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Summary and aim 
 
Human beings perceive stress differently and several bio-psycho-social factors, as well as 
personal and environmental factors influence how persons can manage and cope with stress. 
Concepts, such as resilience, facilitate positive attitudes towards self-management of stressful 
life situations. Phylogenetically, (positive) stress produced/s adequate reactions of humans in 
difficult or dangerous situations, e.g. to fight or run away in the time when human beings were 
predominantly hunter-gathers. However, persistent stress, as well as the inability to sufficiently 
cope with stress have several negative consequences for the physical and mental health of 
humans. Negative stress is a major contributor to chronic diseases, like cardiovascular 
diseases, cancer, respiratory disorders, mental diseases including depression, but also the 
occurrence of accidental injuries. Insufficient coping can result in a harmful health behaviour 
at first and in the long term to a higher overall morbidity and mortality. This means not only a 
personal, emotional and physical burden but also a financial burden for the society as a whole, 
as well as the health system of a country. 
On the other hand, satisfactory social relationships were found to have a stress buffering, 
positive effect on how people deal with stress and are beneficial for one’s own health over the 
course of life. Satisfactory social relationships might even lead to longevity. 
In this thesis, a new psychosocial training for social relationships for mildly and heavily stressed 
adults will be evaluated. In a 6-module course, with four 3-day modules and two 5-day modules 
in the timeframe of one year, participants learn ways to strengthen their personal resources to 
establish effective social relationships and to develop skills as a social being. In between the 
module courses, the participants take 5 single sessions with an instructed trainer and 
document 10 conversations/social situations where they successfully applied the new skills. 
Each group consists of 15 to 35 participants. For my study, I will recruit a total of 400 persons. 
Approx. one hundred participants self-select to the intervention-social- and personal 
resources-course group and 100 individuals to the control group (matched for gender, age, 
employment status, family status, relationship status, perceived stress, daily stressors, and 
stressful life events in the past year) as well as 100 partner controls having a close relationship 
to the participants and 100 partner controls having a close relationship to the matched controls 
are planned. During the course of the training, the participants are thought to develop in a way 
that lowers their perceived stress level in daily life, improves their health behaviour and health 
status, leads to a higher satisfaction with their lives, improves the quality of their social 
relationships and results in higher wellbeing.  
Before, during and 6 months after the training the participants and the control group will be 
evaluated with standardized questionnaires.  
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The following research questions will be addressed in this study: 

1. Has a 1-year training program for social- and personal resources an influence on the 
perceived stress level, health behavior, health status, satisfaction with life, quality of 
social relationships, and wellbeing of the participants and the person they have a close 
relationship with compared to a matched control group in a quasi-experimental 
longitudinal study?  
 

2. Do the different items addressed during training (life goals, meaning in life, sense of 
coherence, social- and personal resources and transcendence) change in their 
perception by the participants or by persons the participants have a close relationship 
with compared to matched controls? 
 

3. Are the changes of these perceptions (concerning life goals, meaning in life, sense of 
coherence, social- and personal resources and transcendence) predictive for the 
changes of perceived stress level, health behaviour, health status, satisfaction with life, 
quality of social relationships, and wellbeing and how much does each of them 
contribute? 
 

4. If any changes occur, how sustainable are they during the longer-term observational 
period of 6 months after the training? 
 

 
In case the concepts underlying the development of the training can be corroborated, this 
would indicate a potential for developing personal resources in adult stage, foster a new 
understanding of how health can be maintained and improved, and give insight into healthy 
functioning and the role of social relationships. 
 
The researcher will be financially supported by an employment. It is planned to apply for a 
grant for further funding of the project.  
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List of abbreviations: 

 

ANCOVA Analysis of Covariance 
CG Control group 

CGC 
close relationship persons group of the 
control group 

CSRF Character Strength Rating Form 
DAG Directed Acyclic Graph 
ERI Essener Ressourceninventar 
EVOS Evaluation of Social Systems 
EXIS Experience in Social Systems 

FEG 
Fragebogen zur Erfassung des 
Gesundheitsverhaltens 

GBB Gießener Beschwerdebogen 

IGC 
close relationship persons group of the 
intervention group 

ITT Intention to treat 
LS Life Satisfaction 
MLQ Meaning in Life Questionnaire 
PSS Perceived Stress Scale 
SOC Sense of Coherence 

SPSS 
“Statistical Package for Social Sciences” 
software developed by IBM 

WHO World Health Organisation 
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Statistical Analysis Plan 
Study Methods 

Trial design  The study has a parallel group, quasi-experimental, longitudinal design. The control group (CG) is matched with the intervention group 
(IG) by gender (male/female/divers), age (±5), employment status (full time employed/part-time employed/unemployed/in 
education/educational leave/maternity or paternity leave/retired), family status (children/no children), relationship status (single/in a 
permanent relationship/undecided), perceived stress (±3), daily stressors (±30) and stressful life events within the last 3 months (yes/no). 
The matching is performed stepwise beginning with 7 matching characteristics down until 4 characteristics in case a large enough sample 
size cannot be reached. Control group members with less than 4 matching characteristics will be excluded from the study. For each 
participant of the training group and the matched control group a person they have a close relationship to will be included in the study. 
The intervention consists of 6 training modules (4x 3days, 2x 5days) with 5 individual sessions with the trainers within the course of a 
year. Follow up is 6months after the intervention has finished. Several training groups will be combined to reach the calculated sample 
size. 
The intervention and control groups as well as the persons having a close relationship to them – close relationship persons group of the 
intervention group are labelled as IGC, close relationship persons group of the control group are labelled as CGC -  will be assessed with 
paper and pencil tests. 
Included in the study are men and women, aged 18-70years, fluently speaking German having a score on the perceived stress scale 
higher or equal to 19.  

Randomization  No randomization is planned, as the training course under investigation is publicly available and participants assign individually and on 
their own responsibility 

Sample size A sample size of 43 in each group will have 90% power to detect a difference in the mean improvement of the perceived stress scale of 5 
(the difference between the mean improvement in the control group, assumed to be 5, and the mean improvement in the experimental 
group, assumed to be 10) assuming that the common standard deviation is 7 (estimated using pilot data) using a two group t-test with a 
0,05 two-sided significance level. 
Because of the quasi-experimental design we assume that the overlap in patient characteristics will not be perfect, such that the effective 
sample size after adjusting for residual confounding will be 50-60% of the original sample. In addition, we assume a drop-out rate of 20%. 
The sample size will therefore be determined at 100 per group. 

Statistical interim analyses and 
stopping guidance 

No interim analyses will be carried out 

 

Statistical Principles 
Confidence intervals and P 
values  

Level of statistical significance  0,05 (two-sided) 

 Description and rationale for any 
adjustment for multiplicity and, if 
so, detailing how the type 1 error 
is to be controlled  

The study evaluates one primary endpoint and several secondary endpoints. Results from secondary 
endpoints will all be reported and therefore, no multiplicity correction will be performed. 

