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Abstract
This study describes the online adaptation of a Positive Psychology intervention for health
promotion. The methodological guidelines used were The Formative Method for
Adapting Psychotherapy and the Consolidated Framework for Implementation, based on:
characteristics of the intervention; of the individuals; internal and external contexts;
implementation process. The intervention consisted of 6 online group sessions, with 10
staff members from the health management team of a retiree association in RS/Brazil,
mean age 43.6 years (SD = 15.86). An evaluation questionnaire was completed at the end
of the activities and descriptive statistics revealed participants' satisfaction with the
intervention and with the moderator, as well as generalization of the contents. Changes
were suggested specially to increase the duration of the sessions. We suggest the
systematization the processes used in this study to support research on the implementation
and adaptation of online interventions for different contexts and populations.
Keywords: positive psychology; health promotion; online adaptation
Resumo
Este estudo descreve a adaptação online de uma intervenção em Psicologia Positiva para
promoção de saúde. Como diretriz metodológica, utilizou-se o The Formative Method for
Adapting Psychotherapy e o Consolidated Framework for Implementation Research, nos
eixos: características da intervenção; dos indivíduos; contextos interno e externo;
processo de implementação. A intervenção consistiu em 6 encontros grupais online, com
10 integrantes da equipe de gestão em saúde de uma associação de aposentados do RS,
Brasil, média de idade 43,6 anos (DP = 15,86). Um questionário de avaliação foi
preenchido ao final das atividades e estatísticas descritivas revelaram satisfação dos
participantes com a intervenção e com o moderador, assim como generalização dos
conteúdos. Foram sugeridas alterações, especialmente aumento da carga horária das
sessões. Sugere-se a sistematização dos processos utilizados neste estudo para embasar
pesquisas de implementação e adaptação de intervenções online para diferentes contextos
e público-alvo.
Palavras-chave:psicologia positiva; promoção de saúde; adaptação online
Resumen
Este estudio describe la adaptación online de una intervención en Psicología Positiva para
la promoción de la salud. Como guía metodológico se utilizó el The Formative Method
for Adapting Psychotherapy y Consolidated Framework for Implementation Research en:
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características de la intervención; de individuos; contextos internos y externos; proceso
de implementación. La intervención consistió en 6 reuniones grupales con 10 miembros
del equipo de gestión de salud de una asociación de jubilados en RS (Brasil), con una
edad promedio de 43.6 años (DE = 15.86). Se completó un cuestionario de evaluación al
final de las actividades y las estadísticas descriptivas revelaron la satisfacción de los
participantes con la intervención, con el moderador y generalización de los contenidos.
Se sugirieron cambios, especialmente aumento en la carga de trabajo de las sesiones.
Sugerimos sistematizar los procesos utilizados en este estudio para apoyar la
investigación sobre la implementación y adaptación de intervenciones para diferentes
contextos y públicos.
Palabras clave: psicología positiva; promoción de la salud; adaptación online
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The year 2020 was a turning point in human history after the World Health
Organization (WHO, 2020a, 2020b) announced a pandemic as a public health emergency.
First detected in Wuhan, China, COVID-19 is a severe acute respiratory syndrome caused
by the new Betacoronavirus 2 (SARS-CoV2), called new coronavirus (Huang et al., 2020;
Spina et al., 2020). Besides the rapid progression to severe cases of the disease, another
difference of COVID-19 vis-à-vis other infectious conditions is the high contagion rate
between individuals/groups, or prolonged contagion after the exposure to viruscontaminated surfaces (Duan et al., 2020). Although the final death rates from COVID19 cannot yet be ascertained due to the rapid progression of the disease in several
countries, case fatality rates have been higher than previous crises of the 21st century
caused by SARS-CoV and MERS-CoV coronaviruses. Currently, cases have been
underreported due to the shortage of samples, reagents and equipment for testing and
diagnostic establishment worldwide (Driggin et al., 2020; Watkins, 2020).
Concerning individuals’ mental and physical health due to the imminent risk of
infection by the virus and physical distancing/isolation and break in the life routine, we
highlight factors intervening in the pandemic that trigger uncertainty about the future and
psychological crises. Moreover, there is a low perception of control and insecurity
regarding the support provided by social institutions to mitigate socioeconomic problems
arising from job losses, reduction or non-existence of jobs and income, in the case of
informal workers, service providers, and companies. In addition, the lack of public
