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ABSTRACT
Introduction Caring for a relative in the home 
environment is a great challenge for many informal 
caregivers (CGs). Caregiver counselling offers support 
to the CGs and can, thus, help them improve CGs’ 
burdensome home care situations, especially if the 
caregiver counsellors (CCs) have good communication 
skills. Motivational interviewing (MI) has the potential 
to further enhance the communication skills of CCs 
and the effectiveness of MI has been demonstrated 
internationally in a wide variety of contexts. However, 
MI has not been implemented and evaluated in the 
caregiver counselling context yet.
Methods and analysis The goals of our prospective, 
interventional, mixed- methods study are the 
development, implementation and evaluation of a 
training course for CCs on the topic of ‘Motivational 
Interviewing for caregiver counselling’ in Germany. 
The training is specifically adapted to the caregiver 
counselling context and consists of an e- Learning, an 
on- site workshop and a voluntary follow- up support 
phase. Its quality and benefits will be evaluated 
according to Kirkpatrick’s four- level evaluation model. 
Measured outcomes will be participants' satisfaction 
with the training (level I: reaction), MI knowledge 
(level II: learning), perceived use (level III: behaviour) 
and counselling competence, self- efficacy, social 
cognitions about the use of MI and perceived impact 
of MI (level IV: results). Primary outcome is counselling 
competence measured by Counsellor Activity Self- 
Efficacy Scale. The data will be collected at baseline 
(t

0), after the on- site workshop (t1), after the voluntary 
follow- up support (t2) and 6 months after the training 
(t6). Quantitative data will be analysed with several 
repeated- measures ANOVAs and qualitative data with 
qualitative content analysis. Recruitment is ongoing 
until 31 July 2024.
Ethics and dissemination All procedures were 
approved by the Ethics Committee of the Friedrich–
Alexander University Erlangen–Nürnberg (project 
number 24–108- B). Informed consent will be obtained 
before participants are enrolled. Serious adverse 
events are not expected. Results will be published in 
peer- reviewed journals and presented at conferences.
Trial registration number ISRCTN14218056.

INTRODUCTION
Caring for a relative in a home environ-
ment is a major challenge for many informal 
caregivers (CGs). The majority of individ-
uals requiring care at home are affected by 
chronic illnesses or age- related disabilities.1 2 
Research has already shown that caregiving is 
associated with high levels of stress and can 
lead to a decline in physical health (e.g. back 
problems) or mental health problems (e.g. 
depression, lack of coping mechanisms or 
poor quality of life) as well as to economic 
challenges (e.g. restriction or loss of employ-
ment).1–6 The chronic nature of the under-
lying conditions requiring caregiving results 
in prolonged stress exposure. For many, 
home care is a persistent major stressor, 
which is typically unpredictable and difficult 
to manage. Furthermore, it often generates 

STRENGTHS AND LIMITATIONS OF THE STUDY
 ⇒ The concept of the well- evaluated and effective 
Motivational Interviewing is transferred to the con-
text of caregiver counselling.

 ⇒ The training will be thoroughly evaluated by apply-
ing the well- established Kirkpatrick model, which 
means that the following four levels of the model 
will be evaluated in a mixed- methods analysis: par-
ticipants’ reaction, learning, behaviour as well as the 
final results of the training.

 ⇒ The use of the e- Learning offers the possibility of 
autonomous learning and the voluntary follow- up 
support will provide participants with assistance in 
integrating the content they learn into their everyday 
counselling practices.

 ⇒ Potential limitations of the design include self- 
selection bias, the lack of a control group and the 
reliance on the perception of the caregiver counsel-
lors (CCs) to assess the impact of the training on 
informal caregiver.