 Confidence intervals to be 
reported  

95% confidence intervals for the difference in mean improvement will be reported 

Adherence and protocol 
deviations  

 Adherence is defined as participation in the training modules, assessment will happen through 
participation lists offered by Institut Kutschera (host of the training) 
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  Adherence will be presented as % of number of participants finishing all training modules compared to 
the number of participants at the beginning of the training 

 Definition of protocol deviations 
for the trial  

Definition: 
•  Not fulfilling the “intention to treat” criteria, which are: completing one or more training modules and 
answering the questionnaires 
•  Not fulfilling the “per protocol” criteria, which are: completing all training modules in the given order, 
taking the required amount of private sessions and answering the questionnaires 
•  Not fulfilling the “complete case” criteria, which are: completing all training modules in the given 
order, taking the required amount of private sessions and answering the questionnaires correctly 
and without any missing data 

 Description of which protocol 
deviations will be summarized  

Intention to treat: number of participants having missed training modules and private sessions (each 
from 0 to 5), number of participants returning questionnaires that need imputation for evaluation, 
number of participants still answering questionnaires but not attending training anymore (are not lost 
to follow-up); presented in absolute numbers and percentages 
Per protocol: number of participants returning questionnaires that need imputation for evaluation; 
presented in absolute numbers and percentages 
Complete case: number of participants not fulfilling the complete case criteria; presented in absolute 
figures and percentages 

Analysis populations   For primary endpoint improvement of perceived stress scale (PSS), an intention-to-treat analysis will 
be performed. 
PSS will also undergo an analysis by the per-protocol principle (all training modules completed) as 
secondary endpoint. 
For the intention to treat analysis missing items in the assessments will be imputed by carrying 
forward the preceding assessment, except at baseline where nearest neighbour imputation will be 
used. 
For the per-protocol analysis missing items will be imputed by using the nearest neighbour imputation 
method at any time point of assessment. 
As sensitivity analysis, a complete case analysis will be performed. 
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Trial Population 
Trial design  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Screening data  Screening data of participants not fulfilling the inclusion criteria will not be presented in this study but will be stored for secondary use. 
Eligibility  PSS score at baseline ³19, age between 18 and 70 years, fluency in German, male, female or divers, for the intervention group only: 

taking module number 1 as the first module of the training intervention, having the intention to complete the training or is not sure yet, 
given consent to participate in study, having completed 2 or more modules of the training 
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Recruitment  N assessed for eligibility in intervention group, N excluded from intervention group, N assessed for eligibility in control group, N excluded 
from control group, N excluded due to non-matching, N matched participants at T0, N lost to follow-up in intervention group at T5, N lost 
to follow-up in intervention group at T6, N close relationship person lost to follow-up in intervention group at T5, N close relationship 
person lost to follow-up in intervention group at T6, N lost to follow-up in control group at T5, N lost to follow-up in control group at T6, N 
close relationship person lost to follow-up in control group at T5, N close relationship person lost to follow-up in control group at T6, N 
analysed as intention to treat at T5, N excluded from analysis as intention to treat at T5, N analysed as intention to treat at T5 (complete 
case), N excluded from analysis as intention to treat at T5 (complete case), N analysed as intention to treat at T6, N excluded from 
analysis as intention to treat at T6, N analysed as intention to treat at T6 (complete case), N excluded from analysis as intention to treat at 
T6 (complete case), N analysed as per protocol at T5, N excluded from analysis as per protocol at T5, N analysed as per protocol at T5 
(complete case), N excluded from analysis as per protocol at T5 (complete case), N analysed as per protocol at T6, N excluded from 
analysis as per protocol at T6, N analysed as per protocol at T6 (complete case), N excluded from analysis as per protocol at T6 
(complete case) 

Withdrawal/follow-up  The level of withdrawals will be presented in absolute figures and percentages for each training course and for the whole group of 
participants as well as for the control group 

 Cumulative withdrawal rates will be presented in absolute figures and percentages for each training course and for the whole group of 
participants as well as for the control group using a Kaplan Meier graph 

 The reasons of withdrawals and lost to follow-ups will be evaluated by contacting the participants per email and be presented in 
frequencies 

 
Baseline patient 
characteristics  

List of baseline characteristics to 
be summarized 

age 
daily stressors 
desire to improve one’s social relationships 
employment status 
expectations for the training course 
family status 
feeling of belonging to a group 
health behaviour 
health status 
intention to complete the whole training course 
level of education 
life goals 
meaning in life 
perceived stress 
quality of relationships 
relationship status 
satisfaction with life 
sense of coherence 
sex 
social- and personal resources 
stressful life events 
total annual income 
transcendence 
wellbeing 
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 Details of how baseline 
characteristics will be 
descriptively summarized  

Continuous variables are described by mean and standard deviation, categorical variables by 
absolute and relative frequencies. Descriptive statistics will be stratified by group (intervention vs. first-
grade persons vs. control).  

 

 

Analysis 
Outcome definitions    
 specification of outcomes and 

timings  
• Primary outcome: Perceived Stress Scale (PSS) score improvement between T0 and T5 and T0 and T6. 
• Secondary outcomes: Improvement of Health Status, Health behavior, Satisfaction with Life, Quality of 

Relationships (EVOS, EXIS) and Wellbeing between T0 and T5 and T0 and T6 
• Primary endpoint: intention to treat, secondary endpoint: per-protocol; sensitivity analyses for both endpoints: 

complete case  
 specific measurement and units • age: stated by the participant, continuous 

• daily stressors: score range: 0-360, continuous 
• desire to improve one’s social relationships: yes/sometimes/no, totally happy, categorical 
• employment status: full time employed/part-time employed/unemployed/in education/educational 

leave/maternity or paternity leave/retired, categorical 
• expectations for the training course: 0-24, continuous 
• family status: children/no children; categorical 
• feeling of belonging to a group: yes/no; categorical 
• frequency of application of trained content: never, seldom, regularly, often; categorical 
• health behavior: FEG (physical activity, sleep and psychosocial burden), score range: sleep: 10-50, physical 

activity: -20-26, psychosocial burden: 2-46; continuous  
• health status: Giessen physical complaints questionnaire - GBB-24, score range: 0-96; continuous 
• intention to complete the whole training course: yes, no, not sure, only first module; categorical 
• level of education: apprenticeship, high school degree, university degree, other; categorical 
• life goals: Aspiration Index; score range: 0-1 (intrinsic divided by extrinsic); continuous 
• meaning in life: MLQ, score range: 0-1 (presence divided by searching); continuous 
• medication intake: 1-5+, categorical 
• perceived stress: Perceived Stress Scale, score range: 0-40; continuous 
• quality of relationships: EVOS, score range: 0-120, continuous; EXIS, score range: 1-6; continuous 
• relationship status: single/in a permanent relationship; categorical 
• satisfaction with life: LS-4, score range: 4-20; continuous 
• sense of coherence: SOC L-9, score range: 9-63; continuous 
• sex: male/female/divers; categorical 
• social- and personal skills: ERI (personal resources, social resources), score range: 0-99; continuous 
• stressful life events within the last 3 months: yes/no positive, yes/no negative; categorical 
• total monthly net household income: £1250€ / 1251-2000€ / 2001-3500€ / 3501-5000€ / >5000€; categorical 
• transcendence: CSRF, score range: 5-45, continuous 
• wellbeing: WHO-5, 0-25; continuous 

 any calculation or transformation 
used to derive the outcome 

Perceived Stress Scale, Health behaviour, Health Status, Quality of relationships (EVOS, EXIS) 
improvement: change from baseline to T5 and from baseline to T6 
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Analysis methods  
 

