Revista Espafiola de Urgencias y Emergencias

REUE | Original Article

Implementing good practices for humanizing work
in a hospital Emergency Department

Benjamin Yéafiez-Caballero’, José Manuel Velasco-Bueno?, Francisco Rivas-Ruiz? @ Alberto José Gémez-Gonzalez* @
José Carlos Canca-Sanchez*

OBJECTIVE. To describe the process of creating a manual of good practices for humanizing work in a hospital emergency
department (ED), and to determine the level of implementation of principles outlined in the manual.

MATERIALS AND METHODS. Qualitative study to gain the consensus of experts, complemented by an observational study with
descriptive statistics.

RESULTS. We created a manual of good practices for humanizing work in the ED, identifying 7 strategic lines in 32 sections and 169
good practices. On studying the implementation of the manual’s recommendations in the ED of Hospital de Benalmadena, Spain,
we found that 51% of the good practices were implemented, 33% were not, and 16% were in the process of being implemented.
We saw a high degree of implementation of recommendations related to “vulnerability” (strategic line 5), for which 78% of the
good practices were evident. In contrast there was poor implementation for “care of professionals” (strategic line 4), a category in
which 78% of the good practices were not being applied. Strategic line 2 (“communication”) had the highest proportion (46%) of
good practices in the process of being adopted. Compliance with good practices categorized as essential was high (67%).

CONCLUSIONS. The manual facilitates an integrated evaluation of an emergency department’s implementation of good practices to
humanize care that meets the needs of patients, families, professionals, and the institution. The studied ED's implementation of the
good practices was moderate, indicating there is a wide margin for improvement.
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Proceso de implementacion de buenas practicas
de humanizacion en un servicio de urgencias hospitalarias

OBJETIVO. Describir el proceso de creacién de un Manual de Buenas Précticas de Humanizacion de los servicios de urgencias hos-
pitalarias (SUH) y conocer el nivel de implementacion de este manual en un SUH.

MATERIAL Y METODOS. Estudio cualitativo de consenso de expertos complementado con metodologfa descriptiva observacional.

RESULTADOS. Creacién del Manual de Buenas Practicas de Humanizacion de los SUH, con 7 lineas estratégicas, 32 apartados y
169 buenas practicas. En relacion al estado de humanizacién del SUH del Hospital de Benalmadena, el 51% de las buenas practicas
del manual estaban implementadas, 33% no, y el 16% estaban en proceso. Destacd por su alto porcentaje de implementacion la li-
nea 5 “Vulnerabilidad” (78% de buenas practicas activas) y, por su bajo porcentaje de cumplimentacion, la linea 4 “Cuidados al
profesional” (72%). La linea 2 “Comunicacién”, fue la linea con un mayor porcentaje de buenas précticas en proceso (46%). Las
buenas practicas categorizadas como esenciales presentaron un alto grado de cumplimentacion (67%).

CONCLUSIONES. Este manual permite evaluar de forma integral la humanizacién de los SUH, e implementar buenas practicas para
el desarrollo de una atencién humanizada que facilite alinear las necesidades de pacientes, familiares, profesionales y organizacio-
nes. En el SUH estudiado, el grado de implementacion de estas buenas practicas es moderado, existiendo margen de mejora.
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Health care operates within a predominantly biomedi-
cal model—highly technical and fragmented—which effec-
tively addresses the physical dimension of health but ap-
pears insufficient to meet the psychological, social,
emotional, and spiritual aspects inherent to it. This limita-
tion generates negative experiences and dissatisfaction,
leading to the dehumanization of health care' and reduc-
ing its quality and efficiency.

A new paradigm of health care seems necessary—one
that aligns the needs of patients, families, professionals,
and institutions.? The humanization of health care, under-
stood as a process aimed at ensuring the dignity of all in-
volved, aligns these needs by proposing person-centered
care that considers the individual and their environment
from a holistic perspective,®* while also integrating the
well-being of health professionals.®

In Spain, some autonomous communities have recog-
nized this need and have developed various humanization
plans.® Several authors have also proposed different strate-
gies or models to humanize health care.”"® Notably, the
Humanization Project for Intensive Care Units (HU-CI)
stands out for its practical, comprehensive, and transfera-
ble approach." In the specific context of emergency de-
partments (EDs), the HURGENCIAS Group for the Humani-
zation of Emergency Services was created, which, following
the same methodology, developed a Manual of Best Hu-
manization Practices for EDs."?