 ⇒ Results will be based on the CCs’ self- assessment 
and may be influenced by biased responses.
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secondary stressors in various domains of life.7 The longer 
care is provided, and the more severe the functional 
status of the care receiver is, the higher is the caregiver 
burden.2 Due to the ageing of society and the associated 
increase in people in need of care, this issue is becoming 
more relevant.8

In accordance with §7a SGB XI (the 11th Book of 
the German Social Code (SGB XI) defines social long- 
term care insurance in Germany and, thus, determines 
the financing of the need for inpatient and outpatient 
long- term care), in Germany, caregiver counselling can 
be used by all people with statutory long- term care insur-
ance and provides an important key function in relieving 
the burden on CGs. Caregiver counselling provides indi-
vidual, comprehensive advice on the use of social bene-
fits and other offers of assistance to CGs with care and 
support needs. It aims to promote the autonomy of people 
in need of care and their CGs, thus enabling them to 
make an individual decision about the numerous services 
that are offered (e.g. day care or home care service).9 In 
recent years, the already low use of the service has fallen 
slightly.10 11

The training to become a CC in Germany can be completed 
by nursing staff, social insurance employees or social educa-
tion workers. It comprises a 9- day internship at a care facility 
and further training on nursing expertise, case management 
and law. Case management training covers theoretical and 
practical basics, in- depth knowledge of the specific field of 
work, and interviewing and counselling skills.12 According to 
the German National Association of Statutory Health Insur-
ance Fund, CCs should offer not only professional expertise 
(e.g. extensive knowledge and practical experience) but also 
personal skills. These include CCs’ adoption of a cooperative, 
respectful, empathetic and communicative counselling atti-
tude, which underlines the importance of communication 
skills for CCs. In addition to the regular mandatory educa-
tion (e.g. updating knowledge), CCs can also participate in 
elective topic- specific training courses that serve to adapt and 
expand their professional skills and deepen their competen-
cies, such as communication skills.12

Through good caregiver counselling, CGs can learn to 
better manage their environment and personal living situ-
ation in a more self- determined way, to set boundaries, 
and, ideally, to accept help and support.1 10 To achieve 
these goals, caregiver counselling has to be structured in 
such a way that the CGs can actually benefit from it: indi-
vidual and situational changes have to be developed and 
implemented to relieve the burden. As this concept goes 
beyond establishing a communicative counselling envi-
ronment but requires specific skills, a continuous training 
programme in counselling techniques and relationship 
building for CCs is needed.

In this regard, Miller and Rollnick’s Motivational Inter-
viewing (MI) can provide support, particularly in difficult 
counselling situations.13 14 MI is a client- centred conversa-
tional technique based on empathy and acceptance. It is 
used to strengthen an ambivalent person’s self- motivation 
and willingness to change while focusing on the client’s goals. 

The aim is an increase in personal motivation and commit-
ment to change behaviour by exploring and strengthening 
one’s own reasons for change.13 14 MI integrates a variety of 
different evidence- based approaches from social and cogni-
tive psychology and can be applied even with limited time 
resources.15 The therapeutic effect of MI is based on general 
factors that can be found in different types of psychotherapy 
as well as factors that are specific to MI. The specific factors 
of MI, often referred to as the ‘spirit of MI’, include partner-
ship, acceptance, compassion and empowerment and are 
complemented by general factors, such as some basic atti-
tudes described by Rogers (congruence, expressing empathy 
and being non- judgmental).13 14

MI was originally developed in the field of addiction treat-
ment but is now being used and showing positive effects 
in many different areas. According to a recent systematic 
review,15 positive effects of MI have been found in studies on 
substance use, physical activity, dental hygiene, body weight, 
adherence to treatment, willingness to change behaviour, 
mortality and health- promoting behaviour, among others. 
With regard to the context of this study, only studies on MI 
with the CGs themselves or those in need of care could be 
found: for example, MI is beneficial for the CGs of people 
with poorly treated early psychosis,16 for CGs of patients with 
breast cancer in chemotherapy,17 for parents and CGs of chil-
dren with asthma18 or for parents with an emphasis on using 
services to improve parenting and prevent negative child 
outcomes.19 An ongoing study is investigating the use of MI 
in a virtual health coaching intervention for CGs of adults 
with chronic heart failure.20 Besides this, there are valuable 
effects on the patients themselves: for example, involving 
both patients and their CGs in an MI intervention could 
reduce the burden of physical heart failure symptoms21 and 
mortality in heart failure patients.22 In addition, MI can be 
effective when integrated into health promotion and disease 
prevention for older adults in primary care.23 Moreover, a 
current systematic review24 demonstrated the effectiveness 
of MI in encouraging older adults to engage in planning 
their own potential future care and complete their advance 
directives. As care planning counselling is in some regard 
similar to caregiver counselling, it can be assumed that inte-
grating MI into caregiver counselling (as in the planning of 
care for others and at the same time oneself) can also be 
effective. Overall, these studies suggest that MI has potential 
in various occupational groups and healthcare settings23 and 
can, therefore, be a useful technique when interacting with 
CGs.