 Analysis of Covariance (ANCOVA) will be used to (a) evaluate the effect of the intervention on the 
primary and the secondary outcome variables and (b) to evaluate the mediating effect of the in the 
training addressed items (“training aims”). In these analyses the baseline value of PSS and of the 
respective outcome variable, and the matching criteria (see “Trial design”) will be used as covariates 
and intervention group as main factor variable. The mediation analyses (b) will additionally include the 
“training aims” items as covariates and will evaluate the importance of those items to explain the 
outcome variable by their partial R2 values. Moreover, the mediation analysis will evaluate the 
proportion of the intervention effect mediated by the “training aims” items; This kind of analysis will be 
performed for all primary and secondary outcomes comprising changes from baseline to end of 
intervention and from baseline to end of follow-up. 
The same analysis strategy will be followed to compare the closely related person group of the 
intervention group to the closely related person group of the control group. 
These analyses will be performed for the intention to treat population (primary analysis) and for the 
per protocol population (secondary analysis). 
 
The correlation of changes in the primary and secondary outcomes measured in the persons included 
in the trial and their closely related persons will be assessed with scatter plots and correlation 
coefficients.  

 any adjustment for covariates  Characteristics which were used as matching criteria, baseline value of PSS and, for secondary 
outcomes, baseline value of respective secondary outcome. For the mediation analyses “training aims 
will be added as covariates as well. 
in outcome analyses. 
 
Directed Acyclic Graph (DAG) (for evaluating the effect of the intervention the “OR” expression 
becomes effective as described above):  
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

 
 
 
 

Primary Outcome: 
PSS Improvement (T0-T5, T0-T6) 
Secondary Outcomes: 
Health Behaviour Improvement (T0-T5, T0-T6) 
Health Status Improvement (T0-T5, T0-T6) 
Satisfaction with life Improvement (T0-T5, T0-T6) 
Quality of Relationships Improvement (T0-T5, T0-T6) 
Wellbeing Improvement (T0-T5, T0-T6) 

Life goals (T0-T5, T0-T6) 
Meaning in Life (T0-T5, T0-T6) 
Social- and personal skills (T0-T5, T0-T6) 
Sense of Coherence (T0-T5, T0-T6) 
Transcendence (T0-T5, T0-T6) 

 

CONFOUNDERS 
Age (T0) 
Daily stressors (T0) 
Employment status (T0) 
Family status (T0) 
Gender 
Life goals (T0) 
Meaning in Life (T0) 
Perceived stress (T0) 
PSS Improvement (T0) 
Relationship status (T0) 
Sense of Coherence (T0) 
Social- and personal skills (T0) 
Stressful life events within the last 3 months (T0) 

Transcendence (T0) 
Health Behaviour (T0) OR 
Health Status (T0) OR 
Satisfaction with life (T0) OR 
Quality of Relationships (T0) OR 
Wellbeing (T0) 
 
 
 

 Intervention 
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 methods used for assumptions 

to be checked for statistical 
methods  

Histogram of residuals will be graphically inspected for normality;  

 details of alternative methods to 
be used if distributional 
assumptions do not hold  

in case of a clear skew distribution, the PSS will be log-transformed before calculating changes 

 any planned sensitivity analyses 
for each outcome where 
applicable 

complete case analysis will be performed to evaluate sensitivity of results on the imputation of last-
values  

 any planned subgroup analyses 
for each outcome including how 
subgroups are defined 

n.a. 

Missing data  Reporting and 
assumptions/statistical methods 
to handle missing data 

In case of missing values participants will be contacted for clarification. For the intention to treat 
(primary) analyses residual missing items in the questionnaires will be imputed by carrying forward the 
preceding measurement; For the per protocol (secondary) analyses residual missing data will be 
imputed using a nearest-neighbour imputation. For the complete case analysis participants with 
missing data will be excluded. All other variables will be handled similarly. 
 

 Details of how data validation 
and quality checking will be 
carried out  

The data will be doublechecked by an independent person, not involved in the research process 
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Background 
 
During life, for most health is the most precious good that people and society as a total have 
and want to preserve. Health is described as a state of complete physical, mental and social 
well-being and not merely the absence of disease or infirmity by the World Health Organisation 
(WHO) [1]. Life is a dynamic process and the environment and circumstances people live in 
are constantly changing. There are changes on the intrapersonal as well as interpersonal level 
which cover the individual as well as social aspects of being. Depending not only on the 
individual’s course of life but also on the resources with respect to coping this might lead to 
wellbeing on the one side of the spectrum and elevated states of stress felt as a burden on the 
other side of the spectrum. 
The overall financial burden in Austria in 2010 due to stress related mental illnesses in the 
working population was 7 billion [2] euros, latest numbers for the European Union reached 
over 600 billion euros [3], numbers for the total population are therefore even higher. 
On the other hand, good social relationships are well known to have a stress buffering effect 
[4] and are known to be beneficial for one’s own health [5,6] over the course of life and longevity 
[7] as such. 
In this thesis, a new training program for adults will be evaluated, in which the participants 
acquire resources that should help them lower their perceived stress level, improve their 
wellbeing and health behaviour and result in a higher satisfaction with life and better quality of 
relationships. This can be seen as a primary prevention method in health care. 
To latest knowledge, a study investigating the described effects of a training program on 
perceived stress, health behaviour, satisfaction with life, quality of social relationships and 
psychological wellbeing in the adult population is the first of its kind. It also is the first training 
under research that is founded on the principles of the learning process and individually 
addresses the life of the participants as such.  
 
