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Abstract

We examined the effects of religious cognitive-behavioral therapy (RCBT)
compared to conventional CBT (CCBT) on purpose in life (PIL) in clients with
major depression and chronic illness. Participants were randomized to either
RCBT (n=65) or CCBT (n=67) to receive ten 50-min sessions over 12 weeks. PIL
was measured at baseline, 12, and 24 weeks. Growth curve models examined the
effects of treatment group on trajectory of change in PIL. While no significant
difference was found between RCBT and CCBT on PIL trajectories in the overall
sample, RCBT was more effective than CCBT on increasing PIL in clients who
were highly religious (group by time interaction B=-5.87, SE=2.57, p=0.026,
Cohen’s d=0.64). Furthermore, baseline religiosity correlated positively with
baseline PIL (r=0.34, p<0.0001) and predicted an increase in PIL over time
(B=0.23, SE=0.05, p<0.0001). RCBT does not appear to increase PIL more than
CCBT, although this may depend on the religiosity of the client.
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Introduction
Ryft defined well-being in terms of six dimensions: autonomy, environmental mastery, positive

relationships with others, personal acceptance, and purpose in life (PIL) (Ryff, 1989; Ryff &
Singer, 2006). PIL has been associated with greater high density lipoprotein and lower
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cardiovascular risk, weight, inflammatory makers, and cortisol values throughout the day
(Friedman, Hayney, Dienberg Love, Singer, & Ryff, 2007; Ryff & Keys, 1995; Ryft, Singer, &
Dienberg Love, 2004). A diminished sense of PIL has also been related to worse health outcomes,
shorter lifespan, and physical disability (Ryff et al., 2006; Steger, Mann, Michels & Cooper,
2009). Researchers found that in community dwelling older persons without dementia greater
PIL predicted less disability, better performance of day-to-day activities, less cognitive
impairment, and reduced overall mortality (Boyle, Barnes, Buchman, & Bennett, 2009; Boyle,
Buchman, Barnes, & Bennett, 2010; Boyle, Buchman, & Bennett, 2010). In another study of
older adults in the U.S., those with higher PIL also experienced greater longevity (Krause, 2009).
A recent study found that greater PIL predicts greater longevity and is important at younger ages
as well (Hill & Turiano, 2014). Such findings are consistent with Viktor Frankl’s (1963) assertion
that the main driving force among all human beings is the desire to find purpose and meaning in
life.

PIL is inversely related to a host of psychiatric disorders both directly and indirectly,
especially depression. According to the World Health Organization (WHO) and Harvard School
of Public Health, depression causes enormous disability and, by the year 2020, depression will
be one of the top causes of disability worldwide (Michaud, Murray, & Bloom, 2001; Murray &
Lopez, 1996). Nearly 15% of persons with major depression commit suicide during their lifetime
(Dumais et al., 2005). Many studies have reported an inverse relationship between depression
and PIL, and found that PIL predicts lower rates of depression over time (Hedberg, Gustafson,
Aléx, & Brulin, 2010; Kim, Hayward, & Reed, 2014; Martin et al., 2012; Ryft, Singer, &
Dienberg Love, 2004). PIL has also been shown to buffer against suicidal thoughts and may
prevent premature mortality from suicide (Hill & Turiano, 2014; Wang, Lightsey, Pietruszkaa,
Uruka, & Wells, 2007).