However, there is still a need for more research. In partic-
ular, to the best of our knowledge, MI has not yet been 
studied in caregiver counselling. The literature indicates that 
MI training is primarily investigated among medical students 
and doctors, general healthcare practitioners (e.g. physicans 
and nurses), psychologists and social workers.25–27 As MI is a 
client- centred technique with the potential to make a differ-
ence to stressful caregiving situations at home, a training 
course on ‘MI for caregiver counselling’ is being developed 
within the scope of this study. This training is intended to be 
an expansion of the already mentioned and very important 
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trainings on conversational techniques to strengthen CCs’ 
personal competencies.

MI can be effectively taught through training: partici-
pants have consistently shown improved MI skills, which 
can promote the use of MI in practice and have a positive 
impact on client behaviour.25–29 Furthermore, MI training 
for practitioners has also been shown to increase the 
clients' willingness to change.27

To evaluate training programmes in a structured way 
and to obtain a comprehensive overview, many studies 
(e.g. 30–33) have used Kirkpatrick’s34 four- level evaluation 
model. Each level interacts with the others: at the first 
level (reaction), participants' satisfaction with the training 
is determined, including satisfaction with the content, 
the form, the method, the trainers and the working atmo-
sphere. The second level (learning) assesses the learning 
success and, thus, the achievement of the previously 
defined learning objectives (e.g. improvement of knowl-
edge and skills). The third level (behaviour) focuses on the 
transfer of the content learnt from the learning field to 
everyday working life. It is about whether what has been 
learnt can be applied and, thus, implemented in practice. 
The fourth level (results) deals with the final outcomes 
that can be linked to the training, for example, higher 
client satisfaction, higher quality of counselling, improved 
quality of work life or a change in attitude. According to 
the authors of this model, this level is the most difficult 
one to measure objectively.34

Aims and hypotheses
The aim of the study is to implement and evaluate a training 
for CCs on the topic of ‘MI for caregiver counselling’. The 
training is designed to help CCs manage difficult counselling 
situations with the help of MI, thus strengthening the client’s 
self- motivation and willingness to change.

The mixed- methods evaluation is intended to assess 
the benefits of the training and provide opportunities 
for further development. It is based on the Kirkpatrick 
model. The following hypotheses will be tested:

Primary hypothesis
Participants' subjective counselling competence is higher 
after the training than before the training (Level of evalu-
ation according to Kirkpatrick model: results (IV)).

Secondary hypotheses
1. Participants' satisfaction with the training is high 

(Level of evaluation according to the Kirkpatrick mod-
el: reaction (I)).

2. Participants' knowledge of MI is higher after the train-
ing than before the training (Level of evaluation ac-
cording to the Kirkpatrick model: learning (II)).

3. Participants' perceived use of MI after the training 
is high (Level of evaluation according to Kirkpatrick 
model: behaviour (III)).

4. Participants' experience of self- efficacy regarding their 
counselling sessions is higher after the training than 
before the training (Level of evaluation according to 
Kirkpatrick model: results (IV)).

5. Participants' level of social cognitions in terms of the 
theory of planned behaviour regarding the use of MI 
with future clients is higher after the training than 
before the training (Level of evaluation according to 
Kirkpatrick model: results (IV)).

METHODS AND ANALYSIS
Study design and data collection
The study is intended to evaluate whether participants 
benefit from the training and implement the content 
into their everyday practices. As only the participants 
in the training course will be included in the evalua-
tion (without any ‘control group’), no randomisation 
is planned. The training consists of a virtual introduc-
tory meeting, an e- Learning and an on- site workshop. 
The on- site workshop will take place in classrooms at 
the University Hospital Erlangen, and the e- Learning 
will be delivered via the learning platform ‘StudOn’ 
provided by the Friedrich–Alexander University 
Erlangen–Nürnberg.