Social Relationships 
Humans are social beings [8-9]. Research proposes that cooperation and living in community 
probably was the reason of the evolutionary success of the human species [10,11,12,13]. 
Infants are intuitively helping others without expecting any reward [14]. Altruism seems to be 
an innate trait [15]. Helping others, supporting or giving to others brings happiness to the 
spender himself [16] and promotes cooperation and social connection [17]. 
Today, as part of the European Public Health program, social inclusion is a relevant topic [18-
19]. Social exclusion is known to cause higher costs for society [20] and also results in poorer 
health outcomes, like higher rates of cardiovascular disease, alcoholism and suicidality, 
physical diseases related to stress and compromised immune function, and in later life, greater 
risk of degenerative dementia [5,21-22]. Also, the behaviour changes to being less prosocial 
[23]. Being prosocially active in groups [24,25] having good and close relationships to society 
[5] and families [26,27,28] especially spouses [29,30], brings more satisfaction [31] and quality 
of life [32] and results in a longer [5,33] and healthier life [34,35,36]. Close relationships also 
show positive effects for a healthier mind [37]. The partner’s health status is an additional 
promoter of one’s own health [38], showing the importance of the social dimension of 
interconnectivity with others. Recent research, on the other hand, has identified health 
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behaviours like physical activity and nutrition as mechanisms for negative long-term health 
outcomes in couples with marital dysfunction [39], showing once more the importance of the 
quality of the relationship individuals are in and their relevance as a foundation for health. Also, 
workplace quality of relationships has shown to impact mental health and self-rated physical 
health [40]. And the fact, that it is more about the subjective feeling of the individual about the 
relationship [41] shows a very important fact for a better understanding – it is about the 
individuals’ feelings that matter. The impact of positive affect or emotion has been investigated 
elsewhere in more depth [42,43]. For living happy and successful relationships it needs 
personal skills [44,45]. Research already indicated the role of personality traits for the quality 
of relationships [46]. In this thesis it should be investigated if these personal resources can be 
developed and also how this can affect the physical, mental and social wellbeing. Prior 
scientific results of the intervention method under research are giving indications for health 
benefits and should now be investigated in more detail [47]. 
 
 
Perceived Stress and its effects  
As people grow up in community their shaping by interactions with the environment even on 
an epigenetic level happens right from the beginning in life [48]. This is truly natural and 
essential for the development of a human being as a coping strategy for the surrounding 
conditions [49,50]. Indications show that in healthy children resilient adaptations are common 
[51]. It is shown to depend on an individual’s personality, acquired skills and coping strategies 
during the course of life how fast they can recover from and sustain in the face of this stressful 
adversity [52,53]. During life, for example through the surrounding conditions like adverse life 
events [54,55] or stressful situations in community [56], people may develop maladaptive 
coping strategies [57,58,59,60] for stressful situations. Stressful life events have shown to have 
the ability for manifesting negative long-term effects for mental and physical health, in some 
cases over a lifetime [61,62] - and often accompanied with avoidance strategies for coping 
with stress [63] that is often triggered by a social environment [64]. Perceived daily stress has 
shown to affect the body on a cellular level leading to an earlier onset of age-related diseases 
[65] and also the immune system, making the individual more susceptible to infections [66]. 
So, there is a clear correlation between perceived stress and the health status [67]. According 
to the definition of the WHO [68] the ability to cope with daily life stressors is one of the key 
skills that is needed for a positive mental health. 
 
On the bright side of life - where mental health is defined as a state of wellbeing 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 [69] - well 
suited strategies and skills can lead to a life with higher qualities of relationships and with less 
perceived stress, better mental health as well as better long-term overall physical health. This 
is what the intervention under research is aiming to help the participants to reach. 
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Health Behaviour and its effects 
In this study the focus will be on sleep, physical activity and psychosocial burden as the health 
behaviours under evaluation. 
The many benefits of good sleep have been very well studied (although the focus mainly lies 
on the health outcomes of sleep problems) [70], latest research shows that a poor sleep quality 
can affect the body on a cellular level indicating faster cellular aging [71]. It is also shown that 
there is a bidirectional influence of sleep and stress [72], making sleep not only a marker for a 
stressful lifestyle but also keeps the body hyperactivated. The quality of social relationships 
[73] and strength of social network [74] have also been found to correlate positively with 
beneficial sleep characteristics, showing once more the social traits of humans and the 
relevance of social relationships for health. Correlations between healthy sleep patterns and 
character traits [75] have also been found.  Finally, sleep duration has shown to be correlated 
with life satisfaction as well [76]. Even more, according to latest research, sleep loss seems to 
contribute to social isolation and vice versa [77]. 
Physical activity has shown to have a stress buffering effect [78,79]. The health benefits of 
physical activity [80,81] and even non-exercise related [82] physical activity for the body have 
been studied very well and have shown e.g. lower risks for mortality and better cardiovascular. 
Also, the benefits for mental health like e.g. health-related higher quality of life [83], reduced 
effect of anxiety and depression [84,85], have been under research. But there is also a social 
aspect to physical activity, as those how have company in it are more likely to be active [86]. 
Also, for the likelihood of being physically active, a correlation with personality traits has been 
found [87,88]. 
As these health behaviours are linked to personality they are included in this study to evaluate 
the effects of the training program. 
 
Satisfaction with Life and its effects 
This construct is seen as a cognitive judgement of wellbeing [89] and quality of life and is of 
individual and subjective nature. It is the result of a comparison with the standards an individual 
has set for himself [90]. Satisfaction with life has shown to be a predictor for a variety of health 
outcomes, even at long term for e.g. longevity [91]. A high satisfaction with life has also shown 
to be a predictor for a higher likelihood of positive life events like marriage and childbirth and 
a lower likelihood for negative life events like marital separation, job loss or relocation [92], 
showing its relevance for the future life as such. Good social relations [93] as well as socio-
demographic items like income and education [90] have shown have a positive effect on life 
satisfaction, once more showing the importance of good social relationships. On the other 
hand, personal distress and negative life events negatively influence life satisfaction. 
Furthermore, personality traits correlate with life satisfaction [94] making it a valuable tool for 
this study. Life satisfaction is seen as a measure for quality of life. 
 
Subjective Wellbeing and its effects 
Aristoteles already wrote 350 B.C. about a form of wellbeing he called eudaimonia – a striving 
towards excellence and self-realization based upon one’s unique potential. This is part of many 
constructs for wellbeing that have been proposed over the last decades [95]. There is a large 
body of literature showing the impact of wellbeing on our perception, thoughts, behaviours, 
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physiology and health. People with a higher wellbeing tend to function better in life – they are 
more productive and more socially engaged. A higher wellbeing has shown to enable 
individuals to have a broader focus of attention, generate more ideas, be more creative and 
flexible in their thinking. Positive emotions have shown to be able to lead to a longer life and 
better health [96]. 
 
 

Methods/design: 
 
Overview 

 

The proposed study will follow a quasi-experimental, longitudinal, prospective design taking 
place in Graz, Linz, Salzburg, Vienna, Wilfersdorf (all Austria), Geisenheim (Germany) and 
Winterthur (Switzerland). In a non-randomized, parallel group design, the control group will be 
matched pairwise for age, gender, employment status, family status, perceived stress, 
relationship status and stressful life events to get two comparable groups of participants in the 
intervention and the control group. For the intervention group and for the control group 100 
participants each will be recruited. Over the course of a year, every 6-8weeks a training module 
will take place. The participants are planned to take 4x 3day modules and 2x 5day modules 
and 50 teaching units in peer groups as well as 5 individual sessions (1 teaching unit each) 
with their trainer which sums up to a total of 275 teaching units. An overview of the timeline of 
a training class and the timepoints of assessment is provided in Figure 1. A follow-up 
assessment will be performed 6months after the last training module. Table 1 provides a more 
detailed description of the items being assessed and their timepoints of assessment. 
The study was approved by the local ethical committees of Vienna (Ref:   ), Graz (Ref:   ), Linz 
(Ref:   ), St.Pölten (Ref:   ), Frankfurt (Ref:   ) and Zürich (Ref:   ) and complies with the 
Declaration of Helsinki. Furthermore, the protocol was registered at clinicaltrials.gov (Identifier:       
). The study methods are in accordance with the recommended guidelines for reporting non-
randomized studies [97]. 

