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Researchers have increasingly called for the examination of both mental health symptoms and well-being
when providing and evaluating psychotherapy, and although symptoms and well-being are typically
inversely related, these appear to be distinct constructs that may require distinct intervention strategies.
Positive psychology interventions, virtue-based treatments, and psychotherapies explicitly focused on
promoting well-being have emerged in response to, or perhaps in concert with, the calls for attention to
symptoms and well-being. Our review of the relevant and vast research pockets revealed that these
treatments demonstrated relative efficacy in promoting well-being, whereas evidence for relative efficacy
when reducing symptoms was largely inconclusive, particularly in psychotherapy contexts. We organized
our review around the virtue-ethics notion that growth in virtuousness fosters flourishing, with flourishing consisting of more than the absence of symptoms, and specifically, that flourishing also involves
increased well-being. The lack of evidence for relative efficacy among active alternative treatment
conditions in promoting flourishing may suggest equal effectiveness, and yet, this also suggests that there
are yet-to-be-identified moderators and mechanisms of change and/or insufficient use of research designs
and/or statistical procedures that could more clearly test this major tenet of the virtue-ethics tradition.
Nevertheless, we know that evidence-based problem-focused psychotherapies are effective at reducing
symptoms, and our review showed that positive psychology interventions, virtue-based treatments, and
psychotherapies explicitly focused on well-being promote well-being and/or virtue development. We
encourage researchers and psychotherapists to continue to integrate symptom reduction and well-being
promotion into psychotherapy approaches aimed at fostering client flourishing.

Clinical Impact Statement
Question: How does psychotherapy promote client flourishing? Findings: We suggest that psychotherapy inherently, and most often, implicitly, conveys a vision of the good life, that is, psychotherapy cannot avoid communicating to clients what it means to flourish. Flourishing is more than
symptom reduction and consists of improved well-being. Positive psychology interventions, virtuebased treatments, and psychotherapies explicitly focused on promoting well-being have emerged in
response to, or perhaps in concert with, calls for greater attention to symptom reduction and
well-being promotion in psychotherapy. Our review revealed that these treatments demonstrated
relative efficacy in promoting well-being, whereas evidence for their efficacy at reducing symptoms
was largely inconclusive. Meaning: Our conclusion is that promoting flourishing in psychotherapy
likely requires a dual focus that uses distinct interventions to target symptoms and well-being. Next
Steps: The lack of evidence for relative efficacy in promoting flourishing suggests that there are
yet-to-be-identified moderators and mechanisms of change and/or insufficient use of research designs
and statistical procedures that could more clearly test the major tenet of the virtue-ethics tradition that
virtues are constitutive of client flourishing. The latter also highlights the need for effectiveness
studies involving diverse clients receiving routine care in outpatient community-based clinics, that is,
practice-based designs, with much greater attention to therapist effects.
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“We cannot conduct psychotherapy without some sense of how life is
best lived.”
—Jon Allen (2008, p. 166)

The World Health Organization (WHO, 2014) defines mental
health as “a state of well-being in which every individual realizes
his or her own potential, can cope with the normal stresses of life,
can work productively and fruitfully, and is able to make a contribution to her or his community” (para. 1). The WHO definition
resonates strongly with the holistic virtue-ethics notion of the good
life advanced by many different cultural, philosophical, and religious traditions, and this developmental, generative, and communal view of well-being contrasts with the deficit-based, symptomalleviating focus that has historically prevailed in mental health
care in the United States (Peteet, 2018; VanderWeele, McNeely, &
Koh, 2019). Deficit-based views of health “fall short of capturing
what is most important to people in their daily lives” such as
“being happy, having meaning and purpose, being a ‘good person’,
and having fulfilling relationships” (VanderWeele et al., 2019, p.
E1).
Some clinicians would balk at the idea that psychotherapy
conveys an idea about the good life, as suggested by Allen (2008);
however, contemporary perspectives generally acknowledge that
psychotherapy is inherently value laden and founded on largely
implicit views of what constitutes healthy living (Fowers, 2005;
Proctor, 2019; Tjeltveit, 2004). Healers throughout time have
offered rituals, practices, and folk therapies aimed at cultivating
particular virtues thought to contribute to the good life. In fact,
many different virtue-ethics traditions have advanced a general
thesis that growth in virtues is a component of the good life (Allen,
2008; Banicki, 2014; Cloninger & Cloninger, 2016; Proctor,
2019), yet this key idea of virtue-ethics theories has never been
fully empirically tested in psychotherapy treatment contexts. There
are, however, signs that this virtue-ethics thesis is gaining traction
through partial tests of the main thesis and garnering increased
research attention. Positive psychology researchers, for example,
have advanced a significant body of empirical research on virtues
and well-being. In addition, calls have increased to examine both
mental health symptoms (heretofore just symptoms) and wellbeing when providing and evaluating psychotherapy (Trompetter,
Lamers, Westerhof, Fledderus, & Bohlmeijer, 2017; Wood &
Johnson, 2016). Furthermore, Peteet (2018) suggested that a fourth
wave of psychotherapies has emerged, and rather than correct
“deficits responsible for dysfunction,” these psychotherapies explicitly promote well-being (p. 90). For others, attending to symptoms and well-being involves integrating positive psychology with
evidence-based mainstream psychotherapies (Wood & Johnson,
2016).
The WHO definition and virtue-ethics advancements invite
complex and important questions about the contemporary practice
of psychotherapy. First, if psychotherapy does convey teleological
visions of the good life (see also, Fowers, 2005; Peteet, 2018;
Proctor, 2019), then what are the differing accounts of the good life
and how do these accounts consider client diversity (i.e., construct
clarification and cultural generalizability)? Second, psychotherapy
is generally effective at reducing symptoms, and yet, what do we
know about the extent to which psychotherapy can improve clients’ well-being (i.e., relative efficacy and effectiveness)? We use
the term relative efficacy to refer to randomized controlled trial

(RCT) research designs that compare an intervention with either
no-treatment control conditions (e.g., waitlist) or alternative active
treatment conditions (e.g., treatment as usual [TAU]; bona fide
treatments, i.e., treatments intended to be therapeutic, see Goldberg & Tucker, 2019; “non-specific active” conditions, see Goldberg & Tucker, 2019, p. 2). At the same time, we acknowledge that
some use a more limited definition for relative efficacy applied to
active conditions alone, whereas the term absolute efficacy is
applied to RCT designs using no-treatment conditions (Munder et
al., 2019). Effectiveness refers to evidence that an intervention
alleviated symptoms or improved well-being, apart from design,
that is, effectiveness can be demonstrated in RCTs when no
posttest difference is found among comparison conditions (i.e.,
interventions were equally effective) or when the design did not
use a comparison condition (i.e., single, within-group only design).
Third, what do we know about the conditions and mechanisms of
change that facilitate improvement in symptoms and well-being
(i.e., for whom, when, where, and why is psychotherapy effective)? Our own consideration of these questions led us to conclude
that there is no single, well-organized body of psychotherapy
literature but rather several vast “pockets” that bear upon these
questions. We offer key definitions and then an overview of the
relevant research pockets before summarizing a clinical research
prospectus.

Key Definitions for the Good Life in Psychotherapy
Virtues
Sandage and Hill (2001) defined virtues as “qualities of human
character and excellence which enhance the capacity to live well,
to live ‘the good life’” (p. 243). They went on to describe virtues
as (a) an integration of ethics and well-being, (b) embodied dispositions, (c) sources of resilience for coping with stress and
suffering, (d) embedded in diverse sociocultural contexts and
traditions, (e) linked to a telos that defines meaningful life purpose,
and (f) grounded in a reflective capacity for practical wisdom
(phronesis). Some may prefer the term character strengths, as the
word virtue might connote moral rigidity, sexual “purity,” or
perfectionism, although most virtue traditions construe virtues as
flexible capacities that generally promote personal and relational
health rather than external conformity. Virtuous behavior springs
from intrinsic motivation and dispositions that also require wise
deliberation on appropriate actions in particular contexts (Fowers,
2005). Thus, virtues synthesize cognitive, affective, motivational,
contextual, and behavioral dimensions of psychosocial functioning
and, as such, align well with the ways in which psychotherapists
commonly conceptualize clients and seek to help them develop
constructive motivations and behaviors in particular contexts.
Virtues are also developmental and involve a personal striving
to perform virtuous acts and construct “meaning from the resulting
personal growth” (Lambert, Passmore, & Holder, 2015, p. 313).
Battaly (2016), however, suggested that, intentional selfcultivation of virtues is limited, and virtuous development requires
sociocultural support and facilitation, and in fact, the environment
may (or may not) foster growth apart from the individual’s intentionality. This has been a particular concern in feminist approaches
to virtue ethics (Dillon, 2018). Others point out that virtuous
actions will not always immediately lead to the good life and that

This document is copyrighted by the American Psychological Association or one of its allied publishers.
This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.