Religion has been recognized as a central source for PIL, providing individuals with
beliefs, expectations, and goals that foster purpose (Batson & Stocks, 2004; Emmons, 2005;
Steger & Frazier, 2005), and, like PIL, is inversely related to and predicts recovery from
depression (Carl Pieper, Meador, & Sheip, 1992; Koenig, 2007; Koenig, George, & Peterson,
1998). Not surprisingly, then, PIL has been strongly related to religious involvement in many
studies (Francis, Jewell, & Robbins, 2010; Huta, 2013; Litwinczuk & Groh, 2007; Sillick &
Cathcart, 2014). For example, data from a longitudinal nationwide survey of older adults
indicated that people with a strong sense of God-mediated control were more likely to find
meaning in life than those who did not (Krause, 2010). A recent study also found that PIL was a
key factor that mediated the relationship between religiosity and happiness (Aghababaei &
Blachnio, 2014), and religious involvement has been associated with greater PIL and other
positive emotions in persons with major depression and chronic medical illness (Koenig et al.,
2014). Given the close link between PIL and religious involvement, and the inverse relationship
between both of these constructs and depressive symptoms, we decided to examine changes in
PIL in response to a religious intervention in depressed persons with chronic medical illness.

Objectives

The purpose of this secondary analysis of trial data was to examine the effects of religiously-
integrated cognitive behavioral therapy (RCBT) versus conventional CBT (CCBT) on PIL in a
cohort of persons with major depression and disabling chronic medical illness. We hypothesized
that (1) PIL would increase more during the course of therapy in those receiving RCBT than in
those receiving CCBT, (2) the effect would be stronger in those who were more religious, and (3)
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baseline religiosity would predict increases in PIL over time and baseline PIL would predict
faster decline in depressive symptoms, independent of treatment group.

Methods

Study Population

A detailed description of the parent study has been provided elsewhere (Koenig et al., 2015),
although we summarize the methods here. Persons ages 18-85 were recruited from two sites, one
in Durham County, North Carolina, and the other in Los Angeles County, California. Inclusion
criteria were (1) one or more medical illness of six months duration or longer; (2) religion or
spirituality at least somewhat important; (3) a DSM-IV diagnosis of major depressive disorder
using the MINI Neuropsychiatric Inventory (Sheehan et al., 1998); and (4) mild to moderate
depressive symptoms, defined as a Beck Depression Inventory (BDI) score of 10 to 40 (Beck et
al., 1961). Exclusion criteria were (1) significant cognitive impairment; (2) receipt of
psychotherapy in the past two months; (3) history of psychotic disorder, alcohol or substance
abuse, post-traumatic stress disorder within the past year, or a lifelong history of bipolar disorder;
(4) active suicidal thoughts; (5) diagnosis of HIV/AIDS, autoimmune diseases, dementia, or
endocrine disorders affecting stress hormone levels, or taking immunosuppressant drugs; (6)
inability to communicate in English; and (7) lack of remote access such as a telephone or the
Internet. Individuals who met these criteria were enrolled in the trial.

Procedures

The design was a randomized clinical trial that involved the administration of CBT remotely. All
follow-up assessments were self-rated with minimal assistance. The study was performed in two
phases that involved separate samples. In Phase I (n=39), the delivery method preferred by
participants was determined. Options included telephone, Skype, or instant messaging. Follow-
up assessments for the Phase I sample were done at 4, 8, and 12 weeks from baseline. During
Phase II (n=93), all treatment sessions were conducted by telephone and a 24-week follow-up
was added at 12 weeks following the end of therapy. Since screening, recruitment, randomization,
interventions, and all assessments were essentially the same for Phase I and Phase II samples, we
combined them for analysis. Study phase had no significant effect on treatment outcome based
on inclusion in the growth curve model.

Therapists

Eight master’s level therapists delivered the therapy. CCBT therapists had no experience
integrating religious beliefs into therapy, while RCBT therapists were experienced integrating
religious beliefs into therapy. Therapists delivering both interventions were trained and
supervised by Duke Faculty skilled in CCBT or in both CCBT and RCBT. In order to qualify as
a study therapist, a score of 40 or higher was required on the cognitive therapy rating scale
(CTRS) (Vallis, Shaw, & Dobson, 1986; Young & Beck, 1980).