 

 

 

 

 

 

 

 

 

Figure 1: Timeline for each class 
 

 

Follow-Up Phase (6 months) 

6-8 
weeks  

Intervention Phase – 6 Training Modules (1 year) Registration Phase 

training modules (3days, #4 and #6 are 5days) 

Timepoint of assessment 

T0 T1 T2 T3 T4 T5 T6 
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   Time point of Assessment 

Assessment tool Admission to 
use 

# of 
items 

T0 T1 T2 T3 T4 T5 T6 

Close Relationship Person n.a. 3 x     x x 
Coverage of training costs (self, other) n.a. 1 x     x x 
Daily Stressors free 37 x     x x 
Desire to improve Social Relationships (single 
question) 

n.a. 1 x     x x 

Essen Inventory of Resources (ERI) free 38 x     x x 
Evaluation of Social Systems (EVOS) free 30 x     x x 
Expectations for the training course n.a. 6 x       
Experience in Social Systems (EXIS) free 12 x     x x 
Feeling of belonging to a group (single question) n.a. 1 x     x x 
Frequency of application of trained content (single 

question) 

n.a. 3       x 
Health behaviour: Fragebogen zur Erfassung des 
Gesundheitsverhaltens (FEG – Physical Activity, 
Sleep and Psychosocial Burden), medication intake 

free 46 x     x x 

Health Status: self-designed questionnaire n.a. 25 x     x x 
Intention to complete the whole course (yes, no, not 
sure, only first module) 

n.a. 1 x       

Life goals free 35 x     x x 
Meaning in Life free 10 x     x x 
Perceived Stress Scale (PSS-10) free 10 x     x x 
Satisfaction with Life Scale free 4 x     x x 
Sense of Coherence (SOC L-9)  9 x     x x 
Socio-demographic data (age, gender, education, 
income, family status, relationship status, 
employment status, earlier trainings) 

n.a. 14 x     x x 

Stressful life events (single question) n.a. 2 x     x x 
Transcendence free 5 x     x x 
Wellbeing (WHO-5) free 5 x     x x 

Total # of items  298        
 

 Table 1: Assessment tools and timepoint of assessment 
 
Study objectives 

The primary objective of the study is to sustainably reduce the perceived stress level in daily 
life in adults with a psychosocial training program for social relationships. Further aims of the 
study are to improve the health behaviour, health status, satisfaction with their life, quality of 
the social relationships and increase wellbeing of the participants and evaluate the relevance 
of the participants’ life goals, their meaning in life, their social- and personal resources and 
their experience of transcendence and sense of coherence – parameters that are meant to 
change by the training intervention. A clear objective is to compare the achieved results in the 
intervention group to a pairwise-matched control group to evaluate the true effect of the 
intervention and its diffusion to a closely related person. 
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Hypotheses 

Research Question 1 and 5: 
Can a 1-year training program for social relationships influence the perceived stress 
level, health behavior, health status, satisfaction with life, quality of social 
relationships, and wellbeing of the participants compared to a matched control 
group in a quasi-experimental longitudinal study?  
If changes in the participants occur, are they transmitted to a person they have a 
close relationship with? 

 
Research Hypothesis: 

There is a difference in the change of perceived stress, health behaviour, health status, 
life satisfaction, satisfaction with life, quality of relationships and wellbeing before (T0) and 
after taking the training (T5) – and A1: at follow-up (T6) - compared to a control group 
matched pairwise for baseline-values of age, daily stressors, employment status, family 
status, gender, perceived stress, relationship status and stressful life events in the past 
and that is only informed about the content of the training. 

For Research Question 5: 
There is a difference in the change of perceived stress, health behaviour, health status, 
life satisfaction, satisfaction with life, quality of relationships and wellbeing before (T0) and 
after taking the training (T5) – and A1: at follow-up (T6) – of the persons the participants 
have a close relationship with (first-grade persons), compared to a close person of the 
control group matched pairwise to the participants for baseline-values of age, daily 
stressors, employment status, family status, gender, perceived stress, relationship status 
and stressful life events in the past and that is only informed about the content of the 
training. 

 
A pre- and post-interventional questionnaire survey will investigate the effects of a 1-year 
training program for social relationships on the level of perceived stress, health behaviour, 
health status, satisfaction with life, quality of relationships and wellbeing for the 
participants and their first-grade persons compared to a matched control group and their 
first-grad persons. The control group will be matched pairwise for baseline-values of age 
(±5years), daily stressors (±30), employment status (full time employed/part-time 
employed/unemployed/in education/educational leave/maternity or paternity 
leave/retired), family status (children/no children), gender (male/female/divers), perceived 
stress (±3), relationship status (single/in a permanent relationship), and stressful life 
events in the past (yes/no).  
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Research Questions 2, 3 and 4: 
Do the different items addressed during training (life goals, meaning in life, sense of 
coherence, social- and personal resources and transcendence) change in their 
perception by the participants or persons they have a close relationship with 
compared to matched controls and their close relationship persons? 
Are the changes of these perceptions predictive for the changes of perceived stress 
level, health behaviour, health status, satisfaction with life, quality of social 
relationships, and wellbeing? 
If changes in these outcomes occur, how sustainable are they during the longer-
term observational period 6 months after the training? 
 

 
Research Hypotheses: 

A) There is improvement in life goals, meaning in life, sense of coherence, social- and 
personal resources and transcendence throughout the course of the training (between T0 
and T5) compared to the control group – and A1: throughout the whole observation time 
until follow-up (between T0 and T6) 

B) There is improvement in life goals, meaning in life, sense of coherence, social- and 
personal resources and transcendence in persons who have a close relationship to the 
participants throughout the duration of the training (between T0 and T5) compared to the 
control group – and A1: throughout the whole observation time until follow-up (between 
T0 and T6) 

C) The change of these parameters can predict the changes of the outcomes: T0 to T5 
predicting T0-T5, T0 to T6 predicting T0-T6 
 
The repeatedly assessed parameters life goals, meaning in life, sense of coherence, 
social- and personal resources and transcendence should give insight if the training 
program can address these parameters in the participants, if these effects are transferred 
to persons they have a close relationship with and if there is a correlation with the outcome 
(change from baseline) compared to the pairwise matched control group and their close 
relationship persons. 
A post-interventional questionnaire survey will be performed 6 months after the 
intervention has finished to determine the sustainability of the effects. This should be seen 
as an indication for treatment success and should lead to a discussion on the importance 
for the public health sector as a primary prevention means. 
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Recruitment and eligibility 
 

Participants 

Participants, who self-assign to the training program called Resonance-Practitioner held by 
Institut Kutschera in Austria (Graz, Linz, Vienna, Wilfersdorf), Germany (Geisenheim) and 
Switzerland (Winterthur), will be recruited. The inclusion and exclusion criteria are shown in 
table 2. 