policies and investments to meet the basic needs to face the pandemic is a stressor
attaching risks to people’s mental health. We also witness a lack of managers’
preparedness and the inconsistent provision of information on safety procedures to the
population by public authority levels and bodies, which tends to generate even more
anxiogenic and depressogenic symptoms for the population and, mainly, those included
in a risk group (WHO, 2020a, 2020b).
Health promotion and disease prevention strategies are the primary interventions
suggested addressing such complex mental health issues. They serve to treat pre-clinical,
underdiagnosed cases or clinical symptoms and prevent the recurrence of health problems
and as a measure to compile evidence to guide and support the elaboration of public
policies and sustainability of the health network (WHO, 2020a, 2020b).
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Health promotion interventions have been implemented in several countries in
online/virtual format (also called eHealth/mHealth interventions) for greater capillarity
of access for risk groups due to their low cost (Welch et al., 2016) and because they are
more effective for behavioral changes, given their interactive nature, when compared to
motivational or purely informative websites (Mouton & Cloes, 2013).
Some examples of interventions implemented online to promote the health of adults
and older adults are geared to informal caregivers (family members) that include
professional and social support components, instructions for behavioral change, and
problem-solving (Richard et al., 2019); cancer patients and their caregivers (Northouse et
al., 2014); self-directed interventions for several mental health conditions (post-traumatic
stress, depression, anxiety, and phobia) and physical health (diet and physical activity)
(Rogers et al., 2017). Among the most significant benefits to mental health identified after
participating in online interventions, review data indicate a lower depressive level in
interventions by apps focused on health promotion than cognitive training apps (Firth et
al., 2017) and gains in the prevention of depression (Ebert et al., 2017).
In Brazil, some regulations are also in force to regulate the work of psychologists
through information and communication technologies (ICTs) for remote access of
intervention participants, such as Resolution No. 11, of May 11, 2018, which regulates
the provision of psychological services performed through ICTs. Resolution No. 11/2018
regulates the Psychological Assessment practice. Technical Note No. 07/2019 guides on
the use of psychological tests in services performed through ICTs. Resolution Nº 04, of
March 26, 2020, provides for the regulation of psychological services provided through
ICTs during the COVID-19 pandemic and assists in the registration of psychologists for
online services (Marasca et al., 2020).
Thus, at this time of grave need, it is impossible to act with group face-to-face
interventions due to the restrictive measures in several countries to promote physical
distance from the general population and contain COVID-19 transmission. Whereas there
is no defined deadline for the normalization of standard procedures for assistance and
provision of health services; whereas it is essential to adapt services and interventions for
health promotion, based on the use of ICTs for distance/remote access. This study aims
to describe the process of adapting an intervention in Positive Psychology for health
promotion with online implementation Vem Ser Program.
Description of the intervention: The Vem Ser Program
Positive Psychological Interventions (PPIs) have been implemented worldwide to
promote physical and mental health. This intervention model includes approaches to
positive subjective experiences, traits that are strengths, which constitutes character
virtues, and positive institutional contexts to favor better psychological and health
functioning (Durgante, 2017; Magyar-Moe et al., 2015; Proyer et al., 2014; Sin &
Lyubomirsky, 2009).
PPIs have been effective in improving well-being and quality of life indicators in
clinically and non-clinically diagnosed individuals (Boiler et al., 2013; Durgante &
Dell’Aglio, 2019; Nikrahan et al., 2016), providing better response to treatments and
rehabilitation (Reppold et al., 2015), better recovery from adverse psychophysiological
effects, such as cardiovascular reactivity, inflammatory processes, and
immunosuppression, which tend to be aggravated in stressing situations (Cohn &
Fredrickson, 2010).
Thus, the Vem Ser Program was developed based on the scientific literature on
group PPIs (Sin & Lyubomirsky, 2009) and Cognitive-Behavioral Therapy (Knapp &
Beck, 2008). The program consists of 6 weekly (2 h each) face-to-face group sessions
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and aims to intervene in the following forces: values and self-care/prudence, optimism,
empathy, gratitude, forgiveness, the meaning of life, and work. The initial version of the
program, implemented face-to-face, underwent a pilot study (Durgante et al., 2020a), a
feasibility study (Durgante et al., 2019b), and an efficacy trial (Durgante & Dell’Aglio,