Interventions

The intervention in each group consisted of ten 50-minute sessions administered over 12 weeks,
94% of which were delivered remotely by telephone. Conventional CBT was a manual-based
therapy for depression following CBT as described by Aaron Beck (Beck et al., 1979), including
behavioral activation and the identification and challenging of negative thoughts. When
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participants raised religious issues, CCBT therapists were instructed to redirect participants to
more secular topics. Religious CBT was a manual-based intervention developed directly from the
CCBT manual above, but emphasized and integrated participants’ religious beliefs into the
therapy (Pearce et al., 2015). The RCBT intervention was conducted using manuals that
integrated religious beliefs based on Christianity, Judaism, Islam, Hinduism, or Buddhism,
depending on the participant’s faith tradition.

Both CCBT and RCBT included activities that focused on forgiveness, mindfulness
meditation (only for Buddhists in RCBT), gratefulness, and involvement in social activities. Both
interventions adapted CBT to address dysfunctional cognitions related to chronic illness and
disability. The therapies were similar in all aspects except that RCBT integrated the participants’
religious beliefs into the therapy and served as the rationale for behavioral activation and for the
challenging of negative cognitions.

Therapists’ adherence to the treatment manuals, competence, and quality of therapy were
documented using an adapted version of the Adherence Rating Scale (ARS) based on tape-
recorded and transcribed sessions (Waltz, Addis, Koerner, & Jacobson, 1993). Trained and
supervised therapists not directly involved in the study rated the transcripts.

Measures

The BDI assessed severity of depressive symptoms at baseline and the course of depressive
symptoms during and following treatment. Physical functioning (Hlatky et al., 1989), cognitive
functioning (Koenig, 1996), severity of medical illness (Linn, Linn, & Gurel, 1968), medical co-
morbidity (Charlson, Pompei, Ales, & Mackenzie, 1987), and social support (Landerman,
George, Campbell, & Blazer, 1989) were assessed using standard measures as described in
Koenig et al. (2015).

Religious involvement was measured with single items assessing importance of religion,
religious attendance, and private religious activity, and multi-item measures of spiritual
experiences (Underwood & Teresi, 2002) and intrinsic religiosity (Hoge, 1972). Religious
importance, religious attendance, private religious activity, daily spiritual experiences, and
intrinsic religiosity were summed to create a 29-item overall religiosity scale (alpha=0.95).
Participants scoring at 70% or higher on this scale were defined as highly religious.

The primary outcome examined in this report was purpose in life, which was assessed
using the Purpose in Life (PIL) Scale (Ryff, 1989). This 20-item scale assesses PIL based on
theories about positive psychological health and lifespan development. Each item is rated on a 7-
point scale and the total PIL score ranges from 20 to 140 (Seeman, 1991). High scores on the PIL
scale indicate that participants have goals and a sense of direction in life, feel that there is
meaning to their lives both currently and in the past, hold beliefs that give life purpose, and have
aims and objectives for living; low scores reflect lack of meaning or direction in life, few goals,
and inability to see purpose in past events (Ryff & Keyes, 1995). The reliability and validity of
the PIL scale has been widely established (Ryff, 1989; Ryff & Keyes, 1995; Ryff, Lee, Essex, &
Schmutte, 1994). The measure has been shown to have good split-half and test-retest reliability
(Seeman, 1991; Zika & Chamberlain, 1992). The PIL scale had a Cronbach’s alpha of 0.91 in the
original study (Chamberlain & Zika, 1988), and there is evidence for both convergent and
discriminant validity (Seeman, 1991).

Comparison of trajectories of change in PIL score from baseline through 24 weeks
between treatment groups in all randomized participants (intent-to-treat) was the primary
outcome. Secondary outcomes were (1) trajectories of change in PIL scores in (a) Christian
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participants only, (b) highly religious participants only, and (c) those completing at least 5 of the
10 therapy sessions (per-protocol); and (2) effects of baseline religiosity on changes in PIL and
effects of baseline PIL on changes in depressive symptoms.