 

Control Group 

The control group will be recruited following a procedure where each participant of the training 
program asks a person they have a close relationship with (first-grade) to find another person 
(second-grade) who is as much as possible identical to the participant with regard to age, 
gender, daily stressors, employment status, family status, perceived stress, relationship status 
and stressful life events. The second-grade person is asked to include a closely related person 
(third-grade) into the study. First-grade, second-grade and third grade persons will be 
assessed with questionnaires. This has to happen within the first 2 weeks after the first training 
module has ended. The chosen second-grade person must not be a relative or a person who 
is in contact with the participant on a regular basis, in best case they do not know each other 
at all. In any case, the participant must not know which second-grade person has been chosen 
and the second-grade person is not allowed to inform the participant in case they should meet. 
The second-grade person should also not be in close emotional contact with the first-grade 
person. The participant and the first-grade person are not allowed to talk about the 
questionnaires or their results. In total, 2 second-grade persons per participant should be 
recruited, which can be done by one or two first grade persons. In case not enough second-
grade persons can be recruited by the first-grade persons, the recruitment process will 
additionally be conducted in the general population based on the matching criteria by asking 
peers and friends to find a matching second-grade person. Multi-matching (one control 
matches more than one of the participants of the intervention group), horizontal matching (one 
of the second-grade persons from one participant matches with another participant of the 
intervention group) and vertical matching (the matching partner matches a participant from 
another course than initially intended) are possible.  
 
 
 Inclusion criteria:  

• Male, female, divers 
• fluently German speaking 
• between 18-70 years of age 
• given informed consent 
• a value of ³ 19 on the perceived stress scale 
• Intervention group: 

o having completed 2 or more modules of the training 
o intention or not sure yet to complete the whole training 
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Exclusion criteria: 
• not speaking German fluently 
• being below 18 or above 70 years of age 
• having a value <19 on the perceived stress scale	
• not given an informed consent 
• Intervention group:  

o plans to take only the first module or already has taken other modules first  
o not having completed 2 or more modules of the training 

 
 Table 2: Inclusion and exclusion criteria 
 
 
Sample Size Calculation 
 
A sample size of 43 in each group will have 90% power to detect a difference in the mean 
improvement from T0 to T6 of the perceived stress scale of 5 (the difference between the mean 
improvement in the control group, assumed to be 5, and the mean improvement in the 
experimental group, assumed to be 10) assuming that the common standard deviation is 7 
(estimated using pilot data) using a two-group t-test with a 0,05 two-sided significance level.  
Because of the quasi-experimental design, we assume that the overlap in patient 
characteristics will not be perfect, such that the effective sample size after adjusting for residual 
confounding will be 50-60% of the original sample. In addition, we assume a drop-out rate of 
20%. The sample size will therefore be determined at 100 per group. The primary endpoint is 
analysed according to the intention-to-treat principle (ITT). 
 
 
Randomization 
 
Participants self-assign to the intervention and are recruited following the above-mentioned 
procedure for the control group. There is no randomization process incorporated in the study. 
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Intervention  
 
 

 
 

Intervention Group 1 Intervention Group 2,3,4,5,6,7,8 
Coursenr. to be defined 
Seminar 1  14.11.-16.11.2019 
Seminar 2  16.01.-18.01.2019 
Seminar 3  02.03.-06.03.2019 
Seminar 4  14.05.-16.05.2019 
Seminar 5  09.07.-11.07.2019 
Seminar 6 (Exam) 08.09.-12.09.2019 

2020 in Switzerland, Austria, Germany -  
exact dates still have to be confirmed 
(tentative dates shown in the graph 
above) 

 
 Figure 2: Training dates 
 

Control Group 

 
Participants in the control group will be assessed at the same time as the participants in the 
intervention group. The timepoints of assessment and the exact dates are shown in Figure 2. 
Adaptations due to a delayed start of the study will be made accordingly. There will be no 
treatment in the control group. For returning all of the 3 questionnaires, the first-grade, second-
grade and third-grade participants will receive a compensation of 30€. Drop-outs of the study 
will receive an aliquot compensation (10€ per returned questionnaire). The control group will 
be handled as a parallel group until the end of the intervention. The control group will be 
assessed via paper and pencil questionnaires. 
 

Intervention Group 

 
The participants of the intervention group will join the modules as shown in Figure 2. 
Adaptations due to a delayed start of the study will be made accordingly and identically to the 
control group. They receive a book and a scriptum that contain the lecture material. No costs 
for the participants for the training will be covered by the study. The assessment is performed 
before or at latest on the first day of the first and sixth module as well as 6 months after finishing 
the training in paper and pencil form. The participants of the training who also participate in the 
study will receive a compensation. Dropped out participants will be sent the questionnaire at 
the timepoints of assessment. For returning all of the 3 questionnaires, the participants will 
receive a compensation of 30€. Drop-outs of the study will receive an aliquot compensation 
(10€ per returned questionnaire). 
 

Intervention Group 8 Follow up period - IG8
Intervention Group 7 Follow up period - IG7

Intervention Group 6 Follow up period - IG6
Intervention Group 5 Follow up period - IG5

Intervention Group 4 Follow up period - IG4
Intervention Group 3 Follow up period - IG3

Intervention Group 2 Follow up period - IG2
Intervention Group 1 Follow up period - IG1

sept nov jan mar may jul sept nov jan mar may jul sept nov jan mar may
202220212020

final analysis
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1) Training Program 

 
The intervention consists of six modules and lasts about one year. Modules number 1-3 start 
on a Thursday afternoon at 5pm and end on Saturday at around 3pm, modules number 4 and 
6 starts on Tuesday at 5pm and end on Saturday at around 3pm. Each module has a specific 
topic and consists of a tailored combination of exercises. The title and the content of the 
modules are presented in Table 3. 
 

Modules Title Duration 

Module 1 Finding Meaning & developing your personality 3 days 

Module 2 Improving quality of life with others 3 days 
Module 3 Solving conflicts respectfully 3 days 

Module 4 
Finding Meaning & discovering your own strengths and 
weaknesses in a group 

5 days 

Module 5 Systemic understanding of change 3 days 

Module 6 Summary and Integration 5 days 
 
 Table 3: Duration and titles of the training modules 
 
A detailed description of the daily schedule and a description of the exercises is attached in 
the appendix section. Due to ethical reasons slight changes might be appropriate during the 
course according to special needs of the group or single participants. Any deviations from this 
standardized intervention protocol will be written down and the trained program will be reported 
as % of concordance with the standardized version. 
 
The training aims to individually address the personal characteristics of the participants so that 
they can implement their newly acquired skills (strengthened resources) in those areas of their 
lives where they consider them to be needed. This is made possible as participants define their 
individual goals for this training within the given framework for themselves, while the training 
with its procedures and the framework - guiding the training process - is standardized. 
 