Each participant will be surveyed prior to the inter-
vention at the start of the e- Learning (t0), at the end 
of the compulsory intervention on completion of the 
on- site workshop (t1), at the end of the voluntary 6- week 
follow- up support (t2) and 6 months after the start of 
the training (equivalent to 4 months after completion 
of the voluntary follow- up support, t6). All variables will 
be collected with self- report questionnaires. Data will be 
collected by using the web- based data collection system 
Research Electronic Data capture hosted at the Univer-
sity Hospital Erlangen, as this secure web application 
builds and manages online surveys and databases.35 The 
e- Learning will be available from mid- July onwards (first 
release on 8 July 2024), with the first on- site workshop 
beginning on 23 July 2024. The final assessment (t6) will 
start at the end of December 2024. The study procedure 
is shown in figure 1.

Figure 1 Study procedure for the participants.
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Study population
Inclusion criteria for participating in the evaluation study 
include the completion of training as a CC, a current (at 
the time of the training) professional job in the caregiver 
counselling context and participation in at least 80% of the 
training (equivalent to 20 lessons) ‘MI for caregiver counsel-
ling’ in 2024.

Recruitment
The study will be carried out in Bavaria. Participants will 
be recruited from the pool of CCs in Bavaria (e.g. via the 
Medical Advisory Service of the Bavarian Health Insurance 
(MD), Deggendorf Institute of Technology (THD) and care 
support centres). Spots in the training course will be allo-
cated on a first- come, first- served basis. If the training course 
is fully booked, other interested individuals will be placed on 
a waiting list and will be offered a free spot if possible. Recruit-
ment is ongoing until 31 July 2024.

Sample size considerations
To determine the appropriate sample size for this study, 
a power analysis based on the primary outcome (coun-
selling competence) was computed a priori with the 
G*Power software (version 3.1.9.7). The calculation was 
based on an alpha error of 5%, a statistical power of 
95% and a correlation between repeated measures of 
0.5. On the basis of these parameters, we will have the 
power to detect effects with an effect size of f=0.25 with a 
total sample size of 36 participants. The training will be 
conducted in four on- site groups of 12–15 CCs each, thus 
ensuring this sample size.

Data quality management
The study centre’s staff can be contacted by participants 
for questions that arise at any point during the study. Data 

handling is in line with European Union data protection 
legislation and the corresponding German equivalent 
(DSGVO). Pre–post data will be linked by using pseud-
onymisation via a unique ID to protect confidentiality. 
Only members of the study team have access to the list 
regarding participants’ names, contact information and 
corresponding codes. The list will be kept secure on a 
secured drive at the University Hospital Erlangen. The 
key for linking participants to the corresponding code 
has to be maintained in order to withdraw data from 
the study if a person no longer wishes to participate. All 
participants will be given an information sheet and must 
provide written informed consent before any study proce-
dures are applied. Sample consent forms in the German 
language were approved by the Ethics Committee, the 
English version can be seen in online supplemental 
appendix 1. Published material will not contain any 
patient- identifying information.

Development of an MI training specifically for caregiver 
counsellors
The development of the training followed an evidence- 
based approach with a comprehensive literature review 
and the involvement of various experts and representa-
tives from the field (e.g. CCs, head of caregiver counsel-
ling from the MD Bayern, training coordinators for CCs 
and psychologists trained in MI). Working closely with 
those responsible for training in caregiver counselling 
ensured that the training would complement the existing 
training content and has the potential to be included in 
the educational curriculum for CCs. The essential content 
of the training course was based on Miller and Rollnick’s 
guidelines regarding the spirit, the four fundamental tasks 
and the corresponding MI methods.13 14 Table 1 provides 

Table 1 MI for caregiver counselling—structure and content

Subject Content

Placement

e- Learning on- site workshop

general principles ambivalence unit 1 (45 min) day 1 (90 min)

spirit of MI* partnership, acceptance, compassion, empowerment unit 1 (45 min) day 1 (45 min)

tasks of MI* engaging, focusing, evocation, planning unit 2 (45 min) day 1 (45 min)

general conversational methods active listening unit 3 (25 min) day 1 (140 min)

open questions unit 3 (10 min)

summarising unit 3 (10 min)

appreciation unit 4 (45 min)

MI- specific methods communication blocks (‘road blocks’) unit 5 (45 min) day 2 (145 min)

dealing with resistance unit 6 (45 min)

providing information and advice unit 7 (45 min)

evocation unit 8 (45 min)

change talk – day 2 (120 min)

sustain talk – day 2 (45 min)

*spirit of MI and tasks of MI are based on Miller and Rollnick13 14; The approximate duration (in minutes) of the content is stated in brackets.
CG, informal caregiver; MI, motivational interviewing.
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a brief overview of the topics of the training and their 
placement. For each content section, an example and an 
exercise that was appropriate to the caregiver counselling 
context were created in consultation with people from 
practice. The training course was already carried out for 
the first time as a pilot project in cooperation with the 
THD. Participants’ comments on how the training could 
be adjusted have been incorporated.