Statistical Analyses

The baseline characteristics of participants between treatment groups were compared using
Student’s t-test for continuous variables and the chi-square statistic for categorical variables.
Growth curve modeling using random intercept and slope (mixed effect regression models) was
used to examine the effect of the PIL score on trajectory of change in BDI over time. The model
included treatment group, time, time-squared, and group by time interaction. This method
allowed for participants with data for at least one time point to be included in the analysis and
helped to address the problem of missing data. Baseline PIL was also examined as a predictor of
depression trajectory (PIL, treatment group, time, time-squared), and baseline religiosity was
examined as a predictor of PIL trajectory (religiosity, treatment group, time, time-squared).
Effect sizes (Cohen d), degrees of freedom (df) and t-value were obtained from output of mixed
models. Significance level was set at p<0.05 for the primary endpoint (trajectory of PIL scores
from baseline through 24 weeks) and for secondary endpoints as well, given the exploratory
nature of these analyses. All statistical analyses were performed using SAS (version 9.3; SAS
Institute Inc., Cary, North Carolina).

Results

Of the 132 participants enrolled in the study, all completed the baseline PIL test, 95 completed it
at 12 weeks and 68 at 24 weeks (see Figure 1). A comparison of baseline characteristics of the
participants by treatment group is displayed in Table 1; there was no significant difference
between treatment groups on these characteristics.

The mean PIL score for all participants was 86.6 (SD=16.2, range 41-123) at baseline,
102.0 (SD=18.3, range 56-135) at 12 weeks on completion of therapy, and 101.9 (SD=19.4,
range 61-139) three months later. There were no significant differences in PIL scores between
CCBT and RCBT at any time point examined in both the intention-to-treat (ITT) and the per-
protocol (PP) analyses in the overall sample (see Table 2). Similar findings were observed
among Christians (88% of the sample) in both ITT and PP analyses. Among participants in the
ITT group who were highly religious, however, the average PIL score in the CCBT group at
baseline was significantly higher compared to the RCBT group (100.3 + 11.5 vs. 88.8 £ 17.8,
p=0.02). This relative advantage for CCBT disappeared by 12 weeks (112.4 + 13.8 vs.
112.8+16.3, p=0.94) and at 24 weeks (109.3 £ 14.0 vs. 111.8 £ 21.8, p=0.74) (see Figure 2).

In the ITT analysis for the primary hypothesis, the finding from the random coefficient’s
regression model predicting trajectory of PIL scores by treatment group indicated that
participants receiving CCBT and RCBT were equally likely to show an increase in PIL score
over time (group by time interaction: B=-1.22, SE=1.63, p=0.45, t=-0.75, p=0.45, Cohen’s
d=0.12, slightly favoring RCBT).

Similar findings were present among Christians only and in the PP analyses (Table 3).
However, in the ITT analyses among participants scoring 70% or higher on the combined
religiosity measure (i.e., the highly religious, n=40), those who received RCBT showed a
significantly greater increase in PIL over time compared to those receiving CCBT (group by time
interaction B=-5.87, SE=2.57, df=52, t=-2.29, p=0.026, Cohen’s d=0.64).
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Baseline PIL scores correlated positively with overall religiosity (r=0.34, p<0.0001) and
negatively correlated with depressive symptoms (r=-0.54, p<0.001) (n=132). Baseline religiosity
scores had a positive effect on the trajectory of increase in PIL scores over time (B=0.23,
SE=0.05, df=160, t=4.53, p<0.0001, Cohen’s d= 0.72). Baseline PIL scores predicted trajectory
of decline in depressive symptoms from baseline through the 24-week follow-up, regardless of
treatment group (B=-0.25, SE=0.03, df=301, t=-7.14, p<0.0001, Cohen’s d=0.82).

Discussion

This is the first study in clients with chronic medical illness and major depressive disorder to
examine the effects of a religiously-integrated form of CBT compared to conventional CBT on
changes in PIL over time. Our primary hypothesis was that RCBT would increase PIL to a
greater extent during and after treatment compared to CCBT. This hypothesis was not confirmed
in the ITT or PP analyses in the overall group or among Christian clients. However, we did find
that RCBT was more likely than CCBT to increase PIL among highly religious clients (those
scoring in the top 30% on the combined religiosity measure). Finally, religiosity and PIL scores
were positively correlated at baseline, and higher baseline religiosity predicted a more rapid
increase in PIL over time, regardless of treatment group.

