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Abstract
Background  The COVID-19 pandemic has constituted an extraordinarily stressful situation for healthcare 
professionals and has led to psychological distress and an increase in various mental disorders. In the post-pandemic 
context, it is necessary to provide professionals with strategies and skills to manage this stressful situation and prevent 
or minimize its negative impact.

Methods  Aims: To assess the feasibility and clinical effects of a group psychoeducational program focused on 
preventing the adverse psychological and emotional effects of the pandemic on primary care workers, and to 
explore the experience and perceptions of participants with regard to the program from a qualitative perspective. 
Design: A single-arm, before-and-after study conducted in primary care. Setting: The 332 primary care centers of the 
Catalan Institute of Health (Catalonia, Spain) Participants: The target population of the intervention is primary care 
workers, including clinical profiles (e.g., nurses and doctors), and non-clinical profiles (e.g., administrative staff ). The 
implementation strategy will also involve community psychologists, who will lead the psychoeducational groups, 
and the health organization promoting the implementation. Intervention: A group psychoeducational program 
targeting primary care workers to promote emotional well-being and the ability to cope with stressful situations. 
Community psychologists will deliver it in the primary care centers they are linked to. Measures: Mixed-methods 
evaluation, combining quantitative and qualitative research. A prospective assessment of the main outcomes 
(professional quality of life, psychological state, and resilience) will be performed using online questionnaires before 
and immediately after the intervention, and at 3 and 6 months. A qualitative study will be conducted, comprising 
focus groups and individual in-depth interviews with the participants in the intervention and the psychologists who 
provide it. Ethics: The Research Ethics Committee of the Jordi Gol Primary Care Research Institute (IDIAP) has approved 
the protocol (22/086-PCV).
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Background
The COVID-19 pandemic has forced healthcare work-
ers to face very intense stressful situations at the pro-
fessional, personal and family level. In the work setting, 
professionals have endured extended workdays, work 
overload, the permanent need to concentrate and remain 
alert, and strict security measures, as well as the occa-
sional shortage of protective equipment. Many workers 
have had to perform tasks for which they were not pre-
pared, which, together with the sustained risk of infec-
tion due to contact with patients, has resulted in very 
high emotional stress [1, 2].

To adapt to the health crisis, significant organizational 
changes were implemented in primary care settings 
within the Catalan health system, including restrictions 
on in-person visits and the provision of health care via 
telephone, the creation of special circuits for poten-
tial COVID-19 patients, as well as home care for these 
patients, and the adoption of new roles, such as for 
screening and case and contact tracing, the out-of-hospi-
tal management of most COVID-19 patients, and health 
care in nursing facilities [3–5].

This long-lasting situation of stress has put both the 
physical and mental health of professionals at risk. 
Symptoms of anxiety, depression and stress have been 
observed in healthcare professionals, as well as an 
increase in the incidence of psychological disorders [6, 7]. 
A study conducted in 2020 on the psychological state of 
primary care workers found that 44% screened positive 
for a mental disorder and that some professional profiles, 
including administrative workers and nurses, were espe-
cially at risk for adverse mental health [8].

Burnout is a syndrome resulting from workplace stress 
and is characterized by the following symptoms: feel-
ings of exhaustion, increased mental detachment or feel-
ings of negativism or cynicism related to one’s job and 
patients, and reduced satisfaction with one’s job. Luceño-
Moreno et al. [9] reported high levels of burnout in a 
sample of healthcare workers in Spain in the context of 
the pandemic, especially in the dimension of emotional 
exhaustion, which affected 41% of the sample. In a pro-
spective study on a cohort of primary care physicians in 
Catalonia, Seda-Gombau et al. [10] observed an extraor-
dinary increase in the levels of burnout during the pan-
demic compared to previous figures. Emotional distress 

and burnout among healthcare workers are highly per-
tinent concerns. These conditions are significant not 
only due to the emotional hardship experienced by the 
affected individuals but also because they can potentially 
lead to a decline in the quality and effectiveness of their 
work, thereby affecting patient safety [11, 12].