The training course consists of 24 lessons (1 
lesson=45 min). It begins with a general virtual introduc-
tory meeting (2 lessons) to explain the e- Learning and to 
address questions about the course. This is followed by 
the e- Learning programme (8 lessons) that participants 
have 2 weeks to complete. The e- Learning covers the 
essential theoretical content of MI within the framework 
of eight units (see table 1). Each unit contains animated 
educational videos, texts and practical examples of MI in 
the setting of caregiver counselling. Corresponding ques-
tions to reflect on and quizzes are presented to support 
the learning progress. Questions can be asked and 
answered at any time via a forum that is visible to everyone. 
The on- site workshop (14 lessons) takes place after the 
e- Learning on two consecutive days in groups of 15–20 
participants. The already acquired theoretical knowledge 
about MI is deepened via various exercises and discus-
sions. Participants are given a workbook containing all 
the exercises, for example, a brainstorming task on ambiv-
alence using a case study. Furthermore, the methods of 
active listening, dealing with resistance, providing infor-
mation and advice and change talk are practised through 
role playing using example situations from caregiver 
counselling as well as personal issues. Feedback from the 
other participants and the instructors is intended to help 
participants improve and reflect on their implementation 
of MI. Subsequent to the on- site workshop, participants 
are given a self- check logbook. The logbook provides a 
guide for reflecting on the different components of the 
training and is intended to support the implementation 
of MI techniques in the counselling situations. All exer-
cises and the contents of the self- check logbook will be 
available in the corresponding training manual.

In addition, the CCs will have the opportunity to engage 
in a voluntary 6- week follow- up support programme, 
consisting of weekly emails to refresh the knowledge 
and a final online meeting. This enables participants to 
discuss problems that may have arisen during the imple-
mentation of MI in their everyday work, reflect on their 
own approach and receive feedback.

Measures
All variables with the corresponding time of measure-
ment, their level of evaluation according to the Kirkpat-
rick model and represented hypothesis are presented in 
table 2. They will all be measured on the CCs.

Primary outcome measures
Counselling competence (level IV: results) as a final 
outcome of the training will be assessed according to 

the Counsellor Activity Self- Efficacy Scale (CASES- R).36 37 The 
CASES- R measures counsellors’ perceptions of their own 
implementation of counselling- or therapy- related tasks 
(e.g. helping clients set realistic goals) and is used for 
the purpose of evaluating the effectiveness of counselling 
trainings.38 Scale scores showed strong correlation with an 
already established measure of counselling self- efficacy, 
weak correlation with social desirability, sensitivity to 
change and ability to discriminate between participants 
with different counselling experiences. The short version 
consists of three different subscales that can also be used 
separately and refer to basic counselling skills.37 38 For 
content- related reasons, we used two of the three scales 
in this study. Exploration and Insight Skills- Revised refers to 
the exploration of the client’s perspective on a problem. 
Session management refers to the management of coun-
selling sessions.38 In the present study, the subscales we 
mentioned from the German version36 are used. Items are 
answered on a ten- point scale ranging from 0 (not at all 
confident) to 9 (completely confident). An overall score 
is calculated, and higher scores indicate higher counsel-
ling self- efficacy. The wording of the scale was adapted to 
the counselling context.

Secondary outcome measures
MI knowledge (level II: learning) will be measured with 
the total score from a test containing five multiple- choice 
and two open- ended questions. All questions are based 
on the questionnaires of previous studies with medical 
students39 40 and extended by items that were developed 
by the authors on the basis of Miller and Rollnick.13 14 
An open question is, for example, ‘Please name the four 
core elements of the spirit of MI’. Individual total scores 
can range from 0 to 13 points, with higher scores indi-
cating higher MI knowledge. In addition, participants are 
asked to rate their perceived knowledge and skills in MI 
on a scale ranging from 1 (no knowledge) to 10 (exten-
sive knowledge) before the e- Learning (t0) and after the 
on- site workshop (t1).