VIRTUE AND FLOURISHING IN PSYCHOTHERAPY

the good life may involve suffering or negative emotion, particularly in the short term (Lambert et al., 2015; Lomas & Ivtzan,
2016). Lambert et al. (2015) further noted that over the long haul,
virtuousness might result in “fatigue and a loss of perspective”
requiring “hedonic activity for rejuvenation” (Lambert et al., 2015,
p. 313). Lomas and Ivtzan (2016) suggested that the good life is
inherently uncertain and ever evolving and involves a dialectic
between negative and positive experiences. Furthermore, virtuousness lies in the middle, between two extremes, a balanced position
between excess and deficiency (e.g., humility is the mean, servility
the excess, and arrogance the deficiency; Haggard et al., 2018).
Integrating virtues into psychotherapy therefore is complex, requiring client self-determination, psychotherapist intentionality
and cultural sensitivity, and larger system and relational support.
Yet, virtue-related themes (e.g., hope, forgiveness, self-control,
justice, compassion) likely emerge regularly in psychotherapy, and
virtues hold potential as change mechanisms toward greater symptom reduction and well-being (Rusk, Vella-Brodrick, & Waters,
2018). Actualizing these changes may involve a curvilinear pattern
of “ups and downs” over an extended period, requiring therapist
virtues such as patience and humility, which, however, may not be
afforded in every clinical context.

Well-Being
Well-being is a construct defined in a multitude of ways, from
multiple disciplines and philosophical traditions (Lambert et al.,
2015), and as such presents challenges when making sense of
existing empirical findings. Subjective well-being, for example, “is
a broad umbrella term that refers to all different forms of evaluating one’s life or emotional experience, such as satisfaction,
positive affect (PA), and low negative affect” (Diener et al., 2017,
p. 87). However, others define subjective well-being as a synthesis
of Diener et al.’s (2017) definition, labeled emotional well-being,
with positive functioning, which is composed of the dimensions of
psychological and social well-being (Magyar-Moe, Owens, &
Conoley, 2015). Yet, subjective well-being is most frequently
operationalized in the outcome literature as distinct from positive
functioning and, as such, fits best with Diener et al.’s (2017)
definition mentioned above or the dimension of emotional wellbeing within other conceptualizations. Psychological well-being,
on the other hand, can broadly refer to positive functioning
(Magyar-Moe et al., 2015) and is most closely associated with
Ryff’s (1989) developmental model, consisting of six dimensions:
(a) autonomy, (b) environmental mastery, (c) personal growth, (d)
positive relations with others, (e) purpose in life, and (f) selfacceptance. Other dimensions of positive functioning consist of
spiritual (Wong, 2011) and social well-being (Keyes, 1998).
Well-being has also been conceptualized as quality of life (QoL)
and its derivative health-related QoL. QoL research represents a
distinct tradition, largely unintegrated with positive psychology
and lacking definitional and measurement clarity (Marujo & Neto,
2016; Park, 2015). QoL is generally considered a multidimensional construct (i.e., “social relationships, physical health, economic status, and functioning in daily activities and work,” Hofmann, Wu, & Boettcher, 2014, p. 374, and spirituality, Marujo &
Neto, 2016). Some dimensions reflect positive functioning,
whereas others emphasize experiencing positive or pleasurable
emotions, consistent with meta-analytic classifications that specify
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either positive functioning or subjective well-being as outcomes
indicating QoL (Hendriks, Schotanus-Dijkstra, Hassankhan, de
Jong, & Bohlmeijer, 2019). Marujo and Neto (2016) noted, however, that QoL conceptualizations tend to place greater emphasis
on positive or pleasurable emotions and, therefore, overlap considerably with the construct of subjective well-being. QoL also
appears to be the primary way a well-being focus is being integrated into psychotherapy for substance use disorders, with some
advocating for broadening the definition of recovery to include
subjective well-being and positive functioning along with reduced
levels of substance use (Witkiewitz et al., 2019). The call for
clinicians treating substance use disorders to attend to both substance use and well-being parallels that within the psychotherapy
literature on treating symptoms (i.e., anxiety, depression), and yet,
the integration of well-being in these respective psychotherapy
literatures seems to be occurring largely distinct from each other,
perhaps reflecting the way QoL research and positive psychology
remain largely unintegrated.

Flourishing
Flourishing means to grow or prosper (VanderWeele et al.,
2019), tends to be used synonymously with the good life, and
refers to a holistic, multidimensional, developmental understanding of well-being. Aristotle used the term eudaimonia (translated
as happiness or flourishing) to refer to the good life and argued that
eudaimonia is achieved through an integration of virtue, practical
wisdom, and moral strength or commitment. Our view of flourishing encompasses subjective well-being but moves beyond and
is informed by contemporary theories of eudaimonic well-being
characterized by relational maturity, meaningful life purpose, selfdetermination, virtue, and communal concern through prosocial
behavior (Lambert et al., 2015). Wong (2011) offered a shorthand
definition of eudaimonia as “meaning plus virtue” (p. 75) and
suggested that resilience, that is, adapting and growing through
suffering, is an important aspect of flourishing. In contrast, the
term hedonic well-being is used synonymously with subjective
well-being to capture positive or pleasurable emotional experiences. Life satisfaction, for example, is a frequently used indicator
of subjective well-being. Yet, life satisfaction, much like QoL, is
also conflated with indicators of eudaimonia, and therefore, it may
reflect hedonic and/or eudaimonic well-being depending on
whether the operationalization includes items solely about felt
satisfaction or whether the operationalization includes items about
life meaning/purpose (Proctor, Tweed, & Morris, 2015). Clearly,
views of flourishing also differ across cultures and reflect cultureladen values. It can be valuable for clinicians to reflect on their
own assumptions about well-being in relation to these aforementioned constructs.
Some have expanded the term flourishing to include the dimension of symptoms such that flourishing refers to not only high
eudaimonic and hedonic well-being but also low levels of symptoms (O’Connor et al., 2012; Trompetter et al., 2017). It is in this
way that we use the term flourishing throughout the remainder of
the article. The dimensions of symptoms and well-being are regarded as independent yet typically inversely related (O’Connor et
al., 2012), with some suggesting that virtues may moderate the
association between symptoms and well-being (Hall-Simmonds &
McGrath, 2019). For example, it may be that a client high in
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forgiveness feels compelled to work at forgiving a partner who has
hurt them and, thus, simultaneously experiences sadness and distress from facing the hurt, and yet, this may lead to positive
functioning in the form of behaviors conducive to (a) reducing the
negative impact of unforgiveness and (b) possibly repairing the
relational rupture (e.g., willingness to talk about the hurt, listen to
the other and perspective-take). Others refer to this dialectic relation between symptoms and well-being as resilience, that is, symptoms and well-being may be copresent and codependent (Lomas &
Ivtzan, 2016) and may be deemed a special case of flourishing,
particularly in the presence of risk factors (Newcomb-Anjo,
Barker, & Howard, 2017). A client, for example, high in gratitude
who recently experienced job loss amid ongoing chronic physical
health concerns may experience symptoms of anxiety in response
to the stressors and, yet, may also experience appreciation for
accruing “on-the-job training” and optimism about that training
being rewarded through active job searching. Thus, gratitude
might facilitate agency and resilience while including selfawareness of anxiety, and this is important for clinicians who may
worry that virtues could involve maladaptive defense mechanisms
(e.g., reaction formation).

Overview of Relevant Research
Our review of existing literature involved electronic database
searches using combinations of the key terms: virtues, well-being,
flourishing, positive psychology interventions (PPIs), symptoms,
and psychotherapy, which then focused our review on metaanalyses of RCTs. Our review was prompted by the virtue-ethics
notion that virtues might both foster and comprise flourishing,
which then brought focus to positive psychology as the broad
domain where aspects of this virtue-ethics premise were most
centrally examined. We then created categories of interventions
that tapped into aspects of the virtue-ethics premise based on
foundational observations about PPIs noted in the literature. First,
the use of PPIs emerged as a response to the neglect of well-being
promotion in psychotherapy (Bolier et al., 2013; Hendriks et al.,
2019). Second, PPIs have taken several forms: (a) supplements to
evidence-based treatments, (b) stand-alone treatments, or (c) integrated into other treatment approaches (Chakhssi, Kraiss,
Sommers-Spijkerman, & Bohlmeijer, 2018; Parks & Schueller,
2014; Wood & Johnson, 2016). Third, consensus seems to be
emerging on the three criteria for defining a PPI, that is, the PPI (a)
explicitly promotes positive emotion, cognition, and/or behavior;
(b) uses identifiable, evidence-based pathways; and (c) is theoretically grounded in the discipline of positive psychology (Hendriks
et al., 2019). Pathways refer to activities, delineated as savoring,
gratitude, kindness, forgiveness, empathy/social connection,
meaning, strengths, and/or optimism (Parks & Schueller, 2014;
Parks & Titova, 2016). The pathways are largely behavioral tasks
or exercises (e.g., writing a kindness or memorable event list,
character strengths use homework assignments such as practicing
courage by initiating conflict resolution with a friend), and yet, the
tasks use different change mechanisms, including experiential
(e.g., savoring), cognitive (e.g., future-oriented thinking), and interpersonal (e.g., kindness; Parks & Titova, 2016). These observations formed the basis of our framework for organizing the
meta-analytic findings into intervention categories: (a) explicit
PPIs, (b) non-PPI psychotherapies with an explicit well-being

focus, (c) virtue-based treatments, and (d) non-PPI yet bona fide
treatments, with the latter emerging as a key comparison condition
in efforts to examine relative efficacy.