The whole foundation of this training concept and its principles can be found on the homepage 
of the training provider [98]:  

• Most relevant for this study one consequence of these principles is, that we only give 
up a certain behaviour for something that feels better – meaning that a more intense 
positive emotion can replace the emotion that comes with the negative behaviour. This 
ability seems to contribute to resiliency and in long term to a better health [99]. The 
training aims to address this change. 

 
 
 
 

2) Theoretical background of the training 
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Logical Categories of Learning and Communication 
This construct is based on work from Gregory Bateson 
about how organisms learn [100]. Robert Dilts applied it 
to the field of personality [101], while Kutschera further 
modified this construct for the purpose of this training 
[102,103] (Figure 3). The higher the stage in which 
learning takes place, the more and the stronger levels 
below are affected. So, in order to bring on a change on 
a certain level, the level above has to be addressed. The 
training program is designed to address these levels in 
an order to allow change and sustainability. Each 
exercise in the training course can be assigned to the 
levels it affects. 
 

Figure 3: Logical Categories of Learning [104] 

 
5 roles 
The 5 Roles model is a theory based on the experience 
of Kutschera [103]. Being able to fulfil one needs in 
each of these 5 roles (Figure 4) – man/woman, 
hierarchy, joy, environment, individual – in both life 
categories “at work” and “in private” is seen as a 
prerequisite for living a fulfilled life as an individual as 
well as in community. In the training the participants are 
guided to define for themselves how they can live these 
roles in daily life. In order to be able to fulfil their inner 
needs related to each of these roles, the participants 
are guided in the process to strengthen the relevant 
resources to do so.  
 

 
Figure 4: 5-roles model of personality [104] 

 
  



 

  24/34 

 4 Archetypes of attention 
In their concept, Kutschera defines 4 archetypes 
based on their behavioural skills (see Figure 5). 
Trained behaviour, from early childhood on, forms 
this archetype. It is believed that this behaviour is 
learned to get attention from the parents in order to 
fulfil basic needs. It can be seen as a strategy from 
the child to get in contact with its parents and get 
their attention. Written in the centre of the circle are 
the preferred skills as they have proven in the past 
to be the most successful. On the yellow rays are 
the skills that this archetype is supposed to learn to 
develop a balanced and resourceful personality. As 
these skills are outside of, and sometimes contrary 
to the known skills, it usually involves all logical 
categories of learning to acquire these new skills 
and use them as a resource [105]. 
 

Figure 5: Archetypes of attention [104] 

 
 
The training described above is held by Institut Kutschera, Vienna, and is called “Resonanz 
Practitioner” [106]. The Institute is ISO 9001 certified [107] and the curricula of the course is 
nationally and academically approved by Steinbeis University in Berlin and equals 13 ECTS 
[108].  
The trainers are having at least 10years of experience in training this curriculum and are having 
all legal requirements to do so. 
 
Additionally, 5 units (50min each) of self-experience, where the participants are in a private 
session with one of the trainers to discuss a relevant topic, are included. 
10 protocols (one page each, following a given structure) have to be written, where the 
participants note their perceptions during a conversation to help reflecting their already 
obtained skills. 
1 book-presentation has to be held, proving that the participants have engaged with a self-
chosen topic important for their resource portfolio and personal development. 
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3) Assessments 

 
a) Questionnaires 

 
The following questionnaires will be used for the evaluation: 
Parameter Tool 
Coverage of training costs (self, other) single question formulated by the researcher to evaluate 

an influence of cost coverage on the training effect (1 
item) 

Daily Stressors Evaluated with a list of the most common daily hassles 
and represents the momentary stress situation in daily life 
(37 items) [109] 

Desire to improve Social Relationships single question formulated by the researcher to evaluate 
an influence of the desire to improve the social 
relationships on the training effect and to define it as a 
confounder when there is a difference between 
intervention and control group (1 item) 

Quality of relationships assessed with the EVOS – Evaluation of Social Systems 
[110] and EXIS – Experience of Social Systems 
questionnaire [111]. (68 items in total). The total sum will 
be used for further calculations. 

Feeling of belonging to a group single question formulated by the researcher to evaluate 
an influence on the training effect and to define it as a 
confounder when there is a difference between 
intervention and control group (1 item) 

Frequency of application of trained 
content 

single question formulated by the researcher to evaluate 
an influence on the sustainability of the training effect (1 
item) 

Health behaviour Evaluated by using the FEG - Fragebogen zur Erfassung 
des Gesundheitsverhaltens Covers the relevant 
behaviours for this study: Physical Activity, Sleep and 
Psychosocial Burden (43 items). The total sum will be 
used for further calculations. An additional single question 
is asked about the number of different medications that 
are taken. 

Health Status Evaluated by using the GBB - Gießener 
Beschwerdebogen, which consists of the most common 
health related symptoms (24 items). The total mean value 
will be used for further calculations. 

Intention to complete the whole course single question formulated by the researcher to evaluate 
how many of the participants plan to take only the first 
module (those who missed it earlier and join in only to 
make up for that will be excluded from the study and not 
handled as drop-outs) (1 item) 

Life goals contains intrinsic and extrinsic aspirations, which can be 
seen as life goals, assessed by the Aspiration Index [112] 
(35 items). The values ratio between presence and 
searching will be used for further calculations. 

Meaning in Life  Assessed by the MLQ – Meaning in Life Questionnaire 
[113], which differentiates between searching and 
presence of meaning (10 items) 

Perceived Stress Assessed by the PSS-10 – Perceived Stress Scale [114] 
(10 items) 
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Personal- and social-skills personal, social and structural resources are assessed by 
the ERI - Essener Ressourceninventar [Error! Bookmark 
not defined.] (33 items). The total mean value will be 
used for further calculations. 

Satisfaction with life Assessed by the SWLS - Satisfaction with Life Scale [115] 
(4 items) 

Sense of Coherence Assessed by the SOC-L9 - Sense of Coherence Scale 
[116] (9 items) 

Socio-demographic data age, gender, education, income, family status, relationship 
status, employment status, earlier trainings (14 items) 

Stressful life events  single question formulated by the researcher to evaluate 
an influence of a stressful life event on the training effect 
and to act as a matching criterion (1 item) 

Transcendence Assessed by the CSRF – Character Strength and Rating 
Form (Transcendence part only) [117] (5 items) 

Wellbeing Assessed by the WHO-5 questionnaire for psychological 
wellbeing [118] developed by the World Health 
Organisation 

Table 6: detailed description of the assessment tools 
 
German versions of the questionnaires will be used, if available. Otherwise the content of the 
questionnaires will be translated to meet the needs of the study.  
 
If there are no German versions of any assessment instrument available, a forward-backward 
translation [119] as well as cultural adaptation of the questions in terms of a cognitive debriefing 
will be carried out to create a German version of this instrument. 
 