To operationalise participants' satisfaction (level I: reac-
tion), the training satisfaction rating (TSR) scale41 is used. 
The TSR scale is a 12- item rating scale for measuring 
general satisfaction with training as a global construct 
among people attending various training programmes. It 
was developed with regard to the Kirkpatrick model and 
includes the topics ‘objectives and content’, ‘method and 
training context’ and ‘usefulness and overall rating’ of the 
training. Items are answered on a five- point scale ranging 
from 1 (never) to 5 (always). Scores can range from 12 
to 60, with higher scores indicating higher satisfaction.41

Based on the theory of planned behaviour,42 the ques-
tionnaire social cognitions for using MI with future clients 
measures the following dimensions of these social cogni-
tions: affective and instrumental attitudes, subjective 
norms, perceived behavioural control and intentions 
regarding the use of MI (level IV: results).43 The items 
represent each dimension and originate from a study 
on MI among medical students,44 in which the authors 
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adapted a previously developed questionnaire45 to the MI 
context. Items are answered on a seven- point Likert scale.

Self- efficacy in the counselling context (level IV: 
results) is assessed using the General Self- Efficacy Short Scale 
(ASKU).46 The ASKU measures self- efficacy as an individ-
ual’s perception of their own ability to cope with everyday 
difficulties and challenges and to deal successfully with 
critical situations.47 It is designed as a unidimensional 
scale with three items rated on a five- point scale ranging 
from 1 (strongly disagree) to 5 (strongly agree). A mean 
scale value between 1 and 5 is calculated.46 Items were 
adapted to the counselling context in terms of content.

Self- report questionnaires: To cover all levels of the Kirk-
patrick model, additional self- report questionnaires will 
be used. These are based on the items proposed by the 
authors of the Kirkpatrick model34 and were extended 
and adapted to the training context by the authors. The 
self- report questionnaire on satisfaction with the training 
comprises items regarding the context of the e- Learning, 
the on- site workshop and the overall impression (level 
I: reaction). It consists of open questions and items that 
are answered on a five- point Likert scale ranging from 1 
(strongly disagree) to 5 (strongly agree). In addition, the 
instructors and the training should be graded with marks 

ranging from 1 (‘very good’ = best mark) to 6 (‘insuffi-
cient’ = worst mark). The perceived use of MI in everyday work 
describes self- perceptions of changes in behaviour as a 
result of the training (level III: behaviour). It is measured 
with items representing the extent to which the content 
learnt has been integrated into the counselling sessions 
(e.g. ‘to what extent did you integrate the content you 
learnt in the training into your counselling practice?’ 
on a four- point scale ranging from 1 (not at all) to 4 (a 
lot)) and the difficulties encountered in integrating it 
into everyday work. Furthermore, participants are asked 
about their perceptions of differences in their counsel-
ling sessions since the training with respect to the training 
content (e.g. dealing with ambivalence, resistance and 
active listening) and intentions for the future with respect 
to their counselling sessions. The questionnaire on the 
perceived impact of MI in everyday work represents individual 
perceptions of the final results from participating in the 
training (level IV: results). Participants are asked about 
recognised changes in their relationships with their 
clients (e.g. ‘My relationship with my clients has improved 
through the application of the techniques I learnt in 
the training’; rated on a five- point scale ranging from 1 
(strongly disagree) to 5 (strongly agree)) and the benefits 

Table 2 Assessed variables and corresponding time of measurement, level of evaluation according to the Kirkpatrick model 
and represented hypothesis

Time of measurement

Hypothesis Level*
Instrument 
(REFERENCE)t0 t1 t2 t6

Variables

Primary outcome

  Counselling competence x x x x 1 results CASES- R(36)

Secondary outcomes

  Satisfaction regarding the training: self- report x – reaction self- report questionnaire†

  Satisfaction regarding the training: TSR x x 2 reaction TSR scale(41)

  MI knowledge x x x x 3 learning self- report questionnaire†

  Perceived use of MI in everyday work x x 4 behaviour self- report questionnaire†

  Perceived impact of MI in everyday work x x – results self- report questionnaire†

  Self- efficacy in the counselling context x x x x 5 results ASKU(46)

  Social cognitions regarding the use of MI x x x x 6 results Social cognitions for 
using MI with future 
clients(44)

