in work and academic, social, and daily life domains, as well as avoidance behaviors. The items are rated on a Likert-type scale (0–4). The psychometric properties are good in terms of internal consistency (α = 0.86), convergent and discriminant validity, and sensitivity to change (α = 0.86).

Overall Depression Severity and Impairment Scale [ODSIS (38, 39)]. The ODSIS is a six-item questionnaire that assesses the frequency and intensity of depression symptoms during the past week. In addition, it measures interference in work and academic, social, and daily life domains, as well as avoidance behaviors. The items are rated on a Likert-type scale (0–4). The psychometric properties are good in terms of internal consistency (α = 0.93).

Hopelessness Scale [HS (40)]. It is a questionnaire that measures the level of hopelessness. It is made up of 20 items with dichotomous responses (True or False). It presents adequate internal consistency (α = 0.93) and has been validated in the Spanish population (41).

The Positive and Negative Affect Schedule [PANAS (42, 43)]. The questionnaire includes 20 adjective items, 10 assessing positive affect (PANAS-P) and 10 assessing negative affect (PANAS-N). Respondents are asked to rate the extent to which they experienced each emotion within a specified time period, using a 5-point scale (1 = Very slightly or not at all; 5 = Very much). Both affect subscales showed adequate internal consistency: PANAS-P (α =0.89) and PANAS-N (α =0.91).

Quality of Life Index-Spanish Version [QLI (44, 45)]. It is a 10-item index of perceived quality of life. It refers to physical and emotional wellbeing, functioning at work, personal relationships, self-independence, support in the community and from an emotional point of view, spiritual wellbeing, and overall perceived quality of life. The items are rated on a Likert scale (0–10) where higher scores indicate higher perceived quality of life. The psychometric properties are good for both internal consistency (α =0.89) and test-retest reliability (r = 0.87).

Opinion and Expectations of Treatment Scale [OTSM (46)]. This scale was designed and developed by members of the research team, based on an adaptation of another opinion and expectations questionnaire (46). The constructs this scale assesses are: opinion, acceptance and satisfaction with the skills training program, and changes in the participants after completing each module. The questions refer to the rationale for the intervention, recommendations for the program, satisfaction with the program, and usefulness and expectations of the skills training. The items are rated on a Likert-type scale ranging from 0 “Not at all” to 10 “Very much.”

Mini-Mental Adjustment to Cancer Scale [MINI-MAC (47)]. The MINI MAC evaluates the different ways of coping in cancer patients. It is a self-rating questionnaire made up of 29 items that measure five dimensions of coping: fighting spirit, helplessness-hopelessness, anxious preoccupation, fatalism, and cognitive avoidance. The items are rated on a Likert scale (1–4). The Spanish version of the MINIMAC (48) showed good psychometric properties for all the subscales (fighting spirit α =0.60, helplessness-hopelessness α =0.82, anxious preoccupation α =0.90, fatalism α =0.70, and cognitive avoidance α =0.80).

The Posttraumatic Growth Inventory [PTGI (49, 50)]. The PTGI is a 21-item questionnaire that assesses the perception of personal benefits in survivors of a traumatic event. A Likert response format with six categories is used, with scores ranging from 0 (no change) to 5 (very high degree of change) in a positive sense; the higher the score, the greater the change perceived. The PTGI is composed of five dimensions: relating to others, new possibilities, personal strength, spiritual change and a better understanding of spiritual matters and stronger religious beliefs, and a new appreciation of life. The PTGI shows good internal consistency (α =0.80).





Data Analyses

For data analysis, the Consort guidelines will be followed. Prior to analyzing whether MCP was more effective than CBT, we will verify that the two experimental conditions are similar in all the sociodemographic variables, such as age, sex, marital status, and education. In addition, we will verify that the two conditions are similar in terms of the percentage of participants who have received chemotherapy, radiotherapy, and surgery. To do so, we will use comparison of means (Student's t) for the continuous variables and chi square for the categorical variables. Moreover, the intention-to-treat principle will be used when analyzing pre- and post-treatment data and at the 6-month follow-up, using mixed-effects models with full information and maximum likelihood estimation. This method has been recommended due to its flexibility in handling missing data (51). To complement the MANOVA results and post hoc comparisons, effect sizes will be calculated using the standardized mean difference proposed by Cohen (52). These effect sizes will be calculated to assess changes within and between groups, all based on a pooled standard deviation. MANCOVAS will be carried out to find out if there are differences in the participants' response to the two experimental conditions depending on the type of medical treatment administered (surgery, chemotherapy, or radiotherapy), the stage of the cancer before the start of medical treatment, and whether the patient has a relapse during the psychological treatment. Moderation and mediation analyses will be performed to investigate possible mediators of change during treatment, such as meaning in life or coping style. Although per-protocol analyses (only analyses of data from participants who complete the treatment) suffer from selection bias, they will also be conducted because they allow conclusions to be drawn about the maximum efficacy of the intervention in participants who are fully compliant with treatment. However, when the trial is completed, the analytical methodology for controlled clinical trials will be reviewed before analyzing the data to select the most appropriate analytical procedures.