While the pandemic is now ostensibly under control, 
the situation has exposed many deficiencies in the health 
system, which is still under intense pressure especially 
at the primary care level [13]. The psychological vulner-
ability of healthcare workers has also been underscored, 
and moreover, exhaustion and the psychological conse-
quences of this experience may appear at any time and be 
long-lasting [14].

In this context, it is appropriate and necessary to 
develop interventions to promote the mental health of 
this primary care collective, not only to ensure the well-
being of primary care workers, but to also guarantee the 
quality of their work and the safety of patients [11, 15].

Methods/design
Aims
This study aims to explore the implementation of a group 
psychological intervention to promote mental health and 
prevent and manage psychological distress in primary 
care workers with regard to the COVID-19 pandemic.

This general objective is broken down into the follow-
ing specific objectives: (1) measure the clinical effects 
of the intervention in terms of resilience, psychologi-
cal symptoms, burnout, and professional quality of life; 
(2) identify predictors of the clinical effects of the inter-
vention; (3) explore, from a qualitative perspective, the 
experience and perceptions of the participants (including 
both the healthcare workers who receive the interven-
tion and the psychologists who deliver it) regarding the 
feasibility, usefulness, effectiveness and integration of 
the skills learned into their work and personal lives, and 
identify facilitators, barriers and proposals to improve 
the program and its implementation; and lastly, (4) shape 
the psychoeducational program and the implementation 
strategy based on the results obtained from the evalua-
tion of it.

Discussion  This project proposes an intervention to promote mental health and psychological well-being in primary 
care workers by learning skills and integrating them into personal and professional life. The expected results will allow 
us to determine the usefulness and effectiveness of this psychoeducational intervention under the conditions of real 
clinical practice, provide data to model and perfect it, and promote its dissemination.

Trial registration  ClinicalTrials.gov Identifier: NCT05720429; registered on 09/02/2023.

Keywords  Mental health, Health workers, Primary healthcare, COVID-19 pandemic, Burnout, Psychological support
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Design
This is a single-arm study of the implementation of a 
healthcare intervention with a pre and post-intervention 
design, using a mixed methods approach that combines 
both qualitative and quantitative data analysis [16]. The 
design involves the implementation and evaluation of the 
intervention in real clinical practice.

Settings and participants
The scope of this project is the 332 primary care centers 
of the Catalan Institute of Health, which cover approxi-
mately 75% of the inhabitants of Catalonia (Spain) [17]. 
The target population is the staff of these primary care 
centers, comprising all professional profiles of the pri-
mary care teams: primary care nurses, family doctors, 
pediatricians, dentists, physiotherapists, nutritionists, 
social workers and administrative staff [18]. In Catalonia’s 
primary care system, administrative staff in the primary 
care centers, although they are non-clinical profession-
als are recognized as integral members of the Primary 
Care Team. They are responsible for tasks such as patient 
reception, guidance, and assistance. Furthermore, a study 
focusing on the emotional toll of the pandemic on pri-
mary care personnel identified administrative staff as a 

vulnerable group with a heightened risk of experiencing 
adverse mental health effects [8].

Having a severe mental disorder or being in the process 
of litigation for work disability due to a psychological dis-
order are exclusion criteria for the evaluation process.

Intervention
The intervention consists of a group psychoeducational 
program aimed at primary care professionals developed 
at the initiative of the Directorate of Primary Care of the 
Catalan Institute of Health as part of the Program for 
Emotional Well-being and Community Health in Pri-
mary Care (Department of Health, Generalitat de Cata-
lunya) [19]. It was designed in collaboration with working 
groups formed by psychologists with expertise in the var-
ious areas included in the program. Based on a selection 
of psychological and psychoeducational interventions 
backed by scientific evidence, a toolbox was created, or 
rather, a set of strategies that primary care profession-
als can integrate into their personal and professional 
lives to promote psychological well-being and prevent 
adverse mental health. The program also aims to create 
safe spaces for emotional venting to reduce the emotional 
burden and to improve group cohesiveness and peer 
support.