Baseline variables

  Sociodemographic data x – –

  Data regarding the caregiver counselling 
context

x x – –

Controlling variables

  Social desirability x x x x – –

t0, baseline (start of the e- Learning); t1, end of compulsory intervention (on completion of the on- site workshop); t2, end of voluntary 
intervention (on completion of the voluntary follow- up support); t6, 6- month follow- up.
*Level from the Kirkpatrick model.34

†based on the items proposed by D. Kirkpatrick and J. Kirkpatrick34 ; extended and adapted to the training context by the authors.
ASKU, general self- efficacy short scale; CASES- R, counsellor activity self- efficacy scale; MI, motivational interviewing; TSR, training 
satisfaction rating.
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of the training. In addition, participants are asked specific 
questions about perceived changes in clients as a result of 
using the MI techniques. The self- report questionnaires 
can be found in online supplemental appendix 2.

Other variables
Sociodemographic data and data on the caregiver coun-
selling context will be collected as confounding variables 
using a self- report questionnaire. The following informa-
tion will be collected: age, gender, duration of counselling 
activity, professional background, job status, percentage of clients 
seen multiple times, typical counselling setting, number of coun-
selling sessions per week, duration of an average counselling 
session, information on previously attended training programmes 
and motivation to become a counsellor.

In order to check for a social desirability response bias 
among the participants' answers, the Social Desirability- 
Gamma Short Scale will be included. It measures two facets 
of social desirability: the tendency to exaggerate positive 
qualities (PQ+) and to minimise negative qualities (NQ-). 
The social desirability score is determined separately for 
PQ+ and NQ- by calculating the unweighted mean of the 
three items within each subscale. Higher PQ+ scores and 
lower NQ- scores indicate a stronger tendency towards 
socially desirable responding.48

Data analysis
Data analysis will be carried out with the IBM Statistical 
Package for Social Science Statistics V.29 software. Missing 
values will be handled using the maximum- likelihood 
estimation: If the MCAR condition (missing completely 
at random) is fulfilled, missing values are imputed via 
expectation–maximisation algorithm.49 50 All analyses will 
be performed on an intention- to- treat basis and will be 
based on participants with available outcome data at the 
corresponding measurement points. Cases that cannot be 
clearly matched using the ID will be excluded.

The participants' satisfaction with the training, their 
perceived use and their perceived impact of the MI skills 
they learnt will be analysed with descriptive statistics in 
order to assess the quality and perceived benefits of the 
training. Frequencies, proportions and mean scores or 
medians will be calculated, and answers to open- ended 
questions will be analysed with content analysis according 
to Mayring.51 Quantitative data of the primary variable 
(participants’ change in counselling competence) as 
well as of each of the remaining secondary variables (MI 
knowledge, social cognitions about the use of MI and 
experience of self- efficacy in the counselling setting) will 
be examined with a repeated- measures ANOVA (anal-
ysis of variance) and a potential adjustment of the alpha 
level to take multiple testings into account. Potential 
confounding variables will be included to control for 
their effects. As this is a mixed- methods approach with 
a parallel design, the results of the separate quantita-
tive and qualitative analyses will also be compared. This 
mixing process enables checking whether the two anal-
yses lead to similar results or can complement each other.

Patient and public involvement
The research question was informed by the needs of CCs 
to have more communication techniques for dealing 
with difficult counselling settings as well as CGs’ needs 
for a good caregiver counselling programme specifi-
cally tailored to their needs. No patients were or will be 
involved in the design, the recruitment or the imple-
mentation of the study. As this study is an evaluation of a 
training programme for CCs, patient and public involve-
ment was not included in the research design.

DISCUSSION
MI has a long research history and is used in a variety 
of contexts. A review of the literature suggests that 
training in MI is primarily offered and studied among 
medical students and doctors, general healthcare prac-
titioners as physicians and nurses, psychologists and 
social workers.25–27 This study provides a valuable contri-
bution to the use of MI in the context of care counsel-
ling as it explores the potential of MI to strengthen the 
supportive role that CCs can provide to CGs. The current 
basic training of CCs provides only limited training in the 
communication techniques that will be required in their 
practice. Thus, the major goal of this study is to evaluate 
whether this MI training is useful for the CCs as an addi-
tion to the existing training programme and whether it 
has the potential to be provided nationwide in Germany. 
As this is the first study in this area with this specific target 
group, the initial focus is on how to conduct the training 
and whether MI training can increase participants’ coun-
selling competence and the self- efficacy they experience 
and, thus, sustainably improve the day- to- day work of CCs. 
It may also improve the counsellor–client relationship 
and increase the probability that appropriate changes 
(e.g. the use of support services) will be identified and 
implemented, thus helping to strengthen and support 
the important role of CCs.