For the qualitative study, semi-structured in-depth interviews will be used. The research design will be carried out following the criteria established by Cooke, Smith, and Booth (53). Data will be analyzed using the consensual qualitative research method. Data reporting will be carried out following the COREQ guidelines (54).




DISCUSSION

The first objective of this proposed study will be to analyze the efficacy of the Spanish adaptation of MCP for cancer survivors. For this aim, we have designed an RCT in which we will compare MCP to CBT in people with cancer, with three assessment times: pre-treatment, post-treatment, and 6-month follow-up. In previous studies on the efficacy of MCP, it has been compared to waitlist, TAU, therapeutic massage, and supportive social therapy (8, 9, 12, 13). In order to broaden the knowledge about the efficacy of MCP, in this study we compare it to CBT. In previous studies, CBT has shown its effectiveness in reducing anxiety and depression, facilitating cancer adjustment, and improving quality of life (21, 22). Therefore, if MCP is equally effective or more effective in reducing anxiety and depression and improving quality of life, hopelessness, and meaning in life, this result would suggest that MCP could be a treatment of choice for people with cancer.

The second objective of this proposed study will be to analyze the feasibility and acceptance of MCP in Spanish participants with cancer. The concepts and premises of logotherapy, such as meaning-making, vital goals, the concepts of responsibility, freedom, courage, legacy, and will to meaning, or meaning in life, are subject to cultural, religious, and social factors specific to each culture (19). Given that all the RCTs on the efficacy of MCP have been carried out in an English-speaking population, it is necessary to analyze the extent to which the Spanish participants accept the program and are comfortable with it, as well as their opinions and expectations about it, in order to improve adherence and future implementation.

The third objective of this proposed study will be to analyze whether the changes produced in the MIL dimensions (presence, search, comprehension, purpose, and mattering) predict the changes in anxiety, depression, quality of life, etc. In this study, we will use multidimensional measures of meaning to assess change in meaning in life. The MEMS (35) will allow us to evaluate the three dimensions of meaning (comprehension, purpose, and mattering), and the MLQ (36) will allow us to include two other dimensions (presence, search). Evaluating the effectiveness of MCP with multidimensional measures will allow us to find out whether it is effective for all the dimensions of meaning or, on the contrary, produces a change in one dimension (e.g., presence) but not in another (e.g., search). In addition, we will be able to verify which dimension of meaning best predicts the change in the patients' clinical measurements.

Another contribution of this proposed study is the application of MCP through videoconference. To the best of our knowledge, there are no studies on the efficacy of PCM via videoconference. This would allow us to take MCP to people who live in places where there are no psychotherapists, so that a greater number of people from very distant places could receive treatment. Some studies have described the advantages of online psychosocial interventions (55), such as compensating for geographical barriers and saving travel time (56). Currently, the number of psycho-oncological pilot studies of online interventions through videoconference in psycho-oncology is increasing. Results have highlighted participant engagement and effectiveness (57, 58). Moreover, a recent randomized control study (59) found similar effectiveness of both face-to-face and online psychotherapy for patients with a diagnosis of cancer with cancer distress. Finally, we must emphasize that we are going to carry out a follow-up at 6 months to confirm whether the results obtained after treatment are maintained, improve, or worsen in both treatment conditions.

However, our study could have some possible limitations. The first limitation we expect to find is the possible dropout rate in both treatment conditions. Treatment efficacy studies have found a dropout rate of 30% (9), which can interfere with the development of the study as well as the type of statistical analysis that we can perform. Another limitation is that the final sample may be composed mainly of older adult women, and because both treatment conditions will be carried out through video conference, this may make it difficult for them to adhere to the treatment conditions. Finally, the sample may be composed mainly of women with breast cancer, which will prevent the generalization of the results to men with other cancer diagnoses.

In sum, coping with cancer implies suffering, pain, hopelessness, low meaning in life, anxiety, and depression in many people (1–3). For this reason, it is necessary to develop effective psychotherapeutic treatments for people with cancer and survivors. Thus, it is necessary to verify the effectiveness of MCP by comparing it to well-established treatments. This will allow us to confirm whether MCP can become another well-established treatment for people with cancer.
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