PPI Psychotherapies
PPIs may typically be an adjunct to evidence-based treatment,
and yet, some have incorporated PPIs into distinct psychotherapeutic models (e.g., well-being therapy [WBT], Fava et al., 2005;
positive psychotherapy [PPT], Seligman, Rashid, & Parks, 2006).
For example, WBT involves an additive component to cognitive–
behavioral therapy (CBT) that uses homework assignments (e.g.,
daily diary) to focus client self-observation. Treatment progresses
through noticing moments of well-being, identifying cognitions
that interfere with well-being, and encouraging activities that promote mastery and pleasure. Fava et al. (2005) found that a CBT ⫹
WBT sequential treatment showed greater improvement in
observer-rated anxiety and Ryff’s (1989) six dimensions of wellbeing relative to a CBT-only condition.
By comparison, PPT makes explicit use of PPIs to promote
aspects of Seligman’s (2011) PERMA model (i.e., positive emotion, engagement, relationships, meaning, and accomplishment).
PPT involves exploring client strengths, using the Values in Action
(Peterson & Seligman, 2004) framework and assessment instrument of 24 strengths arranged under six virtues (i.e., wisdom,
courage, humanity, justice, temperance, and transcendence). Individuals’ self-identified character strengths are then formulated into
treatment goals and action plans to put the strengths to use to
achieve treatment goals. Seligman et al. (2006) found that individual PPT showed greater improvements in depression and happiness (i.e., PPT Inventory, with three subscales: Pleasant Life,
Engaged Life, and Meaningful Life) relative to TAU (i.e., “integrative and eclectic approach,” p. 781) and TAU ⫹ medication.
Building upon these early exemplars of integration, a number of
practical resources have advanced for psychotherapists who want
to incorporate PPIs into their clinical work with a particular client,
including PPI psychotherapies and explicit strengths interventions
(Magyar-Moe, 2009; Niemiec, 2018; Parks & Schueller, 2014).

Non-PPI Psychotherapies With a Well-Being Focus
Although not fully meeting the criteria defining a PPI, in large
part because these emerged within traditions outside of positive
psychology, treatments that explicitly aim to promote well-being
have demonstrated effectiveness (e.g., acceptance and commitment therapy [ACT], mindfulness-based interventions [MBIs];
Trompetter et al., 2017; Weiss, Westerhof, & Bohlmeijer, 2016;
existential therapies, Vos, Craig, & Cooper, 2015), and there is
evidence that psychotherapies aimed at improving interpersonal
functioning are effective (e.g., interpersonal therapy, emotionfocused therapy, McFarquhar, Luyten, & Fonagy, 2018). Non-PPI
psychotherapies can be distinguished by the extent to which hedonic and/or eudaimonic well-being undergird the treatment focus,
with interpersonal treatments typically lacking an overt conception
of well-being to frame therapeutic goals and intervention strategies, despite the focus on improving interpersonal functioning.
MBIs, on the other hand, have an explicit well-being foundation
and focus, and yet, the clinical application of MBIs has emphasized symptom reduction (Ivtzan et al., 2016). MBIs have been
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incorporated into various psychotherapies, including, for example,
ACT and mindfulness-based cognitive therapy, and MBIs can be
readily integrated into other therapeutic approaches (Gu, Strauss,
Bond, & Cavanagh, 2015; Spijkerman, Pots, & Bohlmeijer, 2016;
Vøllestad, Nielsen, & Nielsen, 2012). Thus, although MBIs have a
well-being foundation, and dispositional mindfulness has been
conceptualized as a virtue within Buddhist traditions (MacKenzie,
2018), MBIs are typically not regarded as PPIs (Bolier et al., 2013;
Chakhssi et al., 2018). Efforts to integrate positive psychology and
MBIs have occurred with an emphasis on (a) conceptualizing
dispositional mindfulness as a synthesis of the character strengths
of self-regulation (i.e., the virtue of temperance) and curiosity (i.e.,
the virtue of wisdom) within the Values in Action framework, and
(b) focusing the intervention on the promotion of positive emotion,
cognition, and behavior, using, for example, the PPI pathway of
savoring (Ivtzan et al., 2016; Littman-Ovadia & Niemiec, 2016).
MBIs are multifaceted and consist of meditative or contemplative practices (e.g., breathing meditation, guided meditation, silent
meditation, mantra repetition, body scan, movement-based exercise [i.e., yoga]) but may also involve psychoeducation, group
discussion, group cohesion, and social support (Blanck et al.,
2018; Goyal et al., 2014). Mindful practice is thought to foster
dispositional mindfulness, which in turn is thought to reduce
symptoms and improve well-being, and there is empirical evidence
supporting dispositional mindfulness as a change mechanism
(Blanck et al., 2018), whereas support for other mechanisms, such
as decreases in emotional reactivity and repetitive negative
thoughts, seems limited to reducing symptoms (Gu et al., 2015).
Numerous meta-analyses of RCTs reveal that MBIs reduce symptoms and improve well-being among clinical samples (i.e., mental
and/or physical health symptoms; Goldberg et al., 2018; Goyal et
al., 2014; Spijkerman et al., 2016). Goyal et al. (2014), for example, found a moderate effect size for MBIs in the reduction of
anxiety and small effect sizes for improved depression and QoL
relative to the nonactive condition, whereas effect sizes were
nonsignificant relative to the active control condition. Spijkerman
et al. (2016) examined online MBIs and found small effect sizes
for improved depression, anxiety, and well-being (i.e., QoL, eudemonic well-being, life satisfaction) and increased dispositional
mindfulness, relative to a combined waitlist and active condition.
In addition, effect sizes did not differ by population type (i.e.,
community vs. clinical sample). By comparison, effect sizes
among nonclinical samples were somewhat larger, as Khoury,
Sharma, Rush, and Fournier (2015) found moderate effect sizes for
anxiety, depression, and QoL relative to predominantly nonactive
conditions (i.e., one active comparison condition of the 18 studies
with a between-groups comparison, and studies included nonRCTs with within-group comparisons only [n ⫽ 11]).
Previous research has also delineated psychotherapies as to
whether there is an overt problem focus (i.e., mental health symptom or interpersonal difficulties), with evidence that overt-focused
treatments are more effective at reducing symptoms, relative to
more diffuse-focused treatments (Yulish et al., 2017). At the same
time, Yulish et al. (2017) found mixed support for the effectiveness of overt-focused treatments to improve well-being (i.e., QoL).
Overt-focused treatments differed from diffuse-focused treatments
at posttest on well-being; however, conclusions about the relative
efficacy of overt treatments on improving well-being were limited
by (a) including “bona fide treatments” and those that were not in
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the relative efficacy comparison, and (b) overt-focused change
mechanisms were inconsistent predictors of QoL. The former is
limiting because significant posttest differences are more likely to
be observed when the comparison condition includes non– bona
fide treatments (p. 327), whereas for the latter limitation, the
mechanisms of (a) expectancy through problem/change sensemaking and (b) utilization of specific therapeutic actions each
predicted the relative efficacy of overt-focused treatments for
well-being when examined individually; however, when entered
simultaneously into the regression model, neither was significant.
It seems therefore that similar to the way overt problem-focused
treatment is more effective at reducing symptoms relative to
diffuse-focused treatment, an explicit well-being focus may promote greater gains in hedonic and/or eudaimonic well-being relative to diffuse- or overt problem-focused treatment. Furthermore,
this conclusion is consistent with the notion that symptom reduction and well-being “are distinct outcomes that interact in more
complex ways . . . [and] tailored intervention strategies that
[overtly] address both . . . are thus likely to be needed” (O’Connor
et al., 2015, p. 606). Nevertheless, Yulish et al. (2017) did find
some evidence that problem-focused treatments may improve
well-being.
Similarly, Kolovos, Kleiboer, and Cuijpers (2016) also found
evidence that non-PPI psychotherapies that have an explicit problem focus may reduce symptoms and improve QoL. Kolovos et al.
conducted a meta-analysis of RCTs examining the effectiveness of
psychotherapy for depression (e.g., CBT, life review, ACT, and
interpersonal psychotherapy) on QoL (i.e., “perceived health status, well-being or effective performance in daily life,” p. 460).
Kolovos et al. reported a moderate effect size for global QoL
relative to the waitlist condition and a small effect size relative to
the care-as-usual condition (i.e., “psychotherapy, antidepressant
medication or combination treatments,” p. 461). A large effect size
for depression was observed in the studies on global QoL. However, Kolovos et al. also found that “changes in QoL were not fully
explained by changes in depressive symptoms . . . [and concluded
that] this is an indication that QoL and depressive symptoms are
two different constructs” (p. 466), which is consistent with
O’Connor et al.’s (2015) suggestion that tailored interventions
overtly targeting both symptoms and well-being may be needed to
enhance the promotion of flourishing.