2019), with a sample of more than a hundred southern Brazilian retirees. Quantitative
results indicated the main effects of the program for improved indicators of life
satisfaction, resilience, symptoms of perceived stress, depression, and anxiety in the
intervention group, besides interaction effects for improved optimism, empathy,
symptoms of depression and anxiety in the experimental group compared to the control
group. The effects and impacts on life satisfaction, depression, and anxiety symptoms
remained three months after the end of the program (Durgante et al., 2020b). However,
given the current pandemic situation and the need to adapt services remotely for all
populations and health care levels, the online version of the program was adapted to
conduct interventions aimed at the general public (Durgante et al., 2019a).
Methods
Design
A mixed qualitative-quantitative longitudinal study was developed to implement
and evaluate the online version of the Vem Ser Program, with pre (T1- in the week before
the onset of the intervention) and post-intervention (T2- in the week of the end of
sessions). This was based on the Formative Method for Adapting Psychotherapy (Hwang,
2009), in five stages: I. Generating knowledge and collaboration with stakeholders; II.
Integrating the information generated with theory and empirical and clinical knowledge;
III. Reviewing and initiating the intervention in the adapted format with the
stakeholders/target audience; IV. Conducting preliminary tests with the adapted version
of the intervention; V. Finalizing the culturally adapted version of the intervention. We
employed the Consolidated Framework for Implementation Research (CFIR)
(Damschroder et al., 2009), as a methodological guideline used to consider the necessary
adjustments/adequacies to adapt the intervention to the new health
context/organization/institution and online format. It considers 29 criteria subdivided into
the following assessment axes: intervention characteristics; internal and external
contexts; characteristics of the individuals involved; implementation process. We
evaluated quantitative data by descriptive statistics and qualitative data by the Thematic
Content Analysis (Saldaña, 2009), with the axes and criteria established in the CFIR
(Damschroder et al., 2009).
Participants
Ten health management team members of an association of retirees in the State of
Rio Grande do Sul, Brazil, of which nine were females, participated by convenience and
voluntarily. The sample consisted of a nurse, a physiotherapist, a biomedical professional,
social workers, Social Work interns, a doctor, and a social director, per previously defined
inclusion criteria:
1) Be a professional in health/education/assistance; 2) Be available to participate in
program sessions and evaluations; 3) Have access to the internet, computer/cell
phone/tablet, or any device that allows access to the program sessions online. The mean
age of the participants was 43.6 years (SD=15.86), with a minimum of 20 and a maximum
of 62 years. The mean total working time in the functional/working life was 15.4 years
(SD = 13.5) with a variation of 01-34 years of service, with a mean of 2.48 years in the
current position (SD = 2.73). Six participants were married or in a common-law marriage,
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four had children, and two lived alone. Three participants were retired (due to age,
contribution time, and particular case), and one was preparing for retirement. Three
participants were caregivers of people they were close to. Nine participants reported
experiencing some significant/impacting life event in the last year, and nine identified at
least one source (person/institution) as a support network. Six participants had some type
of belief or religion; five reported having chronic physical or mental health problems
(anxiety with and without panic attacks, depression, stomach pain, cancer). Three
participants reported that they were currently grieving a personal loss. All participants
had some type of leisure activity, including reading/studying (4), engaging in physical
activities (4) (walking [1], Pilates [1], gym [1], running [1]), watching movies/series (3),
staying with family (2), traveling (2), dancing (1), volunteer work (1), watching
decorating programs (1) listening to music (1), going to the movies (1), going out with
friends (1), walking outdoors (1), eating (1).
Tools
We employed the following tools:
Sociodemographic data questionnaire (T1): Containing questions about age, sex, work
aspects, schooling level, and family composition.
Program Evaluation Sheet (T2): Containing 12 objective self-reporting questions with
answers ranging from 1-dissatisfied to 4-very satisfied, consisting of 6 questions that
assess satisfaction with the program, the moderator, the schedule, the duration of the
sessions, and the lessons learned from the program; 2 questions about clarity and
understanding of the contents covered and 4 questions about generalization (application
in life) of the contents covered in the program. Moreover, the instrument includes two
descriptive questions asking for examples of program content used and
suggestions/feedback for program improvements (Durgante et al., 2019b).