The sessions will be delivered by the community psy-
chologists linked to the primary care centers as part of 
the aforementioned Emotional Well-being Program. The 
psychoeducational program will be offered at all the pri-
mary care centers of the Catalan Institute of Health and 
will be open for participation to the personnel of these 
centers. It consists of 11 in-person weekly or biweekly 
sessions lasting 45 to 60  min, which will be held at the 
primary care centers during the professionals’ work 
hours. The content of the sessions is structured as fol-
lows: a brief introduction to the theory behind the con-
cept to be discussed, a practical part where activities 
related to the topic of the session are conducted and, 
lastly, a brief guided meditation. Table  1 presents the 
session topics and contents. Although the structure and 
specific contents of each session are defined in the pro-
tocol, it is expected that the program may be modified 
or adapted based on local preferences, conditions, and 
needs (e.g., the number and/or order of sessions, fre-
quency or structure of the sessions, or the addition of 
new topics). In a subsequent phase, it is anticipated that 
these group sessions will be incorporated into the regular 
routine of primary care centers, providing professionals 
with the opportunity to focus on their emotional well-
being through a proactive approach to preventing and 
promoting mental health, which will be sustained beyond 
the scope of this project.

Table 1  Index of sessions of the psychoeducational program
Title General content
Emotional management Identification and regulation of 

emotions.

Thought management Inner dialogue, irrational beliefs, rational 
thoughts vs. irrational thoughts.

Stress management What is stress, why does it occur and 
how to deal with it? Stress and health.

Communication skills Assertiveness and communication 
styles, empathy, active listening.

Self-care Definition and importance, dimensions 
of self-care.

Individual and group 
self-esteem

Definition, importance of self-esteem, 
self-esteem and self-concept, character-
istics of low self-esteem.

Anxiety/coping with panic 
Mindfulness

Concepts of anxiety and stress. Introduc-
tion to mindfulness.

Activate motivation Theoretical basis of motivation. Self-
motivation strategies.

Problem-solving Definition of concept. Ways to deal with 
conflicts. Problem-solving techniques.

Positive psychology and 
emotional intelligence

Positive psychology. Positive emotions 
and resilience. Effectiveness and positive 
attitudes at work. Engagement. The 
process of “flowing”.

Emotional expression 
through art

Health benefits of art.

Each session adheres to a defined structure, which includes the fol-
lowing components: (1) Initial content exposition led by the facilitator; 
(2) Interactive activities designed to reinforce the session’s content, (3) 
Guided relaxation exercises; and (4) Reminders of available resources for 
participants.



Page 4 of 9Aragonès et al. BMC Primary Care          (2023) 24:231 

Intervention: implementation strategy
We have developed an implementation strategy based 
on the PARIHS model (Promoting Action on Research 
Implementation in Health Services) [20]. According to 
this theoretical and operational framework, successful 
implementation is dependent on three factors: evidence 
that supports the proposed program, the context in 
which the new program is to be applied, and the facilita-
tion factors that drive and maintain it.

The PARIHS framework recognizes evidence that sup-
ports implementation in a broad sense, including both 
explicit sources of evidence (i.e., published research) and 
implicit evidence from other sources such as the experi-
ence and knowledge of the psychologists conducting the 
psychoeducational program. The opinions and prefer-
ences of the healthcare workers receiving the interven-
tion are also included as sources of evidence. There is 
evidence on the effectiveness of interventions to pro-
mote resilience and psychological well-being in health 
workers, which will be reviewed and evaluated [21, 22]. 
Implicit knowledge will be gathered through qualitative 
techniques, such as individual and group interviews with 
leading professionals in the fields of primary care, mental 
health, and occupational health.