Virtue-Based Treatments
Distinct from PPIs and non-PPI psychotherapies overtly focused
on well-being, some treatments explicitly seek to foster the development of specific virtues. The term virtue-based treatments (McMinn, McLaughlin, Johnson, & Shoup, 2016) may better distinguish these interventions. Virtue-based treatments (e.g., REACH
forgiveness model, Wade, Hoyt, Kidwell, & Worthington, 2014)
promote virtuous actions consistent with PPIs, and yet, interventions are also guided by a developmental telos. For example, in the
REACH model, clients are guided through five steps: (a) recalling
the hurt and associated emotions, (b) empathizing with and taking
the perspective of the offender, (c) forgiving as an altruistic gift
within the victim’s control, (d) committing to forgive, and (e)
holding to the decision to forgive; all with the caveat that forgiving
is not “condoning the other’s actions or invalidating the oftenstrong feelings of the offended person” (Wade et al., 2014, p. 155).
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REACH aims to not only reduce symptoms (i.e., negative thoughts
and emotions, such as hurt, anger, and bitterness) but also help
“clients move toward more positive, even optimal functioning”
(Wade et al., 2014, p. 155).
Virtues are thus both process and outcome variables, and as such
in part define the good life, “both for the individual and the
common good” (Banicki, 2014; Wong, 2011, p. 73). Virtue-based
treatments are amenable to systemic formulations of change, such
as the synergistic change model (Rusk et al., 2018), in which
virtues foster “upward spirals”; that is, virtues may interact in
complex ways with each other or other change mechanisms (i.e.,
positive emotions, positive expectancy, intrinsic motivation, and
pathway activities) to promote well-being (p. 411). Thus, virtues as
change mechanisms consist of repeated acts of virtuousness and
growing levels of dispositional virtuousness over time, and virtuebased treatments are defined by an explicit intervention aimed at
developing the virtue(s) and measuring change in both the virtue(s) and symptoms as outcome variables, although such a theory
of change may not always be clearly articulated in the research.
Whether in the form of (a) integrating PPIs as adjunctive interventions or PPI psychotherapies, (b) psychotherapies explicitly
focused on well-being, or (c) offering an explicit virtue-based
intervention, psychotherapists have numerous avenues for considering and potentially incorporating virtues into their clinical work.
Yet, while avenues for integration proliferate, questions remain
about the empirical research undergirding these avenues, and along
these lines, we critically summarize the meta-analytic findings of
the empirical research examining PPIs and virtue-based treatments
(see Tables 1 and 2).

Meta-Analyses of PPIs
Two primary conclusions can be drawn from the studies summarized in Table 1. First, when criteria for assessing the quality of
RCTs were considered (e.g., using Cochrane criteria, such as
intention-to-treat analysis, group equivalency at pretest, adequate
power; Chakhssi et al., 2018), lower quality studies yielded larger
effect sizes, and the removal of these studies altered the observed
effects. For example, Chakhssi et al. (2018) observed that the
effect size for well-being remained small after the removal of
low-quality studies, yet significant, whereas for depression and
anxiety, the effect sizes became nonsignificant. On the other hand,
Hendriks et al. (2019) observed that the moderate effect sizes for
hedonic and eudaimonic well-being remained significant but
changed from moderate to small. Consistent with that reported by
Chakhssi et al. (2018), the small effect size for depression observed by Hendriks et al. (2019) became nonsignificant after
removal of low-quality studies, whereas unlike that reported by
Chakhssi et al. (2018), the moderate effect size for anxiety remained moderate. In sum, high-quality studies supported the relative efficacy of PPIs for improving well-being, whereas results
supporting the relative efficacy for reducing symptoms were
mixed. Second, results suggested that the well-being effect size for
PPIs with therapist guidance was significantly greater than the
effect size for nontherapist-guided PPIs and larger for individual
face-to-face interventions, and findings pointed to PPIs being more
effective when delivered over longer periods (Bolier et al., 2013;
Chakhssi et al., 2018; Weiss et al., 2016; see also, Sin & Lyubomirsky, 2009).

Meta-Analyses of Virtue-Based Interventions
Meta-analyses have also been conducted for interventions explicitly targeting virtues (see Table 2), and although there is
emerging support for the effectiveness of virtue-based interventions to foster growth in virtues, reduce symptoms, and increase
well-being, the evidence is less convincing than that for PPIs. In
fact, several themes emerged from the meta-analyses that highlight
the potential challenge of effectively integrating virtues into psychotherapy. First, Wade et al. (2014) distinguished among comparison conditions and noted larger effect sizes for comparisons
between forgiveness interventions and no-treatment control
groups, relative to alternative active control conditions. In fact, the
comparisons for the outcomes of symptoms only involved notreatment controls. Wade et al. also observed that there was greater
change in forgiveness for longer treatments and with more severe
offenses.
Second, Kirby, Tellegen, and Steindl (2017) observed moderate
effect sizes for compassion-based interventions when comparisons
involved nonactive conditions, and when the four active comparisons were included along with the nonactive conditions, moderate
effect sizes were still noted; however, for most of the outcomes, a
single study provided the active comparison condition and likely
had little influence on the initial observed effect sizes. More
recently, in their meta-analysis of self-compassion-related therapies, Wilson, Mackintosh, Power, and Chan (2019) observed moderate effect sizes for the outcomes of improved self-compassion,
depression, and anxiety relative to a passive comparison condition.
There was no difference between the self-compassion intervention
and the active control condition. Similarly, Galante, Galante, Bekkers, and Gallacher (2014), in their meta-analysis of kindnessbased meditation interventions, found no difference on compassion
when the comparison involved an active condition, whereas there
was a large effect size when the comparison involved a passive
condition. A large effect size was observed for depression and a
moderate effect size for self-compassion relative to the passive
condition, whereas the outcomes of life satisfaction and stress
showed no difference between the kindness intervention and the
passive condition. The studies reviewed by Kirby et al. (2017) and
Galante et al. (2014) were almost exclusively in nonclinical settings, whereas Wilson et al. (2019) included clinical samples.
Echoing Wade et al. (2014), Kirby et al. (2017) also noted the need
for research to address change mechanisms “underpinning . . .
these interventions” (p. 787).
Third, two meta-analyses for gratitude interventions further call
attention to the importance of considering the comparison condition when determining relative efficacy. Davis et al. (2016) found
significant effects on gratitude and well-being relative to a
measurement-only condition, whereas a significant effect for gratitude remained relative to an alternative activity condition, and
there was no difference between conditions on anxiety and wellbeing. When the alternative activity condition was further distinguished by matched activity (e.g., hassles list, daily activity list)
versus the PPI condition (e.g., kindness list, memorable event list,
best possible self), the gratitude condition scored higher on wellbeing than the matched activity condition but not the PPI condition. Davis et al. concluded that their results demonstrated “weak
evidence for the efficacy of gratitude interventions” (p. 25). By
comparison, Dickens (2017) found largest effect sizes for compar-

Character strengths
interventions

PPIs

PPIs

Chakhssi, Kraiss, SommersSpijkerman, and
Bohlmeijer (2018)

Bolier et al. (2013)

Treatment

Schutte and Malouff (2019)

Study

RCTs

RCTs

RCTs, and nonrandomly
assigned comparison
groups

Designs

Table 1
Summary of Meta-Analytic Findings for Positive Psychology Interventions

Active and nonactive

Active and nonactive

Active and nonactive
(e.g., waitlist)

Comparison
Hedonic well-being
(i.e., positive
affect, happiness;
n ⫽ 9)b
Depression (n ⫽ 7)
Life satisfaction
(n ⫽ 7)
Flourishing (i.e.,
eudaimonic wellbeing [e.g.,
meaningful life];
n ⫽ 2)
Strengths use (n ⫽
2)
Well-being (n ⫽
33; i.e., “social,
emotional, and/
or psychological
well-being,” p.
3; comprising
indicators of
hedonia [e.g.,
positive affect]
and/or
eudaimonia [e.g.,
Ryff’s
psychological
well-being] from
the individual
studies)
Depression (n ⫽
26)
Anxiety (n ⫽ 14)
Hedonic well-being
(n ⫽ 28; i.e.,
subjective wellbeing, life
satisfaction)
Eudaimonic wellbeing (n ⫽ 20;
e.g., Ryff’s
psychological
well-being)
Depression (n ⫽
14)

N ⫽ 2,174 Student,
employee, and
community

N ⫽ 6,139 Clinical
(i.e., psychiatric
[n ⫽ 4]), student,
community,
organization

N ⫽ 1,864 Clinical
(i.e., psychiatric
[n ⫽ 15] or
physical health
disorder)

Outcomes

Sample
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Small (.23)

Small (.20)

Medium (.36)
Medium (.34)

Small (.23)

Small (.24)

Medium (.55)

Medium (.36)

Small (.21)
Medium (.42)

Small (.32)

Effect sizea
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PPIs, and non-PPI treatments
explicitly focused on wellbeing

Weiss, Westerhof, and
Bohlmeijer (2016)

RCTs

RCTs

Designs

Active and nonactive

Active and nonactive

Comparison

Hedonic well-being
(n ⫽ 39; i.e.,
positive affect,
life satisfaction)
Eudaimonic wellbeing (n ⫽ 24;
measured by a
formal
assessment of
eudaimonia [e.g.,
Ryff’s
psychological
well-being, the
PPTI, or
indicators of
meaning in life,
self-efficacy])
Depression (n ⫽
25)
Anxiety (n ⫽ 11)
Stress (n ⫽ 8)
Eudaimonic wellbeing (n ⫽ 27;
e.g., Ryff’s
psychological
well-being)

N ⫽ 6,141 Clinical
(n ⫽ 24; n ⫽ 8
mental health
clinical sample),
nonclinical (n ⫽
26)

N ⫽ 3,579 Clinical
(n ⫽ 13) and
nonclinical (n ⫽
14)

Outcomes

Sample

Medium (.35)
Medium (.35)
Medium (.44)

Small (.29)

Medium (.39)

Medium (.34)

Effect sizea

Note. RCTs ⫽ randomized controlled trials; PPIs ⫽ positive psychology interventions, which include stand-alone interventions and PPI psychotherapies; PPTI ⫽ Positive Psychotherapy Inventory.
Effect size: 0 –.32 ⫽ small; .33–.55 ⫽ medium; ⬎.56 ⫽ large (Hendriks et al., 2019; Weiss et al., 2016).
a
Posttest comparison for the calculation of effect size (i.e., standardized mean difference), without adjustment for quality of studies. b Number of comparisons/studies. c Multicomponent ⫽ used
at least two PPIs aimed at improving at least two domains, that is, symptoms and/or aspects of hedonic and/or eudaimonic well-being.