Moderator’s field diary: Used for records during and at the end of the sessions, based on
the CRIF protocol’s criteria (Damschroder et al., 2009) for methodological quality in
evaluating the program implementation process.
Procedures
The Ethics Committee of the Federal University of Rio Grande do Sul-UFRGS
approved the research under Opinion N° 4.143.219. Initially, we contacted the
management team of the retirees’ association to publicize the program. We adopted a
bottom-up perspective based on direct involvement and collaboration with stakeholders
at all stages of the research. Three meetings were held (2.30-3 h each) with the
management team (N = 5) to make the proposal feasible with the association’s
professionals. The different phases of the procedures (phase I, II, III, and IV), which
include the preparation of the program and its implementation, results, and data
discussion (phase V), are described below.
Phase I: Knowledge generation and collaboration with stakeholders
Based on the Intervention characteristics axis of the CFIR protocol, some questions
were debated regarding the following criteria: evidence on the strength and quality of the
intervention, with data on studies conducted, results obtained, and presentation of the
program implementation manual; discussion about the advantages of implementing the
intervention versus any alternative solution (Relative advantage) and about the potential
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adaptability of the intervention, the proposed activities, dynamics, schedules, approach to
the themes for a differentiated target audience (professionals) of the original version of
the program (older adults/retired); discussion about the possibility of conducting a study
for a small group –directive and health management team– in a controlled environment,
including the participants’ perception in the adaptation and implementation of the
intervention (Trialability); discussion about the potential of the intervention to impair the
institution’s routine work practices and actions necessary for the health management team
to participate in the program (Complexity). This criterion relaxed access and in a joint
decision with the health management team, the management team opted to allocate work
hours/shifts so that professionals could participate in the program without compromising
their work tasks. The participants themselves chose the shift and time for implementing
the program. As for the Design quality and packaging criterion, we prepared a structured
program project containing an introduction on health promotion issues and relevant
literature, structure, method, and results. We presented the program manual and briefly
discussed with the management team how the program could be implemented with the
association.
Phase II: Integrating the information generated with theory and empirical and clinical
knowledge
In this phase, Outer setting criteria were discussed with the management team,
containing questions about the need for psychological support for the team in the face of
growing health demands from the associates and the team, given the pandemic and
possible topics to be addressed in the program, relevant to professionals and grounded on
scientific literature, such as physical and mental exhaustion, irritability, sleep
dysfunction/anxiety, service overload/long working hours, perception of impotence given
the current health situation (patient needs and resources).
Regarding the Inner setting, the meetings addressed team issues about how much
the intervention was as per the organizational culture (Culture) and Implementation
climate since the program could be helpful, supported, and recognized as an input to the
mental health of professionals (compatibility) who did not have a structured proposal to
promote their health. The need to understand the receptivity and prioritization (relative
priority) of the target audience after the program was announced was emphasized to have
an idea about the demand for this type of service in this specific context. It is worth
mentioning that the management team supported and encouraged the participation of
professionals (organization incentives and rewards), which favored the subsequent
implementation of the program.
After the initial meetings with the management team, the Characteristics of
Individuals axis was perceived with greater knowledge to disseminate the program to the
health management team (Knowledge and beliefs about the intervention).
Phase III: Reviewing and initiating the intervention in the adapted format with the
stakeholders/target audience
From the axes and criteria evaluated in the initial phases, based on the perception
of the management team, we could introduce initial adaptations in the process (Axis:
Process, criterion: planning) of selecting participants and topics of interest to the target
audience, due to the historical moment of program implementation, when Brazil was one
of the world epicenters of the COVID-19 pandemic. The adaptations include
systematizing the activities before and during the program for online implementation and
reviews and emphasis on topics of interest reported by the health management team.