EDs face significant care pressure.” In Spain,
31,342,724 people were treated in EDs in 2019, and 79%
of respondents rated the care as “very good,” according
to the 2019 National Health System Barometer.’* However,
issues related to privacy, information, resources, infrastruc-
ture, and communication skills have been identified, ex-
tending beyond clinical aspects and highlighting the need
to humanize EDs."

Studies addressing humanization in EDs are scarce and
typically focus on specific aspects.” Research that compre-
hensively evaluates these elements could improve under-
standing of humanization in this context.

The primary endpoint of this study was to describe the
process of developing the Manual of Best Humanization
Practices for Emergency Departments (MaBePUrgH) by the
HURGENCIAS Group. The secondary endpoint was to as-
sess the level of implementation of humanization best
practices in the emergency service of a High-Resolution
Hospital (HARE) using this manual.

To develop the MaBePUrgH, we applied a qualitative
methodology through expert consensus and external advi-
sor review between November 2019 and September 2020.

The work was conducted in sequential phases using the
Moodle platform and virtual meetings due to the COVID-19
pandemic and the geographical dispersion of the team.

Initially, a multidisciplinary group of experts (HURGEN-
CIAS Group) was selected, composed of the director and
training manager of the HU-CI Project as advisors, 12 pro-
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fessionals from various professional categories in manage-
ment and clinical care in emergency, intensive care, and
prehospital emergency services, as well as 2 psychologists.

In the first phase, we conducted a literature review.
Given the lack of comprehensive and structured studies on
humanization in EDs, the HU-CI Project Manual of Best Hu-
manization Practices was chosen as a reference,® and a
preliminary manual draft was developed and distributed
among the group. Members selected the strategic lines
they would work on, forming working groups

In the 2™ phase, each expert, based on targeted ||ter-
ature searches and their experience, conducted an individ-
ual evaluation of the base questionnaire. For each state-
ment, they indicated whether they agreed, disagreed, or
would modify it, and could add new strategic lines, sec-
tions, or best practices with justification. Based on the re-
sults, a second evaluation was performed to reach consen-
sus on the strategic lines, sections, and best practices that
would constitute the final questionnaire statements.

In the 3™ phase, with the final questionnaire, criteria
for measuring best practices were defined first individually
and then by consensus. These were categorized as basic,
advanced, or excellent, according to their degree of oblig-
atoriness, to allow for different levels of humanization ac-
creditation.

In the 4" and final phase, the questionnaire was re-
viewed by hospital emergency experts and patients. The
proposed modifications were discussed, and the final man-
ual was written and structured .

To assess the humanization status of the ED of the
HARE in Benalmadena, a descriptive observational study
was conducted in 2021 by that department’s humanization
group using the MaBePUrgH. The working group included
9 members (4 nurses, 2 physicians, 2 nursing care assis-
tants [NCAs], and 1 administrative staff member).

The HARE of Benalmédena, in the province of Mélaga
(Spain), is a public hospital under the Andalusian Health De-
partment, serving a population of 70,000 people, with a large
seasonal floating population and an average of 150 emergen-
cies per day. The staff includes 5 administrative workers, 10
orderlies, 11 NCAs, 21 nurses, and 26 physicians.

Each of the manual’s best practices was evaluated indi-
vidually through an online questionnaire (SurveyMonkey) by
the team members, who indicated whether each practice
was fulfilled, unfulfilled, or in progress, providing justification
for their responses. The results were determined based on
the highest level of consensus among responses for each
best practice. Practices without consensus were evaluated
by two external professionals together with the group coor-
dinatorto determine their classification. After this process,
the percentage of implementation of best practices was cal-
culated globally, by strategic line, category, and section.