Interpretation

As noted in the introduction, many studies have reported a link between religiosity and purpose
or meaning in life. Sigmund Freud, who was not sanguine about the role of religion in
psychological health, wrote in 1930, “Only religion can answer the question of the purpose of
life. One can hardly be wrong in concluding that the idea of life having a purpose stands and falls
with the religious system” (p. 25). Unexpected, then, was the finding that a form of CBT which
integrates religious beliefs and practices into therapy did not increase PIL more quickly than
conventional CBT, especially in clients who were all at least somewhat religious or spiritual. One
reason may be that an emphasis on PIL in the setting of chronic illness was part of the therapy in
both treatment groups, with the only difference being that PIL was linked to religious beliefs in
RCBT, whereas CCBT addressed PIL more generally. Both treatment approaches were virtually
the same in every respect except for the use and integration of clients’ religious beliefs into
therapy. Apparently the latter did not matter for the majority of participants. Although this study
was not powered to show a difference between treatment groups on change in PIL, the effect size
(that slightly favored RCBT) was quite small in the overall sample (d=0.12).

Perhaps a religiously-integrated therapeutic approach that focused more on PIL might
have had a greater effect. For example, Meaning Centered Group Psychotherapy (MCGP) is a
therapeutic approach based on the writings of Viktor Frankl that is designed to help medically ill
clients with advanced cancer to sustain or enhance a sense of meaning and purpose in their lives
(Greenstein & Breitbart, 2000). This approach, while it does not specifically integrate clients’
religious beliefs into therapy, has been shown to impact meaning and purpose measured using a
subscale of the FACIT-Sp (Breitbart et al., 2010). Adding a religious element to this treatment
might have had even a greater impact, especially for highly religious clients.

In this study, however, the religiosity of participants did relate to their PIL. First,
religiosity was positively related to PIL at baseline. Second, those with higher baseline religiosity
were more likely than those who were less religious to experience an increase in PIL,
irrespective of treatment group. Third, RCBT was more likely than CCBT to increase PIL during
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and following treatment in the highly religious, and the effect size was robust (d=0.64). This
finding may be due to a regression-to-the-mean, given that those in the CCBT group at baseline
were lower on PIL than those in the RCBT group. However, the finding could also mean that
religiously-integrated CBT in those with strong religious beliefs may be particularly effective in
increasing PIL. Also, greater PIL at baseline was a significant predictor of a decline in depressive
symptoms among clients with major depression, regardless of treatment group, indicating that
these effects may have other clinical consequences as well.

Limitations and Strengths
As noted above, the greatest limitation of this analysis is that the primary study was not designed
to compare the effects of RCBT vs. CCBT on PIL, but rather on depressive symptoms. Our
finding of no difference between treatment arms also does not mean that RCBT and CCBT were
similar in increasing PIL for the overall sample. Although RCBT was more effective than CCBT
in highly religious clients, our classification as “highly religious” was (although a priori)
somewhat arbitrarily defined as those scoring in the top 30% on the combined religiosity scale.
The study had several strengths. First, it was a randomized clinical trial that utilized a
manual-based religiously integrated CBT intervention directed at the specific religious beliefs of
clients (Christian, Buddhist, Hindu, Muslim, Jewish), and is the first study to our knowledge to
examine effects on PIL in those with major depression and chronic medical illness. Second, a
standard measure of PIL with solid psychometric properties was used to assess the primary
outcome; this measure has been consistently related to measures of psychological state,
depression, morale, happiness, and self-esteem in prior research. Third, participants came from a
wide range of religious groups identified from the southeastern and southwestern U.S., two sites
with quite diverse sociocultural backgrounds. Lastly, the design and statistical methods that
enabled us to use growth curve modeling to examine effects of treatment group and baseline
factors on changes in PIL during treatment and three months later in a relatively large sample.