The context, includes the characteristics of the health-
care organization (i.e., receptivity, culture of innovation, 
leadership, available resources) that promote implemen-
tation and the barriers that the implementation team 
should investigate, identify, and manage. One aspect of 
our context that contributes to the likelihood of success-
ful implementation of the program is the institutional 
commitment of the Primary Care Division of the Catalan 
Institute of Health to it as a priority project.

Facilitation refers to the support provided to achieve 
the effective implementation of the psychoeducational 
program. The management positions of the health insti-
tution involved in the deployment of the program, as 
well as the local and regional managers of the network 
of community psychologists will be appointed internal 
facilitators (i.e., from within the health organization). 
Strategies will be developed to foster a sense of belong-
ing, involvement and commitment to the project among 
this network of community psychologists. External facili-
tation will be conducted by the core implementation 
team (linked to the research team promoting this proj-
ect). They will carry out the tasks of training, technical 
support, advice, evaluation, feedback, adaptation of the 
intervention to the local context, accreditation, and inter-
institutional coordination, among others.

Measurements
Procedure
We will evaluate a set of quantitative indicators covering 
various aspects of the care process:

 	• Number of editions of the program held during the 
study period.

 	• Number of primary care centers where at least 
one edition of the program was held over the total 
number of primary care centers.

 	• Number of editions during which at least 6 of the 11 
standard program sessions were held.

 	• Number of healthcare professionals who participated 
in the program over the target population, both in 
total and by professional profile.

 	• Percentage of participants who attended at least 6 
sessions, in total and by professional profile.

The outcomes will be prospectively assessed individu-
ally, with designated assessment points established at 
the baseline, i.e., before starting the psychoeducational 
intervention, immediately following the intervention, at 
3 months and 6 months after the intervention (Table 2). 
Data will be collected through standardized online ques-
tionnaires that participants will complete independently.

Outcomes: baseline measurements and prospective 
follow-up

 	• Professional quality of life in the psychological 
area: This will be measured with the ProQOL [23, 
24], a questionnaire with 30 items that explore the 
feelings and perceptions of health professionals 
regarding their work and which are answered 
on a Likert scale for frequency, from 1 (“never”) 
to 5 points (“always”). The following dimensions 
are evaluated: compassion satisfaction, which 
measures the satisfaction derived from being 
able to do work well and care for patients well; 
burnout, associated with feelings of hopelessness, 
exhaustion and difficulty meeting the demands of 
the job; and secondary traumatic stress, which is 
related to secondary exposure to stressful events in 
the workplace. The ProQOL shows psychometric 
goodness in its Spanish version, and Cronbach’s 
alphas in Spanish healthcare workers were reported 
to be 0.87 for compassion satisfaction, 0.70 for 
burnout, and 0.84 for secondary traumatic stress. 
[24, 25].

 	• Psychological state: This will be measured with the 
Depression, Anxiety and Stress Scales (DASS-21) 
[26, 27]. The DASS-21 contains three scales that 
assess the presence of symptoms and indicators of 
depression, anxiety and stress. Each scale contains 7 
items that are rated on a Likert scale from 0 points 
(“did not apply to me at all”) to 3 points (“applied to 
me very much or most of the time”). Psychometric 
features of the Spanish version of DASS-21 are 
comparable to those of the original English version. 
Data on internal consistency are good with high 
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subscale coefficient alphas (0.93 for depression, 0.86 
for anxiety, and 0.91 for stress) [27].

 	• Resilience: Resilience is a process in which an 
individual develops adaptive skills in the face of 
adverse situations. This construct will be measured 
with the Connor-Davidson Resilience Scale 
(CD-RISC 10) [28, 29], which has 10 items with 
statements about behaviors and attitudes that are 
considered to denote resilience in the respondent. 
They are scored on a Likert scale from 0 points (“Not 
true at all.”) to 4 points (“True nearly all the time.”), 
such that higher scores indicate greater resilience. 
The Spanish version of the CD-RISC 10 has shown 
to provide valid and reliable data with a good internal 
consistency when used in a sample of workers 
(Cronbach’s alpha = 0.87) [29].