Manual development
illustrates the HU-C| Manual of Best Practices,
the first version of the MaBePUrgH, and the final manual,
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Compearative table of best practice manuals for the humanization of intensive care units and emergency departments by strategic lines,

number of best practices, and categories
HU-CI humanization manual

First version of ED humanization manual

Final ED humanization manual

Number Number Number
Strategic lines of best Strategic lines of best  Strategic lines of best
practices practices practices
Line 1. Open ICU: presence and 26 Line 1. ED with flexible 16 Line 1. EDs with flexible 23
participation of family members in accompaniment: presence and accompaniment: presence and
care participation of family members participation of caregivers and
in care family members in care
Line 2. Communication 17 Line 2. Communication 14 Line 2. Communication 24
Line 3. Patient well-being 28 Line 3. Patient well-being 17 Line 3. Patient well-being 26
Line 4. Care for professionals 14 Line 4. Care for professionals 15 Line 4. Care for professionals 18
Line 5. Post-intensive care syndrome 19 Line 5. End-of-life care 1 Line 5. Vulnerable patients in EDs 23
Line 6. End-of-life care 23 Line 6. Humanized infrastructure 26 Line 6. End-of-life care 22
Line 7. Humanized infrastructure 33 Line 7. Frailty, vulnerability, and 1" Line 7. Humanized infrastructure 3
caregivers in emergency care
Total 160 Total 110 Total 169
Categorization of best practices: Categorization of best practices: Categorization of best practices:
* Yes * No * Yes

Basic, advanced, and excellent
ICU: intensive care unit; ED: emergency department.

in relation to their distribution by strategic lines, number of
best practices, and their categorization. All 3 manuals were
structured around 7 strategic lines.

In the ED manuals, 2 strategic lines from the HU-CI man-
ual were replaced: the "Post-ICU Care” line was replaced
with a line focused on vulnerability, and the “Open ICU" line
was replaced with a line addressing flexibility in patient ac-
companiment. In the final versions of both the HU-CI and ED
manuals, best practices were categorized into 3 levels, al-
though they were labeled differently. In the initial version of
the ED manual, best practices were not categorized.

illustrates the HU-CI Manual of Best Practices,
the first version, and the final version of the ED manual,
with respect to their distribution by sections. Unlike the
HU-CI manual, the ED manuals incorporated specific as-
pects related to vulnerability (addressed in much greater
detail in the final version of the ED manual) and the pre-
vention and management of conflict situations. The MaBe-
PUrgH also added a section on communication with other
areas and expanded the sections on end-of-life care.

Practical application

Regarding the state of humanization of the Be-
nalméadena ED, out of the 169 best practices included in
the manual, 51% were implemented, 33% were not imple-
mented, and 16% were in progress.

When analyzing the degree of compliance of best
practices distributed by strategic lines, lines 1, 3, 7, and
especially line 5, showed compliance levels > 50%. Lines 4
and 6 did not exceed 50%, with line 4 showing the lowest
performance. Line 2 stood out for having a high number of
best practices still in progress

By category, basic best practices were notably well im-
plemented. Excellent practices showed low levels of imple-
mentation, while advanced practices showed intermediate
results

Considering the specific sections within each strategic
line 2 in line 1, “Identification and management of
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Basic, advanced, and excellent

vulnerable caregivers” achieved the highest compliance; in
line 2, "Communication and information for patients, fami-
lies, and caregivers” stood out; in line 3, “Physical well-be-
ing” and “Promotion of patient autonomy” were notable;
in line 5, “Management of general vulnerability: identifica-
tion, assessment, and intervention” and “Identification, as-
sessment, and management of gender-based violence and
abuse” were well implemented; in line 6, “Standardization
of care in patients with treatment limitation/withdrawal or
treatment refusal” stood out; and in line 7, “Comfort and
functionality in the care and treatment area” showed the
highest performance.

Sections with low compliance levels included: in line
1, "Presence and participation in care.”; in line 3, “Envi-
ronmental well-being and nighttime rest.”; in line 4,
"Awareness of professional burnout syndrome” and
"Comprehensive prevention and management of conflict
situations in the ED.”; in line 6, “Accompaniment in end-
of-life situations” and “Interdisciplinary involvement in
decisions and implementation of life-support limitation or
withdrawal measures.”; and in line 7, "Comfort: general
aspects.”