6

Online adaptation of Positive Psychology for health promotion
______________________________________________________________________________________________

Table 1 presents the changes initially included for the online implementation of the
program.
Table 1
Initial changes included for the implementation of the Vem Ser online Program
Original Format
Disclosure made by the group moderator
Registration and T1 carried out face-to-face
(pencil and paper)
T2 performed face-to-face (pencil and paper) at
the end of session 6 of the program
Schedule available in T1 containing
address/location of program sessions
Emphasis on general health promotion,
retirement/post-retirement
Experiential synchronous (group and individual
dynamics) and asynchronous (relaxation
techniques and homework) activities

Adjusted Format
Disclosure made by the management team
Online registration and T1 (google docs form link)
sent by e-mail or WhatsApp
T2 performed online (google docs form link) at the
end of session 6, sent by e-mail or WhatsApp
Sending a link to access the ZOOM room 10 minutes
in advance to participate in the sessions
Emphasis on health promotion, emotional selfregulation, self-care/prudence, and meaning of life
and work
Experiential synchronous (individual dynamics and
group techniques) and asynchronous (homework;
emphasis on relaxation techniques) activities

Phase IV: Conducting preliminary tests with the adapted version of the intervention
After the initial adjustments in the program’s structure, we conducted a group with
the adapted version of the Vem Ser Program with the management team to evaluate the
functionality of the adapted components of the program and some feasibility criteria as a
preliminary assessment of this type of intervention. The online sessions were
implemented on six consecutive Wednesdays, starting at 10 am. The mean duration of the
sessions was 2.17 h (SD = 0.11). Session 5 (Theme: Forgiveness) was the shortest, lasting
2.08 h, and Session 6 (Theme: Meaning of Life and Work) was the most protracted,
lasting 2.37 h , including the assessment of T2. Only one absence was recorded
(Session 3: Empathy), which represents 98.3 % of attendance in the group. All
participants (N = 10) completed the program and T2.
The outcome indicators evaluated followed the SMART criteria (specific,
measurable, attainable, relevant, timely), proposed in the Process axis (reflecting and
evaluating) (Damschroder et al., 2009). The demand was satisfactory since we observed
a unanimous perception of the need for this type of intervention at this historical moment
and specific context by the directive team and the health management team. All team
professionals participated in the program voluntarily. A waiting list was prepared for
other interested professionals, and the management team manifested interest and
requested to offer the program to the association’s members (retired) in the future.
Phase V: Finalizing the culturally adapted version of the intervention
Changes were introduced in the structure, dynamics, and materials used in the
sessions based on the process evaluation, per the moderator’s field diary, to enable online
implementation, as illustrated in Table 2.
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Table 2
Changes in the structure of the Vem Ser Program for online implementation
Session Face-to-face format

1

2

3

4

5

a. A Panel of values for the group.
Participants write one value on the panel.
The moderator presents the group panel in
all sessions;
b. Forms: Group operating rules and Health
Curtogram (printed and delivered on
green paper), Self-care Protocol (printed
and delivered on yellow paper);
c. Moderator brings relaxation music to the
session’s technique;
d. Homework: printed and delivered on
yellow paper;
a. Priming: The moderator asks participants
to observe everything they can see in the
room;
b. Video debates: moderator brings and
presents the videos for debates;
c. Dynamics: Projection of the ‘Best Me’
group face-to-face;
d. Task: Positive self-affirmations, Projection
of the 'Best Me'; and relaxation with
positive visualizations (optional)
e. Moderator brings relaxation music to the
session’s technique;
a. Video debates: moderator brings and
presents the videos for debates;
b. Empathy Tree: The moderator brings the
tree model, and participants glue roots
and fruits of empathy;
c. Object of speech: passed between the
participants; participant chooses a card
with a question;
d. Moderator brings relaxation music to the
session’s technique;
e. Homework: printed and delivered on
yellow paper;
a. Curriculum of own Achievements and List
of Creditors: printed and delivered in a
green paper;
b. Homework: Diary of Gratitude printed and
delivered in yellow paper;
c. Video debates: moderator brings and
presents the videos for debates;
d. Moderator brings relaxation music to the
session’s technique;
e. Homework: printed and delivered on
yellow paper;
a. Forgiveness request note is placed inside
balloons.
Participants
read
the
anonymous requests;
b. Moderator brings relaxation music to the
session’s technique;
c. Homework: printed and delivered on
yellow paper;