Secondary outcomes: prospective follow-up using self-
reported forms

 	• Compliance with program sessions (i.e., the number 
of sessions attended by the participant.).

 	• Satisfaction with and personal evaluations of 
the program, answered by means of an ad hoc 
questionnaire with five-point Likert responses 
ranging from “completely disagree” to “completely 
agree”, including items on participants’ perceptions 
of the suitability of the objectives, content, and 

methodology of the program, and on the quality of 
the psychologist who delivers it.

 	• Usefulness and practicability of the skills learned in 
their personal and professional lives, measured by 
means of an ad hoc questionnaire with five-point 
Likert responses, ranging from “completely disagree” 
to “completely agree”.

Explanatory variables: baseline measurements.
 	• Sociodemographic and work characteristics: age, 

sex, marital status, profession, employment status, 
seniority in the workplace, health center where 
employed.

 	• Self-assessment of general state of health, using the 
first item on the SF-12 survey [30], which classifies 
general health into five categories: excellent, very 
good, good, fair and poor.

 	• Past and current mental disorders, and current 
psychopharmacological and/or psychotherapeutic 
treatment.

 	• Contact with COVID-19 patients due to work (never, 
occasionally, frequently, continuously).

 	• History of COVID-19 infection, severity and time 
elapsed since infection.

 	• History of persistent COVID-19 symptoms, defined 
as symptoms lasting more than three months.

Table 2  Study variables
Assessment area Instrument Time of assess-

ment a

Tpre T0 T3 T6
Healthcare workers participating in the intervention
Age, sex, marital status, family characteristics Sociodemographic data form x

Profession, employment status, seniority in the workplace, health center where they work Workplace characteristics form x

General health status SF-12 questionnaire (item 1) x

Previous and/or current mental disorders, psychopharmacologic or psychological treatment Mental health form x

Professional quality of life: compassion satisfaction, perceived support, burnout, secondary 
traumatic stress, and moral distress

ProQOL x x x x

Psychological state: depression, anxiety, and stress Depression, Anxiety, and Stress 
scales (DASS-21)

x x x x

Resilience Connor-Davidson Resilience 
scale (CD-RISC 10)

x x x x

Level of attendance to the program sessions Self-reported form x

Participants’ satisfaction with and suggestions for improvement of the program Self-reported form x

Participants’ perceptions of usefulness and feasibility of learned skills in their personal and 
professional life

Self-reported form x x x

Community psychologists
Actual adherence to the standard program and
achievement of objectives

Quality checklist x

Qualitative methods
Facilitators, barriers and proposals for improvement Focus groups with community 

psychologists
x

Focus groups and in-depth 
interviews with participants

x

a The assessment points are established at baseline, i.e., before the intervention (Tpre), immediately after the intervention (T0), at 3 months (T3) and at 6 months (T6)
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Analysis plan
An initial analysis will be performed using standard sta-
tistical methods to describe the characteristics of the 
sample, specifically the prevalence and characteristics of 
the various emotional and psychological symptoms stud-
ied, as well as the factors associated with them.

Regarding the prospective follow-up of the cohort, an 
analysis will be conducted of the evolution of the vari-
ables related to participation in the psychoeducational 
activity. These analyses will include the evolution of the 
various emotional symptoms studied and the identifica-
tion of predictive factors. Bivariate and multivariate anal-
yses will be performed using logistic or linear regression 
models depending on the evaluated outcome to identify 
predictive factors of the evolution of the psychological 
variables. The level of significance will be set at p < 0.05 
and ORs or mean differences will be reported as appro-
priate, as well as corresponding p values and 95% confi-
dence intervals.

Qualitative assessment
A theoretical study with a phenomenological approach 
will be conducted to understand participants’ percep-
tions and evaluations of their experience of the psycho-
educational intervention. Participants in the qualitative 
study will be recruited from among (a) the psychologists 
conducting the new intervention, and from among (b) 
the professionals participating in the psychoeducational 
activity. Each profile will be analyzed independently.