Multicomponentc PPIs

Treatment

Hendriks, Schotanus-Dijkstra,
Hassankhan, de Jong, and
Bohlmeijer (2019)

Study

Table 1 (continued)
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Forgiveness interventions

Compassion-based
interventionsd

Compassion-based
interventions

Gratitude interventions

Kirby et al. (2017)

Wilson et al. (2019)

Davis et al. (2016)

Treatment

Wade et al. (2014)

Study

RCTs

RCTs

RCTs

RCTs, single-group
pre-posttest
comparisons
(n ⫽ 7)a

Designs

Table 2
Summary of Meta-Analytic Findings for Virtue-Based Interventions

N ⫽ 1,285 Clinical,
nonclinical

N ⫽ 1,172 Clinical
(i.e., mental
health disorder),
subclinical (i.e.,
mental health
symptoms)
N ⫽ 1,175 Student,
community,
clinical

Active (n ⫽ 4)
Nonactive (n ⫽ 17)

Active (n ⫽ 11),
nonactive (n ⫽
11)

Gratitude (n ⫽ 15)
Anxiety (n ⫽ 5)
Well-being (n ⫽ 20;
i.e., composite of
life satisfaction,
purpose in life,
depression)

Mediumc (.45)
Mediumb (.34)
Largeb (.63)
Largeb (1.00)
Mediumb (.55)
Largeb (.70)

(n ⫽ 22)
Depression (n ⫽ 10)
Anxiety (n ⫽ 7)
Hope (n ⫽ 6)
Compassion (n ⫽ 4)
Self-compassion
(n ⫽ 13)
Mindfulness (n ⫽ 6)
Depression (n ⫽ 9)
Anxiety (n ⫽ 9)
Well-being (n ⫽ 8;
i.e., hedonic
indicators such as
positive affect,
subjective
happiness, or life
satisfaction, and
n ⫽ 1 for PWB)
Self-compassion
(n ⫽ 26)
Depression (n ⫽ 22)
Anxiety (n ⫽ 17)

Active and nonactive

Large (.56)

Forgiveness (n ⫽ 53)

N ⫽ 2,323 Clinical,
nonclinical

Active and nonactive
(e.g., waitlist)

Effect size

(table continues)

Mediume (.46)
Nonsignificante (.11)
Smalle (.17)

Mediumb (.40)
Mediumb (.46)

Mediumb (.52)

Mediumb (.54)
Largeb (.64)
Mediumb (.49)
Mediumb (.51)

b

Outcomes

Sample

Comparison
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Hope interventions

Kindness-based
meditation

Weis and Speridakos
(2011)

Galante et al. (2014)

RCTs (n ⫽ 22)

RCTs (n ⫽ 12),
single-group preposttest
comparisons
(n ⫽ 15)

RCTs

Designs
Active and nonactive

Comparison

Depression (n ⫽ 2)
Mindfulness (n ⫽ 2)
Compassion (n ⫽ 2)
Self-compassion
(n ⫽ 4)
Life satisfaction (n ⫽
2)
Stress (n ⫽ 3)

Happiness (n ⫽ 5)
Depression (n ⫽ 5)
Well-being (n ⫽ 2;
i.e., composite of
hedonic [e.g.,
positive affect, life
satisfaction] or
eudaimonic
indicators [e.g.,
psychological
functioning],
distinguishable
from the single
indicator outcomes
of happiness,
positive affect, and
life satisfaction)
Positive affect (n ⫽
11)
Dispositional
gratitude (n ⫽ 3)
Grateful mood (n ⫽
5)
Life satisfaction (n ⫽
8)
Hope (n ⫽ 22)
Life satisfaction (n ⫽
10)
Psychological distress
(n ⫽ 9)

N ⫽ 5,233 Student,
community,
clinical (n ⫽ 2
mental health
clinical sample,
n ⫽ 3 physical
health condition)

N ⫽ 2,154 Clinical
(n ⫽ 17; n ⫽ 5
psychiatric, n ⫽
12 physical
health condition),
nonclinical (n ⫽
10)
N ⫽ 1,747 Student,
community (i.e.,
adult general
population),
clinical (n ⫽ 1
mental health
clinical sample,
n ⫽ 2 physical
health condition
sample)

Outcomes

Sample

Nonsignificantf (⫺.29)

Nonsignificantf (.19)

Largef (⫺.61)
Largef (.63)
Largef (.61)
Mediumf (.45)

Nonsignificantg (.04)

Smallg (.22)
Smallg (.16)

Smallf (.17)

Smallf (.31)

Smallf (.23)

Smallf (.18)

Small (.25)
Smallf (.13)
Smallf (.30)

Effect size
f

Note. RCTs ⫽ randomized controlled trials; n ⫽ number of studies or comparisons; PWB ⫽ psychological well-being. Effect size: 0 –.32 ⫽ small; .33–.55 ⫽ medium; ⬎.56 ⫽ large (Hendriks et
al., 2019; Weiss et al., 2016).
a
“Imputed control group data” (Wade et al., 2014, p. 154). b Pre-posttest standardized difference and then “comparison of change in the treatment group to change in the control group” (Wade et
al., 2014, p. 158) relative to no-treatment comparison. c Relative to alternative treatment comparison. d Multiple treatment models, such as compassion-focused therapy, mindful self-compassion,
and loving kindness meditation. e Posttest comparison for the calculation of effect size, relative to alternate activity condition. f Posttest comparison, relative to neutral or passive condition (i.e.,
nonactive). g Posttest comparison, or pre-post standardized mean difference.

Gratitude interventions

Treatment

Dickens (2017)

Study
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isons between gratitude interventions and negative activity conditions, with the gratitude condition showing higher levels of life
satisfaction, positive affect, optimism, and grateful mood and
lower levels of depression, negative affect, and stress. In contrast,
when comparing gratitude interventions and the alternative PPI
condition (i.e., acts of kindness, best possible self, using strengths),
the single significant effect showed the gratitude condition scoring
higher on well-being. Dickens, like Davis et al. (2016), was
cautious in her conclusion, suggesting that “gratitude interventions
can have positive benefit for people . . . [and yet] should not
necessarily be promoted above other types of positive interventions” (p. 204).
Last, a meta-analysis of hope interventions by Weis and Speridakos (2011) revealed that the interventions were more effective
for students and the general community than psychiatrically or
medically referred participants. Weis and Speridakos noted the
challenge of demonstrating effectiveness in “real-world contexts”
(p. 12) and the need to clarify change mechanisms, particularly
because hope has been posited as an important common factor in
therapeutic effectiveness. Taken together, virtue-based interventions hold the potential to promote well-being in psychotherapy,
although to date the effects have not necessarily been any greater
than PPIs. Findings were limited by the small number of studies
using clinical samples, the relative short duration of most treatments, and a lack of examination of theoretically grounded change
mechanisms. As clinicians can choose among many empirically
supported treatments, findings that virtue-based interventions outperform no-treatment controls or negative conditions offer little to
psychotherapists seeking to integrate virtue interventions in everyday practice.
In addition, as noted by Kirby et al. (2017), questions about
dosage persist, with available evidence suggesting that greater
treatment length corresponds to greater gains in virtuousness
(Wade et al., 2014). Those who enroll in studies on virtue-based
interventions in university contexts may also be motivated to
develop those particular virtues, whereas the integration of virtue
interventions in naturalistic clinical contexts requires therapist
flexibility and other treatment negotiation skills with clients who
may not have planned on working on virtues. Although virtuebased interventions can be complicated to deliver in clinical contexts, it is possible that the largest gains might be seen in populations that suffer from significant struggles in areas such as
unforgiveness, hopelessness, envy, and/or self-criticalness, suggesting that clinicians may need to assess for the relevance and
appropriateness of PPIs and virtue-based interventions.