Conclusions

Religiously integrated CBT was no more effective than conventional CBT in increasing PIL
during the course of therapy or up to three months later. However, RCBT does appear to be more
effective than CCBT on increasing PIL in those who are highly religious, and although this was a
secondary hypothesis, the findings make sense based on what is known about religiosity and PIL
from the literature (and the finding that baseline religiosity predicted changes in PIL over time).
To adequately compare the effectiveness of CCBT vs. RCBT with respect to PIL in the overall
population, future clinical trials with sample sizes powered for a non-inferiority trial are needed
to confirm that CCBT is not less effective than RCBT overall in those who are at least somewhat
religious or spiritual. Similarly, future trials are needed to confirm that RCBT is more effective
than CCBT on increasing PIL in highly religious subjects with both major depression and
chronic medical illness.
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Figure 1: Recruitment diagram
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CCBT=Conventional Cognitive Behavioral Therapy; RCBT=Religiously-integrated Cognitive
Behavioral Therapy; FU=follow-up. Figure adapted from Koenig et al. (2015).
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Figure 2: Effects of religious vs. conventional CBT on PIL among the highly religious (n=40).
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Table 1: Baseline characteristics by treatment group (n=132)

Demographics
Gender (female), % (n)

Age (years), mean (SD)

Race (white), % (n)
Education (years), mean (SD)
Marital status (married), % (n)

Religious characteristics
Christian affiliation, % (n)
Importance (very), % (n)
Attendance (=/>weekly), % (n)
Prayer (=/> daily), % (n)
Intrinsic (IRS), mean (SD)
Experiences (DSE), mean (SD)

Physical illness severity

Physical function (DASI), mean (SD)
Severity (CIRS), mean (SD)
Comorbidity (CCI), mean (SD)

Depression

Symptoms (BDI), mean (SD)
Onset (past 12 mo), % (n)
Recurrent depression (>2), % (n)

Study design
Manual fidelity, mean (SD)'

Site (Durham), % (n)

Phase (II), % (n)

RCBT type, % (n)
Christian
Non-Christian

CCBT
(n=67)

65.7 (44)
52.5 (13.7)
58.2 (39)
15.2 (3.2)
41.8 (28)

92.5 (62)
44.8 (30)
41.8 (28)
38.8 (26)
34.5 (8.3)
57.5 (16.1)

29.1 (5.6)
6.5 (4.7)
2.9 (2.8)

25.8(9.2)
70.1 (47)
76.1 (51)

31.9 (4.5)
47.8 (32)
70.1 (47)

Volume 6, Issue 1, February 2016

RCBT
(n=65)

72.3 (47)
50.7 (13.3)
47.7 31)
15.0 (3.5)
36.9 (24)

83.1 (54)
49.2 (32)
43.1 (28)
35.4 (23)
35.2 (8.4)
57.7 (15.9)

28.7(5.9)
7.1 (5.7)
2.3(2.2)

24.6 (7.2)
73.8 (48)
70.8 (46)

31.8 (3.8)
46.2 (30)
70.8 (46)

83.1 (54)
16.9 (11)

SD=Standard Deviation; [RS=Intrinsic Religiosity Scale; DSE=Daily Spiritual Experiences
scale; CCI=Charlson Comorbidity Scale; DASI=Duke Activity Status Index; CIRS=Cumulative
Illness Rating Scale; BDI=Beck Depression Inventory;
CBT=Cognitive Behavioral Therapy; CCBT=Conventional CBT; RCBT=Religiously-Integrated
CBT' n=42 for CCBT group, n=43 for RCBT group
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Table 2. Average Purpose in Life Scale score by treatment group

All Participants

PIL at baseline (n=67/65)
PIL at 12 wk (n=48/47)
PIL at 24 wk (n=34/34)