As the goal is to implement this training on a national 
level, we have already considered CCs’ tight schedules in 
making the training economically and time efficient by 
carrying out a hybrid approach. This approach allows the 
training to be conducted at various levels: in addition to 
the traditional on- site days (which are particularly bene-
ficial for hands- on practice), the majority of the theoret-
ical content is delivered through e- Learning, allowing 
for independent learning in terms of time and location. 
Furthermore, the optional follow- up support provides 
participants with guidance on integrating the acquired 
knowledge into their daily counselling practices.

For a comprehensive analysis of the training, the eval-
uation of the study is based on the well- established Kirk-
patrick model,34 which means that the results can be 
compared with a variety of training fields. Satisfaction, 
perceived use and perceived impact will be surveyed 
both quantitatively and qualitatively, thus increasing 
the quality of the results through subsequent compara-
tive analyses as a part of a mixed- methods approach. In 
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addition to the primary and secondary outcome variables, 
various sociodemographic data will also be collected. 
These data can be used for a subsequent responder anal-
ysis to investigate which counsellors benefit the most 
from the training. Kirkpatrick levels I, III, and IV will be 
assessed subjectively. Thus, the evaluation of the impact 
of the training on the CGs is based on the perception of 
the CCs. To mitigate the potential influence of biased 
responses, a questionnaire will be included to address the 
issue of social desirability bias. We are using an open- trial 
design in which all participants receive MI training. Thus, 
potential limitations of the design include self- selection 
bias and the lack of a control group and corresponding 
randomisation. As this approach is not a novel approach 
to training, but rather a modification to suit a particular 
target group and evaluate the quality of the training itself, 
it is essential to conduct a pre–post comparison (e.g. to 
ascertain whether the selected instruments are sensitive 
to change in this respect). But if it can be shown that the 
training is useful for CCs and the quality of the training 
is high, a Randomized- Controlled- Trial will be conducted 
as a next step, which will also include evaluations of the 
effects of MI on CGs and care receivers.

Sustainable implementation of training programmes 
requires not only a detailed evaluation but also close 
collaboration with practitioners. To this end, practi-
tioners were involved in the development of the training 
programme in order to fill the existing gaps and adapt 
the type of training to participants’ needs. Contact with 
employers and responsible organisations will be main-
tained during the evaluation process, and key results 
will be passed on. In addition, a corresponding training 
manual will be developed and revised on the basis of the 
evaluation results.

ETHICS AND DISSEMINATION
All procedures have been approved by the Ethics 
Committee of the Friedrich–Alexander University 
Erlangen–Nürnberg (24–108- B). Participation is volun-
tary and can be withdrawn at any time without suffering 
any disadvantages.

The study was prospectively registered on 30 April 
2024 at ISRCTN registry (ref. ISRCTN14218056). Online 
supplemental appendix table 3 shows the trial registra-
tion dataset in accordance with the recommendations of 
the SPIRIT (Standard Protocol Items: Recommendations 
for Interventional Trials) statement.52

The risk potential by participating in the training and 
the subsequent evaluation is not to be classified as rele-
vant. Thus, no stopping guidelines have to be defined. 
Since pre–post data will be linked by using pseudonymi-
sation, it is not possible to determine the identity of an 
individual participant, and no conclusions can be drawn 
about individuals.

Participants will be given techniques to strengthen 
their clients’ self- motivation and willingness to change 
and, thus, achieve positive changes in burdensome home 

care situations. Therefore, CCs can experience the posi-
tive effects as a greater experience of success and greater 
self- efficacy in their everyday work.

Results of the evaluation will be used to enhance the 
training and develop a manual so that the training can be 
distributed throughout Germany as a rollout and, thus, 
ensure the integration of MI in caregiver counselling 
nationwide. A report summarising the research findings 
will be published in a peer- reviewed journal.
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