Online format
a. Each participant has his/her Panel of Values. Each
writes down all the group values on their panel.
Participants bring their panel to every session;
b. Forms: group operating rules, Health Curtogram,
and Self-Care Protocol, sent by e-mail to
participants before the session;
c. Moderator sends relaxation song link to
participants;
d. Homework: sent by e-mail;

a. Moderator asks participants to observe everything
they can see on the screen/environment where the
moderator is conducting the session;
b. Moderator sends video link for participants to watch
in session;
c. Optional dynamics (if time is available);
d. Relaxation with positive visualizations; Positive
self-affirmations - Projection of the 'Best Me'
(optional, if conducted in the session);
e. Moderator sends relaxation song link to
participants;
a. Moderator sends video link for participants to watch
in session;
b. Each participant draws his/her tree, roots, and fruits
of empathy;
c. Object of speech: represented symbolically. The
moderator reads the question from the drawn card
to the participant who 'has' the object of speech;
d. Moderator sends relaxation song link to
participants;
e. Homework: sent by e-mail;

a. Curriculum of own Achievements and List of
Creditors: sent by e-mail before the session;
b. Homework: Diary of Gratitude sent by e-mail after
the session;
c. Moderator sends video link for participants to watch
in session;
d. Moderator sends relaxation song link to
participants;
e. Homework: sent by e-mail;

a. Each participant writes and reads his/her
forgiveness request note to the group;
b. Moderator sends relaxation song link to
participants;
c. Homework: sent by e-mail;
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Session Face-to-face format

6

Online format

a. List of Strengths: printed on a green sheet
and hand-delivered;
b. Participants write peer strengths on the
cutout of each one’s hand drawing;
c. Dynamics 2. Identify their Meanings;
d. T2: pencil and paper at the end of the
session;

a. List of Strengths: sent by e-mail before the session;
b. Participants talk about the strengths of their
colleagues, and each one writes down in the cutout
of the hand drawing their strengths identified by
the group;
c. Dynamics 2. Identify their Meanings (if time is
available);
d. Access link to the T2 form sent by e-mail to be
completed at the end of the session;

Results and Discussion
Table 3 shows variations in scores (between 1 and 4), means (M), and standard
deviation (SD) of the objective questions of the participants’ evaluations regarding
satisfaction with the program and the moderator, understanding, and generalization of the
contents covered in the program and health issues, per the participants’ self-report.
Table 3
Results of participant evaluations regarding the program
Items rated by participants (SATISFACTION)

Variation

M (SD)

1. In general, how did you feel during the program?

3-4

3.3 (0.48)

2. What is your overall satisfaction with the program?

3-4

3.6 (0.51)

3. How satisfied are you with the group moderator?

3-4

3.8 (0.42)

4. How satisfied are you with the learning in the program?

3-4

3.6 (0.51)

5. How satisfied are you with the duration of the sessions?

2-4

2.9 (0.73)

6. How satisfied are you with the timing of the sessions?

2-4

3.1 (0.56)

7. Was it easy to participate in the program sessions?

3-4

3.3 (0.48)

UNDERSTANDING AND GENERALIZATION
8. Did you understand the content covered during the program

Variation

M (SD)

3-4

3.7 (0.48)

2-4

3.1 (0.56)

sessions?
9. How much have you applied the contents covered in everyday life?
HEALTH PERCEPTION
10. Have you noticed any difference in your health after participating

Variation

M (SD)

2-3

2.8 (0.42)

2-4

2.9 (0.73)