Comparisons of PPIs With Alternative Treatments
Among Clinical Samples
As informative as meta-analyses might be for summarizing
empirical findings across multiple studies, aggregate findings can
obscure important differences between individual studies and
overlook contradictory evidence from direct critical review of
individual studies (Butler, Chapman, Forman, & Beck, 2006). As
such, a brief review of select recent studies examining the relative
efficacy of multicomponent PPIs that integrate virtue-based interventions with clinical samples is offered to highlight the primary
theme emerging from our review of meta-analyses. Evidence of
relative efficacy is influenced by the type of the comparison
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condition, with nonactive conditions tending to show superior
effectiveness for PPIs and virtue-based treatments, whereas for
active control conditions, there appears to be nothing uniquely
effective about PPIs or virtue-based treatments relative to other
active or bona fide treatments.
Celano et al. (2016), for example, using a sample of inpatient
clients diagnosed with depression and who expressed suicidal
ideation, compared a cognitive-focused intervention (i.e., “emotionally neutral memory recall,” p. 815) with a six-component PPI
treatment. The components included a gratitude intervention (i.e.,
recall and write about three positive events from the past week),
strengths identification and use, a gratitude letter (i.e., write and
possibly send a letter to someone you have not yet thanked),
engaging in enjoyable and meaningful activities, a “leveraging past
success” intervention (i.e., recall a previous success and use that
success to recover from the present depression), and performing
three acts of kindness (or choosing to repeat one of the five prior
PPIs). In contrast to the researchers’ stated expectations, Celano et
al. found that the cognitive-focused intervention resulted in significantly greater improvements than the PPI in hopelessness,
suicidal ideation, depressive symptoms, optimism, and gratitude.
Celano et al. (2016) speculated that the findings could be due to
participants’ symptom severity and destabilization that prevented
clients from focusing on positive aspects of themselves or positive
feelings, or perhaps, clients “focused instead on the discrepancy
between those positive feelings and their current negative ones” (p.
819). This finding might support the concern of some clinicians
that explicit PPIs seem too positive and insensitive in tone for
clients who are suffering, and as such, focusing on virtues and
well-being might be better facilitated through careful pacing
within the practice of mainstream psychotherapies.
In a study involving female clients with severe depression,
Chaves, Lopez-Gomez, Hervas, and Vazquez (2017) found no
difference between group CBT and a PPI-based group treatment in
the reduction of depression symptoms and no difference in improvement on the symptom dimension (i.e., multiple outcomes)
and well-being dimension (i.e., multiple hedonic and eudaimonic
outcomes). The multicomponent PPI included identifying and promoting positive emotions, savoring (i.e., attending and reflecting
on the positive experience to enhance the positive emotion), mindfulness practices, counting one’s blessings (i.e., gratitude intervention), best positive self exercises (i.e., optimism), fostering positive
relationships, counting kindnesses, self-compassion exercises,
identifying and using strengths, writing obituary/biography, and
goal setting.
González-Robles, García-Palacios, Baños, Quero, and Botella
(2019) compared a transdiagnostic protocol (TP), based on Barlow
et al.’s (2017) unified protocol, with a TP ⫹ PPI condition among
clients diagnosed with a mood disorder. In an earlier study, Carl,
Gallagher, and Barlow (2018) found moderate-to-large effect sizes
from pretreatment to follow-up for positive affect, anxiety, depression, and QoL among clients (n ⫽ 9) completing an outpatient
CBT protocol followed by a four-session module to enhance
positive emotion. González-Robles et al. (2019) described the
difference between their protocols as a focus on regulating negative affect in the TP condition and a focus on regulating both
negative and positive affect in the TP ⫹ PPI condition. The PPI
component consisted of four additional modules that focused on
daily diary writing linking meaningful activities and mood, reflect-
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ing on “smiling days” compared with “no-smiling days,” savoring,
engaging in and reflecting on enjoyable activities, identifying and
using strengths, engaging in meaningful activities tied to personal
values, and gratitude (i.e., expressing gratitude), hope (i.e., best
possible self), and curiosity (i.e., nurturing interest) exercises.
Within-group effects for each condition were large for depression,
anxiety, negative affect, and life satisfaction, whereas for positive
affect, the within-group effect was significant in the TP ⫹ PPI
condition but not in the TP condition. In addition, there were no
between-groups differences on any of the outcomes at posttest.
Taken together, we suggest that the meta-analytic and individual
study findings highlight the need for further research with clinical
samples involving comparisons of bona fide treatments with tailored intervention components to target symptoms and well-being
as separate-yet-related dimensions. Specifically, the question
about whether symptom-focused treatments can improve wellbeing, or well-being-focused treatments can reduce symptoms,
remains largely unanswered (O’Connor et al., 2015), given the
limitations of low-quality studies and lack of clinical samples. In
addition, the question remains as to which ingredients of symptomfocused and well-being-focused interventions account for change,
and as such highlights the need for mediation and dismantling
designs (Gu et al., 2015; Kirby et al., 2017; Yulish et al., 2017).

Positive Psychology and Phases of Treatment
Changes in symptoms, well-being, and virtue have also been examined from a phases of treatment perspective. Howard, Lueger,
Maling, and Martinovich (1993) developed an influential three-phase
model of psychotherapy with the initial phase involving improved
subjective well-being and hopefulness (remoralization) followed by a
phase of reduced symptoms (remediation) and then enhancement in
life functioning (rehabilitation; e.g., improved interpersonal relationships, work, physical health, self-management). Howard et al. found
empirical support for the model with the majority of change in
subjective well-being occurring during early treatment. A significant
percentage of improvement in symptoms and life functioning also
tended to occur early in treatment but not to the same degree as
subjective well-being. Irving et al. (2004) tested the influence of hope
on symptoms and subjective well-being across time, finding that
increase in the agency dimension of hope (i.e., motivation for goal
attainment) was associated with improvements in symptoms and
subjective well-being in early treatment, whereas the pathways dimension of hope (i.e., plan for goal achievement) was associated with
subjective well-being at the final session (i.e., Session 11).
The phase model is particularly relevant to our considerations in
this article because the first phase highlights a role for virtue in
promoting change, and, specifically, builds upon classic works
suggesting that psychotherapists must “arouse hope” (Frank &
Frank, 1991, p. 44; see also, Yalom, 1970) about the possibility for
change (i.e., remoralization). In addition, Wampold and Imel
(2015) pointed out the importance of clients’ hopeful expectations
and therapists’ capacities to form collaborative and hope-instilling
working alliances; although, see Table 2 and the meta-analysis by
Weis and Speridakos (2011), meta-analytic findings for the influence of hope enhancement interventions on symptoms and wellbeing outcomes have received mixed support. Last, the life functioning or eudaimonic phase addresses outcomes beyond a focus
on reducing symptoms to include improved relationships, work

functioning, and physical health and may involve expressions of
virtuous development.
These phase model findings have generally been replicated in
subsequent research, albeit with mixed results (Budge et al., 2013);
however, two important caveats are worth noting. First, Stulz and
Lutz (2007) identified three different subgroups of outpatient
clients (N ⫽ 1128) based on distinct patterns of change, with the
largest group (63%) following the phase model, a second group
(17%) showing rapid improvement in subjective well-being and
symptoms but no change in life functioning, and a third group
(20%), with the highest initial impairment in all three dimensions,
showing changes in subjective well-being and symptoms that
frequently violated the predicted model sequence. Many clinicians
likely observe these kinds of different client trajectories during
treatment. Nevertheless, phase model research does suggest that
growth in some virtues could occur in early phases of treatment
(e.g., hope) rather than simply being addressed later in treatment.
At the same time, we acknowledge the conclusions from the
meta-analyses we reviewed that longer term interventions seem
more effective at promoting virtue and well-being. Second, Budge
et al. (2013) found that intern/postdoctoral psychotherapists
achieved greater effectiveness with university counseling center
clients than more experienced psychologists on subjective wellbeing, symptoms, and life functioning. When considered in light of
research showing a decline in therapist effectiveness over time
(Goldberg et al., 2016), the findings (a) suggest experience may
not reliably predict effectiveness and (b) invite exploration of other
therapist factors beyond experience that might affect treatment
outcomes.