The sampling will be theoretical, based on individuals 
who have expressed their willingness to participate in the 
qualitative study. They will be selected based on certain 
criteria to achieve maximum variety of discourse: (a) psy-
chologists: geographic scope, size and rural or urban sta-
tus of the primary care center, and degree of adherence to 
the standard psychoeducational program, and (b) health 
workers: sex, profession, seniority, geographic scope, 
level of impact to emotional state, and degree of adher-
ence to the program activities.

The data will be collected through group and individ-
ual interviews conducted online. Group interviews will 
last 90 min, be moderated by a qualified researcher and 
have an observer. Individual interviews will be conducted 
with the participants who present the greatest emotional 
impact. Both individual and group interviews will prefer-
ably be conducted online using Microsoft Teams.

The topic script will include concepts such as the use-
fulness, feasibility and possibility of integrating the tools 
and strategies learned in the psychoeducational interven-
tion into one’s personal and professional life. Obstacles 
and difficulties will be explored as well as any suggestions 
and proposals for improvement that might help us mold 
and perfect the intervention. The content of the sessions 

will be video and audio recorded and will later be tran-
scribed literally and in full for analysis.

We will use thematic framework analysis to classify 
and organize the data according to key topics, concepts 
and predefined constructs. These will be analyzed using 
qualitative methods adapted from normalization process 
theory to identify barriers and facilitators in the differ-
ent areas, delving into “hot spots” such as controversial 
issues and uncertainties.

A minimum of two group interviews with health work-
ers and two with psychologists will be held, although as 
many as needed will be conducted until data saturation 
is reached.

Trial status and schedule
This study was registered with ClinicalTrials.gov with 
the identifier: NCT05720429 on February 9, 2023. Imple-
mentation of the psychoeducational program will run 
from September 2022 to December 2023; the primary 
completion date (i.e., date on which the last participant in 
the clinical study will be examined) will be June 2024; the 
qualitative analysis will be performed from April 2023 to 
May 2024; the analysis and publication of the results will 
take place from June 2024 to December 2024; the model-
ing and improvement of the psychoeducational program 
based on the results of the evaluations will occur between 
June 2024 and December 2024.

In accordance with the project schedule, the research 
team has already designed the psychoeducational pro-
gram, edited and published the intervention manual 
and didactic materials. The authors are doing dissemi-
nation and information about the program, and a train-
ing course for psychologists to facilitate homogeneous 
deployment is currently being finalized. Some centers 
have started their first psychoeducational groups.

Ethics
The study was designed in accordance with the Guide to 
Good Practice in Health Science Research [31] and the 
principles of the Declaration of Helsinki of the World 
Medical Association, modified in 2013 and the applicable 
regulations. The protocol was approved by the Jordi Gol 
IDIAP Ethics Committee (Barcelona, 27/05/2022; code 
22/086-PCV).

This study explores the usefulness of an intervention 
performed in real practice, with voluntary recruitment 
and participation in a psychoeducational activity. Par-
ticipants will be informed of the objectives and general 
aspects of this study and informed consent to participate 
will be obtained from all the participants. The informed 
consent will specifically include voluntariness, data 
security and confidentiality and their exclusive use for 
research purposes. It will also include non-maleficence 
for participants and the possibility of participating in 
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the psychoeducational intervention without taking part 
in the evaluation. If, while participating in the program 
or study evaluation, significant situations of mental dis-
tress arise, circuits have been established to appropriately 
assess and approach them in the corresponding health 
facility.