 
 
Data analysis  
 
The data will be assessed using SPSS. If not stated otherwise in table 6, the questionnaires 
will be analysed according to their manual.  
 
Description of the groups 
Descriptive statistics will be used to describe the training groups composition and the control 
groups composition with regard to the baseline values assessed at T0. Each group will be 
analysed individually, clustered by country and as a whole to assess variations. Absolute 
numbers, mean scores or ratios will be used where applicable to analyse and compare the 
groups. The results will be described graphically and in tables.  
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Correlations and Outcome analysis 
For Research Question 1: 
The pre-post differences in the outcome parameters between the control group, the 
intervention group and first-grade relationships will be compared to determine any significant 
changes from the beginning of the intervention (T0) until the end of intervention (T5) as well 
as until six months after the intervention (T6).  
 
   For Research Hypothesis 1: 

The primary outcome measure is “perceived stress experience”. The baseline scores 
of this outcome will be compared to the two endpoint scores (T5, T6). In addition, the 
secondary outcomes “Health Behaviour”, “Health Status”, “Quality of Relationships”, 
“Satisfaction with Life” and “Wellbeing” will be similarly compared. A General Linear Model will 
be used to evaluate the outcomes of the intervention as dependent variables, while pre-
intervention score, group and those confounders that differ between the intervention and 
control group are defined as independent variables. 
 
For Research Question 2,3 and 4: 

Differences of the values for life goals, meaning in life, sense of coherence, social- and 
personal resources and transcendence between T0-T5 and T0-T6 are calculated to show 
changes of these parameters throughout the course of the training compared to a pairwise 
matched control group and to first-grade persons.  
 
   For Research Hypothesis 2,3 and 4: 

If there is a change in life goals, meaning in life, sense of coherence, social- and 
personal resources and transcendence throughout the training (T0 to T5 predicting T0-T5, T0 
to T6 predicting T0-T6) compared to the control group will be analysed with a General Linear 
Model (see before). 
 
 

Ethical consideration 
 
The proposal, content of the questionnaire surveys, information sheet and informed consent 
forms would be submitted to the ethics committees of the city of Vienna, Graz, Linz, Salzburg 
and the responsible committees in Germany and Switzerland for approval. 
 
 

Outcomes 
 
The results of the survey will be disseminated through conference presentations, peer-
reviewed publications and community magazines. 
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Operational objectives: 

1st year 
Aim 
The research proposal has to be finished and accepted by the thesis committee and the 
Medical University of Vienna. 
With the accepted proposal an application is sent to the ethics committee to get the study 
approved. Due to the multicentre-character an approval from all the responsible ethics 
committees has to be given. 
In order to receive funding, the first step is to screen foundations and available institutions 
supporting research in the area of prevention in the public health sector. After that, the best 
suited institutions are identified and an application for a research funding is sent. It has to be 
agreed on a strategy to do so within the thesis committee – there might be a better chance to 
receive funding when applied for smaller amounts in parallel at different institutions and 
informing them about the process.  
The informed consent and the questionnaires are provided to Institut Kutschera to be handed 
out to the participants of the trainings. An instruction on how to recruit the other participants 
of the study, not receiving the training is also provided. 
During the first year, the first assessment round at T0 will be completed for the participants, 
their close-relationship person, the matched controls and their close relationship persons. 

 

2nd year 
Aims 
During the second year, intervention groups 1-4 will be fully assessed. The whole data has to 
be collected and entered into a database for the final statistical analyses. A main aim is to set 
up an appropriate datafile in SPSS, the program of choice for the statistical analyses. During 
the second year it should be able to get a good picture of the participation rate in the study and 
the response rate and the quality of the answers in the questionnaires. This should be the 
basis for a discussion about the prolongation of the recruitment phase in order to reach the 
calculated sample size. 
 

3rd year 
Aims 
During the third year the rest of the intervention groups will be fully assessed. The database 
is finalized and according to the statistical analyses plan the data will be processed. The final 
analysis will be performed and the results will be discussed with the thesis committee. The 
agreed results will be presented on conferences and the 1st authorship paper will be 
accepted in a peer-reviewed journal. Finally, the thesis will be written and defended. 
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Working plan 

1st year 
Months 1-6 
• Setting up a detailed cost plan 
• Identifying the best suited institutions and applying for a research funding. 
• Prepare survey tools from relevant validated questionnaires. 
• Finalize thesis proposal and get it accepted by the Medical University of Vienna 
• Hand in protocol with assessment tools and all relevant information to Ethics Committee 
• Adapt the protocol and cost plan in case any changes have to be made based on the 

ethics vote 
Months 7-12 
• Disseminate documents including the informed consent forms, the questionnaires as well 

as the instructions to recruit the other participants to Institut Kutschera for internal 
distribution at the timepoints T0.  

• Set up the database in SPSS for the upcoming analyses 
• Collect consent forms and first survey data. 

 

2nd year 
Months 13-18 
• Continue collecting the data from the survey. Conduct matching of the control group. 
• Feeding the database with the data from the incoming questionnaires. 
Months 19-24 
• Further continue collecting survey data. 
• Begin to analyse the survey data from the recently finished training classes. 
• Decide, based on the participation rate and matchability, if further training classes shall 

be included. 
 

3rd year 
Months 25-30 
• Finish the last assessments of the training classes. 
• Analyse the results of the surveys. 
• Conduct the final analysis. 
• Interpret the data and prepare it for the 1st authorship publication. 
• Disseminate information through conferences and publications. 
 
Months 31-36 
• Get the 1st authorship publication accepted in a peer reviewed journal.	
• Write up thesis.	
• Defend thesis. 
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Alternative strategies 
 
In case the study cannot be conducted as proposed alternative strategies have to be 
followed: 
• Number of participants not reached: not being able to reach the calculated number of 

participants within the proposed timeframe seems to be the only risk for the study. As 
there are several trainings starting each year, the alternative strategy would be to include 
more training classes until the number of participants is reached. This would extend the 
study about the maximum of 6months.	



 

  

Timelines 
 

 1st year 2nd year 3rd year 

 Months 1-6 Months 7-12 Months 13-18 Months 19-24 Months 25-30 Months 31-36 

• Apply for research funding 
• Prepare survey tools from relevant validated questionnaires. 
• Discuss and come to an agreement with Institut Kutschera on the content of the 

survey tools and information for the control group as well as informed consent 
forms. 

• Hand in protocol with assessment tools and all relevant information to Ethics 
Committee. 

 

      

       • Disseminate information and informed consent forms to Institut Kutschera for 
internal distribution.  

• Finish preparations of assessment tool 
• Collect consent forms and first survey data. 
 

      

       • Continue collecting the data from the survey. Conduct matching of the control 
group. 

• Discuss the results and prepare publication 

      

       • Further continue collecting survey data. 
• Begin to analyse the survey data from the recently finished training classes 

      

•        • Analyse the results of the surveys. 
• Interpret the data and prepare publication. 
• Disseminate information through conferences and publications. 
• Write a 1st authorship publication 

 

      

       • Write up thesis.       
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