Summary and Research Prospectus
PPIs, virtue-based interventions, and psychotherapies explicitly
focused on well-being as a clinical outcome have demonstrated
relative efficacy in promoting hedonic and eudaimonic well-being.
In addition, virtue-based interventions have demonstrated relative
efficacy at fostering growth in virtues. Similarly, PPIs, virtuebased interventions, and psychotherapies explicitly focused on
well-being have demonstrated relative efficacy to reduce symptoms. However, when adjustments for study quality are considered, findings more accurately suggest uniform efficacy in reducing symptoms, that is, PPIs were equally effective relative to
combined active and nonactive conditions in high-quality studies.
Furthermore, when comparisons were analyzed relative to alternative active treatment conditions, the findings more accurately
depicted the uniform efficacy of PPIs, explicit virtue-based interventions, and psychotherapies explicitly focused on well-being to
reduce symptoms and promote hedonic and/or eudaimonic wellbeing. In addition, the available relative efficacy evidence largely
pertains to nonclinical samples. As such, additional research is
needed to examine the effectiveness of interventions to promote
well-being and reduce symptoms, and particularly so among diverse clinical samples and those presenting with more severe
symptoms (Chakhssi et al., 2018; Chaves et al., 2017; Hendriks et
al., 2019). In addition, given that a large percentage of the research
involving clinical samples consisted of self-help or group interventions, and the limited evidence available suggests that
therapist-guided, individual, and longer term interventions may be
more effective (Bolier et al., 2013; Chakhssi et al., 2018; Hendriks
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et al., 2019; Sin & Lyubomirsky, 2009; Weiss et al., 2016), future
research should focus on clients receiving community-based individual psychotherapy, rather than self-help or group treatment;
although, there is also a need for research focusing on couple/
family modalities in clinical contexts.
Very little attention has also been given to diversity factors
that may influence effectiveness (Bolier et al., 2013), although
studies included in meta-analytic reviews increasingly include
samples outside of North America (i.e., non-Western samples;
Hendriks et al., 2018, 2019). In fact, findings revealed larger
effect sizes for PPIs at posttest relative to comparison conditions in studies from non-Western countries for the outcomes of
symptoms and hedonic and eudaimonic well-being (Hendriks et
al., 2018, 2019). Hendriks et al. (2018) attributed the larger
effect sizes to the lower quality of the non-Western RCTs, and
their smaller study sample sizes relative to Western studies.
Alternatively, Hendriks et al. (2018) suggested that PPIs may
simply be more acceptable to many individuals because they
provide “a good cultural fit . . . through collective pathways that
aim to improve interdependent relationships . . . stimulate low
arousal emotions such as kindness . . . [and] aim to increase
awareness,” all of which seem compatible with Eastern religious and cultural beliefs and practices (p. 87). On the one
hand, PPIs have been critiqued as overly individualistic (Banicki, 2014; Lomas & Ivtzan, 2016; Wong, 2011), and Boehm,
Lyubomirsky, and Sheldon (2011) suggested that “Western
culture’s emphasis on self-improvement and personal agency—
and a fixation with the pursuit of happiness in particular” likely
explained their finding that PPIs resulted in greater gain in life
satisfaction among Anglo Americans relative to Asian American participants (p. 1267). Yet, as Hendriks et al. (2018, 2019)
noted, researchers are increasingly carrying out PPI investigations in non-Western countries, and there is evidence that
researchers have responded to critiques, attending more to the
sociocultural context, evidenced by advancing community-level
interventions and viewing well-being and change as dialectic
(Lomas, 2015; Lomas & Ivtzan, 2016). There is also emerging
evidence that the construct of flourishing, measured by VanderWeele et al.’s (2019) flourishing index, for example, may
generalize across cultures (Wez̧iak-Białowolska, McNeely, &
VanderWeele, 2019), and holistic measures such as the flourishing index might simply fit better for many cultures than
symptom alleviation-focused assessments based on the Western
medical model.

Naturalistic Clinical Research
According to Hone, Jarden, and Schofield (2015), “synthesizing
efficacy trials of PPIs reveals little evidence that these interventions translate into sustained . . . change when applied beyond the
tightly controlled conditions” of RCTs (p. 303). In fact, findings
from RCTs suggest that PPIs work for most people on average, and
yet, what remains unclear is when and where PPIs work, and for
whom PPIs work and do not work, especially under “real-world”
clinical conditions (Hone et al., 2015). Furthermore, because nonPPI psychotherapies with and without an explicit well-being focus
may promote well-being (Chaves et al., 2017; Kolovos et al., 2016;
Weiss et al., 2016), investigation of other non-PPI yet evidencebased psychotherapies should take place, with particular attention
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to real-world practice. RCTs that use an implementation science
framework to attend explicitly to “issues beyond efficacy, in
particular, those related to intervention generalizability” or “realworld dissemination” (Hone et al., 2015, pp. 303–304), along with
effectiveness (Hone et al., 2015) or practice-based designs
(Barkham, Stiles, Lambert, & Mellor-Clark, 2010), can address the
remaining real-world practice questions. It might be that PPIs and
virtue-based interventions are easier to disseminate, as evidenced
by the development of “positive technologies” and research on the
effectiveness of phone- and Web-delivery modalities (Bolier et al.,
2013; Botella, Banos, & Guillen, 2017, p. 219; Celano et al., 2016;
Schueller & Parks, 2012).
Real-world practice questions can also be answered by personcentered data analytic procedures that identify “subgroups of individuals who respond very well to treatment and subgroups who
do not respond well” (Frankfurt, Frazier, Syed, & Jung, 2016, p.
623). In fact, increased recognition of the heterogeneity in individuals’ experience has resulted in, or perhaps, corresponded to,
increased utilization of person-centered analyses for examining
symptoms and well-being (Newcomb-Anjo et al., 2017; O’Connor
et al., 2012), at least in the developmental literature. Very little
research has examined trajectories of change for symptoms and
well-being outcomes, including virtues, among clinical samples,
despite increased use of person-centered analyses in psychotherapy outcome studies (Frankfurt et al., 2016; Jankowski et al., 2019;
Owen, Adelson, et al., 2015). Clinicians need to tailor treatments
to particular clients, and practice-based research can facilitate this
kind of evidence-informed treatment planning over time.
Last, answering the when, where, and for whom, that is, the
conditions under which, PPIs, virtue-based treatments, and nonPPI treatments improve well-being and reduce symptoms, involves
greater attention to predictors and moderators of change. For
example, Wade et al. (2018) found that an explicit forgiveness
intervention was more effective than no treatment and equally
effective as a process-group condition in improving forgiveness
outcomes (i.e., empathy, rumination, revenge, benevolence). There
was no difference, however, between conditions on symptoms, as
all three conditions improved over time. When considering conditions of change, specifically client characteristics of attachment
avoidance and anxiety, the forgiveness intervention was more
beneficial than the process-group psychotherapy condition in improving benevolence for those high in avoidant attachment and
improving rumination for those high in anxious attachment. This
suggests that certain client factors might lead to some treatment
approaches being more effective than other treatments when fostering virtue development and improved well-being, and which
would require careful clinical assessment and treatment decisionmaking about these client factors.
Publication bias was noted as a potential concern in numerous
meta-analyses (Bolier et al., 2013; Chakhssi et al., 2018; Davis et
al., 2016; Galante et al., 2014; Hendriks et al., 2019), and this
concern has prompted calls for increased transparency and reproducibility in clinical research (Galante et al., 2014; Hopwood &
Vazire, 2018). As such, researchers are encouraged to preregister
(i.e., a priori documentation of) their hypotheses, including expected predictors of change and moderation hypotheses, report all
findings whether significant or not, and/or explicitly identify their
study as exploratory (Hopwood & Vazire, 2018). The same trans-
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parency and reproducibility ethic applies to studies examining
mechanisms of change.
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Mechanisms of Change
In addition to conditions of change, questions also remain about
the mechanisms for reducing symptoms and promoting well-being.
The importance of clarifying mechanisms of change centers on the
potential for enhancing the active ingredients of an intervention to
improve effectiveness and when identified in conjunction with
expected moderators, permits therapists to match interventions to
particular client concerns (Gu et al., 2015). Future research involving both RCTs and practice-based designs should include empirical examination of the mechanisms by which pathway activities
deliver their effect and examine other evidence-based mechanisms
(e.g., affect regulation, therapeutic alliance; Chakhssi et al., 2018;
Ruini, 2017; Schutte & Malouff, 2019; Wade et al., 2014) and
theorized roles for virtues as change mechanisms in the upregulation of positive functioning (Cloninger & Cloninger, 2016; Rusk et
al., 2018; Waring, 2016). Cloninger and Cloninger (2016) suggested that “recognition of what is good and wholesome guides a
person’s conduct so that he or she can function in a healthier way
. . . it is necessary . . . [therefore] to function in ways consistent
with our goals and values” (p. 253). Virtuous development deemed
essential to change contrasts with virtuous activities simply aimed
at symptom reduction and/or hedonic well-being and/or eudaimonic formulations devoid of virtue. McMinn et al. (2016) alluded
to virtuous activities that do not seek to promote virtuous development as virtue lite interventions. A client, for example, can
practice acts of kindness because of valuing kindness and a desire
to become kinder. Alternatively, a client can engage in kindness
because it will ease relational tension and bring greater felt satisfaction. The latter signifies a virtue lite approach, which rests on
subjective instrumentalism, with virtuous actions performed to
reach self-defined goals of hedonic well-being rather than growth
in virtuousness as an explicit treatment goal (Proctor, 2019). In
contrast, explicit virtue-based interventions posit virtuousness as a
process (i.e., change mechanism) and an outcome (i.e., treatment
goal; Proctor, 2019), or alternatively, that growth in virtues facilitates relationally robust and socially generative forms of wellbeing (i.e., eudaimonic well-being; Banicki, 2014; Proctor, 2019).
In our experience, these differences seem heavily philosophical
and uninteresting to some clinicians, whereas others find it valuable to reflect on whether treatment should simply improve symptoms and subjective well-being or also cultivate eudaimonia, including virtue development.