Discussion
The pandemic has had an intense impact on the psy-
chological state of healthcare workers and, specifically, 
primary care professionals [6, 8]. Mental distress in 
healthcare workers can have significant implications in 
their personal and family well-being, and the effective-
ness and quality of their work [32]. Since this project was 
conceived, the COVID-19 pandemic has evolved [33] 
and the current epidemiological status of the pandemic 
and its repercussions on healthcare professionals and the 
healthcare system are currently qualitatively and quan-
titatively different. However, the pandemic has revealed 
deficiencies, shortcomings and tensions in healthcare 
systems [34] and, above all, the need to attend to the psy-
chological well-being of healthcare workers is now more 
evident than ever [35]. In this context, the research proj-
ect described in this article is particularly relevant and 
timely.

The project is an example of translational research and 
attempts to bridge the gap between scientific knowl-
edge and clinical practice. The program to be evaluated 
is a compendium of tested psychological interventions 
that are well established in the practice of psychology 
and supported by scientific evidence [36–38]. However, 
they have not been tested and evaluated under the condi-
tions in which they will be implemented in this project: 
to the entire primary care system of Catalonia under the 
conditions of real clinical practice. The implementation 
strategy was developed following the PARIHS framework 
[20], which constitutes both a solid theoretical frame-
work and an operational guide for structured implemen-
tation procedures and their evaluation.

One of the strengths of this initiative is its wide scope, 
since it targets more than 300 primary care centers of the 
Catalan Institute of Health. Moreover, the commitment 
and active involvement of this institution in prioritizing 
and deploying this intervention increases the chances of 
it being implemented successfully.

The project also has limitations to consider. Firstly, the 
quasi-experimental design without a control group may 
represent a limitation regarding the evaluation of the 
procedure in terms of clinical effectiveness. However, 
the proposed methodology is completely appropriate for 
a implementation study [39, 40], where the objective is 
not so much to evaluate the effectiveness of the interven-
tion, but rather focuses on concepts such as practicabil-
ity in the context of real clinical practice, its feasibility, its 

acceptability and integration into the daily operations of 
primary care centers and their professionals, and the pos-
sibility of adapting the procedure to different realities and 
healthcare situations. Secondly, voluntary participation 
may lead to a self-selection bias in the participants [41]. 
Thirdly, our psychoeducational intervention is primar-
ily designed to improve emotional well-being and does 
not explicitly address aspects of job performance. Nev-
ertheless, studies have consistently demonstrated that 
the emotional well-being of workers can exert a signifi-
cant influence on their performance and work outcomes 
[11, 12], which in turn can have repercussions on patient 
safety. We acknowledge that our project design has a 
limitation in this area—it does not encompass the quan-
titative measurement of outcomes directly linked to work 
performance or patient safety. However, we will have the 
opportunity to explore these concepts in the qualitative 
assessments. Fourthly, a limitation inherent to the design 
of the proposed intervention is that the personal factors 
of resilience are addressed, but there is no intervention, 
at least directly, on the contextual factors—workload and 
working conditions, organization, team dynamics, etc.—
that can be decisive in the well-being or mental distress 
of professionals [42, 43]. In light of this risk, procedures 
have been contemplated to collect the concerns of pro-
fessionals that go beyond the objectives and scope of the 
program and transfer them to the competent authorities. 
Subsequently, the participants will be able to help model 
the intervention based on their experience, preferences 
and conditions.

The results we anticipate, derived from the synthesis 
of both quantitative and qualitative data, will provide us 
with a comprehensive understanding of the impact of 
the psychoeducational intervention. Our evaluation will 
encompass not only its effectiveness but also the per-
ceived feasibility, utility, and possibilities for improve-
ment by both the psychologists facilitating the groups, 
as well as the healthcare workers involved. These find-
ings will be interpreted and used to redesign and improve 
both the intervention and the implementation strategies, 
fostering a continuous improvement process.

We predict that implementing this intervention will 
prompt substantial changes in how primary care work-
ers deal with stress and complex situations, which are not 
uncommon in their work. We also expect the implemen-
tation and dissemination of the program to have a global 
impact, which could be very relevant considering the 
high prevalence of emotional distress among healthcare 
workers and the repercussions of this reality on the qual-
ity and effectiveness of their work, the safety of patients 
and the functioning of the healthcare system in general.
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