3-4

3.4 (0.51)

in the program? (general health)
11. Have you noticed any difference in how you have dealt with
difficulties and overcome problems after participating in the
program? (resilience)
12. Did the program help you to become more aware of the needs or
difficulties of others? (empathy)
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The overall mean of participants’ satisfaction with the program was 3.37
(SD = 0.38), items from 1-7, with results ranging from 2 to 4 on a scale of 1 to 4 points,
as in the comments: “The Distance Learning (DL) version of the program version was
excellent. It worked perfectly, and I believe that can be put into practice immediately”
(participant, 59 years old). “A wonderful experience that made me reflect on practical
everyday things” (participant, 36 years old). “I really enjoyed the program. I think it was
a vibrant space for debate, in which could see the other in a more “humane” way and
address issues that we often avoid thinking about, but that are still necessary for our
maturation and personal growth” (participant, 22 years old). “It was great to participate
because I noticed the improvement in the sessions at all times. I could go back to moments
still hurting me and understand the need to seek treatment. I started therapy last week,
along with the sessions. It is making me almost become someone else: lighter, and less
sad, worried and anxious” (participant, 20 years old).
The best-evaluated item relates to the participant’s satisfaction with the group
moderator (M = 3.8; SD = 0.42). The least well-rated item was the participant’s
satisfaction with the duration of the sessions (M = 2.9; SD = 0.73), “as a suggestion, I
believe that smaller group sessions would streamline time and be even more productive”
(participant, 36 years old). These results follow a pattern already identified in a feasibility
study in the face-to-face version of the program (Durgante et al., 2019b). However, given
the literature on the duration of interventions along these lines (Bolier et al., 2013;
Durgante, 2017; Durgante et al., 2019a), in a group psychoeducational approach, with
Cognitive-Behavioral Therapy (Neufeld & Rangé, 2017) approach, a maximum duration
of 2 hours is suggested, and the moderator could divide the activities of the sessions into
two (two meetings with the same theme). Alternatively, it is possible to reduce the number
of participants in the groups so that all can present and share their experiences, as
suggested by one participant... “sessions with a longer duration or smaller group to allow
more space for speech” (participant, 32 years old).
The content generalization mean was 3.4 (SD = 0.39), ranging from 2 to 4. The
contents used in life, as reported by the participants are: gratitude, “I used the gratitude
diary a lot. I do it daily, and I already feel improvements concerning my anxiety”
(participant, 22 years old); “I started to look more at my day to day, observing and
thanking for all the little things” (participant, 59 years old). Empathy, “In the
relationships with my daughter” (participant, 38 years old); “I started to observe the
other’s perspective more” (participant, 59 years old); “A time when I fought with a close
person and when I was a difficult person to live with at home. With empathy, I could
understand people’s reasons for being sad. Thinking about the conflicts I had with them
made me understand that my behavior was causing that, and being bad, I was putting a
load on people and demanding perfection. It was excellent because the relationship with
them totally changed” (participant, 20 years old). Forgiveness and self-forgiveness, “I
reflected on things about my past that I needed to share with myself in forgiving myself
in order to achieve closure” (participant, 59 years old); “Self-forgiveness, understanding
my limitations and that I don’t need to please everyone” (participant, 32 years old). We
also had suggestions about increasing the duration of the sessions or reducing the number
of participants. People suggested including more group dynamics, “I loved the program;
I would like it to be used for more dynamic group reflection” (participant, 57 years old).
Barriers and facilitators identified in the implementation process
As barriers identified in the implementation process, in the Characteristics of
individuals axis, we could identify a dispute for ‘space’ and recognition of specific
knowledge by a participant, which hindered the progress of some activities in the sessions,
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as in Session 2 (theme: Optimism). In this case, there was contestation and nonacceptance of the operational definition of the forces worked on in each session based on
the empirical literature in the area, criticized Session 1 icebreaking sentence (theme:
values and self-care), and some interventions underestimated the importance of contents
and dynamics addressed in the sessions, which prolonged debates on concepts and the
theoretical model used, which delayed the conclusion of the sessions. We could detect a
discrepancy and paradigmatic clash between the biomedical-curative-hospital-centered
model of health production and the health promotion model adopted in the Vem Ser
Program, based on the Positive Psychology and Public Health-Collective Health prism
(Campos, 2000), which may have triggered tension and resistance by this participant in
his questions and reflections (other personal attributes). There was also resistance by this
same participant to respect the delay tolerance time at the onset of the sessions, a criterion
established by the group members collaboratively in Session 1 as a norm for the proper
functioning of group work (Neufeld & Rangé, 2017). This impasse was mitigated from
Session 3 onwards when the participant was not allowed to enter the session after
exceeding the delay tolerance time for the third consecutive time.
On the other hand, regarding the Inner Context axis of implementation (Inner
setting), regarding the Networks and communications criterion, we could observe group
fluidity and cohesion for the dissemination of information through networks (WhatsApp
groups and institutional e-mail), which facilitated the organization and implementation
process, since links to access videos and materials were sent during the session and
simultaneously redirected by colleagues to other participants who were using cell phones
to access the sessions. Having a reference professional as a point of contact for the
dissemination and a professional who helped with contacts with the health management
team members during the sessions accelerated the speed of communication and
information transfer. In this sense, research indicates that the relationship established
between members in institutions regarding collaboration and cooperation becomes more
important than individual attributes (Wierenga et al., 2013), which helps with a sense of
team/community and facilitates the process of implementing health interventions in these
settings. Thus, strengthening collective sense and group cohesion can facilitate health
promotion interventions in organizational and work contexts.
Regarding costs, axis: Intervention characteristics; criterion: Cost (base year:
2020), we should remember that this was the first online intervention proposal with the
program after the onset of the pandemic and, for this reason, we had emergency
investments for the acquisition of materials. We had a financial investment to cover the
monthly fee for the online platform and materials for use in the sessions. However, these
will serve for future research with the program and subsequent online implementation in
different groups. Therefore, the costs associated with the implementation can be
interpreted as investments that will support the continuity of research and assistance to
the population in general. Given the problematic pandemic situation, we hope these
experiences can help streamline research and health work investments.
Final considerations
This is the first national study based on two internationally recognized protocols for
adapting interventions to different settings and populations. Using guide protocols for
adapting interventions to other contexts and cultures is a fundamental practice. However,
it has been barely observed in implementation research (Damschroder et al., 2009;
Hwang, 2009). Many interventions with innovative potential, which could serve as robust
resources for health, fail in their clinical usefulness, mainly due to low methodological