Therapist Effects
One emerging extension of practice-based research involves
attention to therapist effects. Therapist effects research represents
a shift away from an emphasis on RCTs focused on intervention
efficacy toward practice-based designs explaining the variance in
client outcomes attributable to between-therapist differences, that
is, a focus on therapist effectiveness (Johns, Barkham, Kellett, &
Saxon, 2019). RCTs, by design, seek to control the influence of
therapists on treatment outcomes, whereas therapist effects research explicitly models therapist variability in the data analysis.
RCTs tend to be underpowered to find therapist effects, and thus,

practice-based designs “appear better suited to the study of therapist effects” (Johns et al., 2019, p. 90).
A recent meta-analysis of 19 studies finding evidence of therapist effects in individual psychotherapy, 17 of which were
practice-based designs, found an effect of 5% (Johns et al., 2019),
which was comparable with previous meta-analytic findings of 3%
for RCTs and 7% for practice-based designs (Baldwin & Imel,
2013). The importance of considering therapist effects was highlighted by Owen, Drinane, Idigo, and Valentine’s (2015) reanalysis of data from 17 meta-analyses in which posttest differences
were found between treatment and an active control condition on
the outcome of symptoms. Because these meta-analyses did not
adjust their findings for therapist effects, Owen et al. used estimates of therapist effects (5% [small], 10% [medium], 20%
[large]), representative of the wide range of therapist effects found
in meta-analyses of therapist effects in RCTs (e.g., 1%–29%;
Johns et al., 2019), and recalculated the effect sizes. Based on
estimates for therapist effects and number of psychotherapists,
when the therapist effect was large and the therapist– client ratio
was 30:1, “only 20% of the original treatment effects were still
statistically significant,” compared with 80% when the therapist
effect was small and the therapist– client ratio was 15:1 (p. 325).
After adjusting for therapist effects, effectiveness among treatment
conditions was more consistent with the typical meta-analytic
findings of no difference between actual active treatment conditions. Similar reductions in effect sizes can be seen when researcher allegiance is included in the meta-analysis. For example,
Goldberg and Tucker (2019) found evidence for the superiority of
MBIs relative to a bona fide treatment condition (i.e., combined
active control conditions and evidence-based treatment conditions)
to alleviate symptoms. However, the evidence favoring MBIs was
attributable to researcher allegiance. Thus, “uniform efficacy”
appears to be the norm when active treatments are compared
(Goldberg & Tucker, 2019, p. 9), that is, treatments are equally
effective; again, consistent with typical meta-analytic findings of
no difference between actual active treatment comparisons
(Wampold & Imel, 2015).
Client symptom severity is a consistent predictor of therapist
effects (Johns et al., 2019), and there is evidence that therapist
effects differ by outcome domain (Constantino, Boswell, Coyne,
Kraus, & Castonguay, 2017; Owen, Adelson, Budge, Kopta, &
Reese, 2016). Owen, Adelson, et al. (2016) found less variability
between therapists on the outcome of well-being, that is, a therapist effect of 0.4% (i.e., life satisfaction, global distress), whereas
the effect for life functioning (i.e., relationships, work/school) was
7.5% and for symptoms was 4.6%. Owen, Adelson, et al. (2016)
also found that life functioning remained stable across time regardless of the number of sessions, and they concluded that life
functioning may take “longer to obtain through psychotherapy,
versus symptom reduction and well-being” (p. 28). Taken together,
domain specificity and symptom severity (a) suggest that more
complex client outcomes may require longer treatment duration,
(b) tend to yield more variability among therapists (Johns et al.,
2019; Owen, Adelson, et al., 2016), and (c) suggest that therapist
effects are best understood as “a multicomponent phenomenon”
(Johns et al., 2019, p. 91).
Therapist effects can be divided into (a) therapist characteristics,
delineated further as facilitative interpersonal skills (e.g., empathy,
hope) and deliberative practices, and (b) therapist– client relational
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process (e.g., therapist– client bond, goal agreement; Constantino
et al., 2017). Examining process requires distinguishing each dyad
members’ contribution, which relies upon data analytic decisions
reflective of the use of multilevel modeling as the analytic choice
best suited to therapist effects research (Constantino et al., 2017).
As an emerging focus, it is perhaps not surprising that few studies
have attended to the integration of therapist effects and PPIs or
positive psychology constructs, although the dimension of facilitative interpersonal skills seems conducive to a role for therapist
virtues in psychotherapy outcome research.
There is some evidence that therapist virtues may affect treatment. Greater client-rated therapist empathy was indirectly associated with improvement in client well-being and symptoms
through higher client ratings of the working alliance (McClintock,
Anderson, Patterson, & Wing, 2018). By comparison, only
therapist-rated hope in their clients, pre- and posttreatment, significantly predicted symptom reduction, whereas client-rated hope
did not (Coppock, Owen, Zagarskas, & Schmidt, 2010). In addition, clients’ perceived level of therapists’ cultural humility predicted retrospective ratings of improvement in functioning (i.e.,
symptom distress, relationships, work/school; Owen, Tao, et al.,
2016). Future research should unpack correlations such as these, as
correlations are not necessarily therapist effects (Constantino et al.,
2017). Therapist effects emerge from particular data analytic strategies (i.e., multilevel modeling) that isolate the therapists’ contribution to change, and potentially additional predictors are required
to explain between-therapists differences (Constantino et al.,
2017). In fact, very little research has explored therapist differences that account for therapist effects, and as such, we know very
little about “true therapist level predictors . . . to explain . . .
therapist differences” (Constantino et al., 2017, pp. 58 –59).

Conclusion
The historical virtue-ethics thesis across numerous traditions
that growth in virtues is a component of human flourishing (Allen,
2008; Banicki, 2014; Cloninger & Cloninger, 2016; Proctor, 2019;
Rusk et al., 2018) has gone largely empirically untested with
clinical samples in psychotherapy contexts. As highlighted in our
review, virtue-based treatments may best test this idea, and existing findings suggest a possibility for virtues to foster flourishing.
We use the term possibility because existing findings seem to
suggest that there is nothing particularly advantageous to virtuebased treatments, nor PPIs for that matter, relative to alternative
treatments overtly focused on well-being or alternative bona fide
treatments in their effectiveness to promote flourishing. Lack of
evidence for relative efficacy suggests uniform efficacy but also
seems to suggest that there are yet-to-be-identified moderators and
mechanisms of change and/or insufficient use of research designs
and statistical procedures that could more clearly address the
virtue-ethics theory. The latter also highlights the need for
practice-based studies involving diverse clients receiving routine
care in outpatient community-based clinics, with much greater
attention to therapist effects. We emphasize diverse because of the
need to clarify further the cultural generalizability of the constructs
of well-being and flourishing, and the interventions offered to
reduce symptoms and promote well-being, using diverse U.S.
samples and in cross-cultural contexts. Lack of evidence for relative efficacy is also consistent with the evidence supporting com-
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mon change factors in psychotherapy (Wampold & Imel, 2015),
that is, therapist characteristics and behaviors that cut across explicit PPIs, virtue-based treatments, psychotherapies with an explicit well-being focus, and non-PPI alternative treatments that
account for change in flourishing. For example, instilling hope,
providing empathy, and encouraging clients “to do something that
is salubrious” may not be unique to explicit PPIs and virtue-based
treatments (Wampold & Imel, 2015, p. 60) and may explain
improvements in flourishing observed among a variety of treatments, including non-PPI psychotherapies. Even so, for whom,
when, where, and why virtues may foster flourishing remains
largely unanswered.
We began our review by suggesting that psychotherapy inherently, and most often, implicitly, conveys a vision of the good life,
that is, psychotherapy cannot avoid communicating to clients what
it means to flourish. Historically, the practice of psychotherapy has
defined flourishing as symptom reduction, and our review highlighted the shift that has and is currently occurring whereby
flourishing is understood to be much more than symptom reduction and, specifically, that flourishing also involves well-being. We
also pointed out that flourishing involves virtuous acts and ongoing virtuous development and, specifically, that flourishing consists of a telos that motivates and focuses client intentionality
toward change. Psychotherapy remains a primary context where
individuals turn to make meaning of and construct self-narratives
about their problems and experiences of suffering (Schnitker,
King, & Houltberg, 2019). As such, psychotherapy holds potential
to offer clients more than symptom reduction, and integrating a
virtuous telos may be a way that psychotherapy can foster flourishing. We realize that the ideas in this review may challenge the
dominant assumption that clinicians should reduce symptoms as a
way to improve well-being (e.g., positive social and occupational
functioning [or get it back to baseline]), and yet, we believe that
our review also challenges the reverse assumption inherent in
explicit PPIs and virtue-based treatments that would suggest clinicians should focus instead on enhancing strengths and virtues as
a means to reduce symptoms and improve well-being. Rather, our
conclusion is that promoting flourishing in psychotherapy likely
requires a dual focus that uses distinct interventions to explicitly
target symptom reduction and positive functioning (e.g., interventions to change dysregulated negative affective processes and
interventions to change dysregulated positive affective processes;
Boettcher, Sandage, Latin, & Barlow, 2019). Future research with
this dual focus involving differing clinical contexts and treatment
models can perhaps better test the virtue-ethics thesis and the
effectiveness of integrating PPIs in psychotherapy.
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