Participants (Christian)
PIL at baseline (n=62/54)
PIL at 12 wk (n=43/47)
PIL at 24 wk (n=29/27)

Participants (highly religious)
PIL at baseline (n=20/20)
PIL at 12 wk (n=16/16)

PIL at 24 wk (n=11/12)

Per-protocol (all)

PIL at baseline (n=46/47)
PIL at 12 wk (n=45/43)
PIL at 24 wk (n=31/30)

Per-protocol (Christian)
PIL at baseline (n=41/36)
PIL at 12 wk (n=40/33)
PIL at 24 wk (n=26/33)

Per-protocol (highly religious)

PIL at baseline (n=14/18)
PIL at 12 wk (n=14/16)
PIL at 24 wk (n=9/12)

CCBT
Mean (SD)

87.7 (16.0)
100.7 (19.2)
102.5 (18.3)

86.9 (15.9)
100.5 (20.0)
101.7 (19.1)

100.3 (11.5)
112.4 (13.8)

109.3 (14.0)

87.1 (17.1)
100.2 (19.6)
103.2 (18.6)

85.9 (17.1)
100.0 (20.5)
102.4 (19.6)

98.7 (12.7)
112.3 (14.6)
110.6 (14.6)

RCBT
Mean (SD)

85.4 (16.5)
103.3 (17.5)
101.3 (20.7)

85.6 (15.9)
104.8 (16.6)
101.0 (21.3)

88.8 (17.8)
112.8 (16.3)

111.8 (21.8)

85.5 (16.9)
103.3 (17.6)
101.2 (20.5)

85.9 (16.1)
104.9 (16.7)
100.8 (21.2)

85.9 (16.1)
112.8 (16.3)
111.8 (21.8)

Volume 6, Issue 1, February 2016

t value

0.82
-0.69
0.25

0.45
-1.02
0.13

2.44
-0.07

-0.33

0.44
-0.76
0.40

-0.01
-1.11
0.27

1.65
-0.08
-0.15

0.42
0.49
0.80

0.65
0.31
0.90

0.02
0.94

0.74

0.66
0.45
0.69

0.99
0.27
0.79

0.11
0.94
0.88

PIL=Purpose in Life Scale score, CCBT=Conventional Cognitive Behavioral Therapy,
RCBT=Religiously-Integrated Cognitive Behavioral Therapy, wk=weeks, SD=standard

deviation, p=significance level
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Table 3: Effect of RCBT vs. CCBT on trajectory of change in purpose in life from baseline
through 24 weeks

B SE p
All Participants (n=132)
Main effect of group 2.56 3.89 0.51
Group x time interaction -1.22 1.63 0.45
Time x Time -7.60 1.34 <0.0001
Participants (Christian) (n=116)
Main effect of group 1.36 4.21 0.74
Group x time interaction -1.04 1.83 0.57
Time x Time -8.24 1.50 <0.0001
Participants (highly religious) (n=40)
Main effect of group 16.7 6.40 0.01
Group x time interaction -5.87 2.57 0.03
Time x Time -9.17 2.12 <0.0001
Per-protocol (all) (n=93)
Main effect of group 0.58 4.69 0.90
Group x time interaction -0.44 1.76 0.81
Time x Time -7.37 1.42 <0.0001
Per-protocol (Christian) (n=77)
Main effect of group -1.56 5.24 0.77
Group x time interaction -0.02 2.01 0.99
Time x Time -8.02 1.62 <0.0001
Per-protocol (highly religious) (n=32)
Main effect of group 11.81 7.19 0.11
Group x time interaction -4.14 2.74 0.14
Time x Time -9.06 2.22 <0.001

CCBT=conventional cognitive behavioral therapy, RCBT=religiously-integrated cognitive
behavioral therapy; B is unstandardized coefficient (CCBT=0, RCBT=1) from mixed effects
growth curve models; SE= standard error, p=significance level
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