11

Ciencias Psicológicas, 16(2), e-2250
Helen Bedinoto Durgante & Débora Dalbosco Dell’Aglio
______________________________________________________________________________________________

quality and lack of use of scientifically based criteria and strategies for adapting
interventions to other contexts and populations.
We should remember that there are different protocols for adapting interventions,
and the researcher should identify the most suitable for their proposal, context, culture,
historical-social moment, and target population whose intervention is targeted (Stoner et
al., 2020). The cost analysis enabled us to suggest possibilities for streamlining resources
associated with the implementation. As it is an online intervention, costs with the travel
of the team and the participants, acquisition of printed materials such as evaluation
protocol, session sheets, and homework were non-existent, which configures this
intervention modality of the Vem Ser Program as low-cost. This criterion is poorly
evaluated and reported, since it is associated with efficiency, and evaluations often focus
on intervention efficacy and effectiveness criteria.
As limitations of this study, we emphasize that it was impossible to evaluate some
CFIR criteria, such as Cosmopolitanism, Peer pressure, External policies, and incentives,
from the Outer Setting axis; Individual identification with the organization, Individual
stage of change, Self-efficacy, from the Characteristics of Individuals axis. These data
remain to be investigated in future feasibility studies of the intervention in its online
version. We also have the specific context in which the intervention was adapted, as it is
an association of retired employees, which inhibits the possibility of generalizing the
results obtained to other contexts. This direct us to follow up the research with the
intervention in the online format, including different samples, control group, and different
group moderators, and the verification of efficacy criteria for health promotion more
broadly.
However, through the rigor and systematization used in the process of adapting the
Vem Ser Program to the online version described in this paper, this effort is expected to
favor new interventional work in a national context, given the scientificity required for
adaptations and adjustments of interventions and that it is more likely to be effective in
different contexts and for different populations.
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