The sections in progress toward implementation in-
cluded: in line 2, “Team communication and communica-
tion between the team and other care areas.”; in line 6,
"Support for patient needs based on their values in end-
of-life situations”; and in line 7, “Environmental comfort for
patients, families, and caregivers.”

This work describes, to our knowledge, the first manu-
al of best practices for the humanization of EDs developed
in Spain.

In EDs, there are often restricted areas for accompani-
ment, and facilitating such accompaniment is one of the
main requests from patients and families to improve
care."'s The structural characteristics of EDs, work over-
load, professional reluctance to being observed or evaluat-
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Comparative table of best practice manuals for the humanization of intensive care units and emergency departments by sections

HU-CI humanization manual

Sections
Line 1
* Professional awareness.
o Accessibility.
¢ Contact.

* Presence and participation in procedures and care.
* Support for emotional, psychological, and spiritual
needs of family members.

Line 2

¢ Communication within the team.
 Communication with family.

¢ Communication with the patient.

Line 3

o Physical well-being.

¢ Psychological well-being.

* Promotion of patient autonomy.

* Environmental well-being and nighttime rest.

Line 4
o Awareness of burnout syndrome and related factors.
* Prevention of burnout and promotion of well-being.

Line 5
* Prevention and management.
* Follow-up.

Line 6

¢ Standardization of end-of-life care.

* Physical symptom control.

* Accompaniment in end-of-life situations.

¢ Coverage of emotional and spiritual needs and
preferences.

* Protocol for limitation of life-support treatments.

* Multidisciplinary involvement in decision-making and
implementation of LLST measures.

Line 7

* Patient privacy.

* Environmental comfort for the patient.
* Patient orientation.

o Comfort in family areas.

¢ Comfort and functionality in care areas.
o Comfort in administrative and staff areas.
* Patient distraction.

* Creation of outdoor or garden spaces.
* Signage and accessibility.

Total: 31

First version of ED humanization manual

Sections

Line 1

* Team awareness and training.

o Accessibility.

* Contact.

* Presence and participation in procedures and care.

* Support for emotional, psychological, and spiritual

needs of family members.

Line 2

* Communication with the team.

* Communication and information for the patient
and family.

Line 3

* Physical well-being.

¢ Psychological well-being.

* Promotion of patient autonomy.

¢ Environmental well-being and nighttime rest.

Line 4

¢ Awareness of burnout syndrome and related
factors.

* Prevention of burnout and promotion of well-being.

* Prevention and comprehensive management of
conflict situations in EDs.

Line 5

* Standardization of end-of-life care.

* Physical symptom support.

* Accompaniment in end-of-life situations.

* Support for emotional and spiritual needs and
preferences.

* Protocol for limitation of LLST.

* Multidisciplinary involvement in decision-making
and implementation of LLST measures.

Line 6

* Patient privacy and intimacy.

* Environmental comfort for patients and families.

¢ Patient orientation.

¢ Comfort and functionality in the emergency work
area.

¢ Comfort in administrative and professional areas.

* Patient distraction.

Line 7

¢ |dentification and management of frail and/or
vulnerable patients.

¢ |dentification and management of caregivers.

Total: 25

ICU: intensive care unit; ED: emergency department; LLST: limitation of life-support treatment.

ed, and the lack of training in non-technical skills may ex-
plain this.”® These factors make it difficult to implement
flexible accompaniment policies, even though such policies
can improve care, increase efficiency, and facilitate dis-
charge.” Moreover, they enhance satisfaction and the ex-
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Final ED humanization manual
Sections

Line 1

¢ Awareness and training of the care team.

¢ Accessibility.

* Contact.

* Presence and participation in procedures and care.

* Support for emotional, psychological, and spiritual
needs of family members and caregivers.

¢ |dentification and management of caregivers of
vulnerable patients.

Line 2

¢ Communication within the team.

¢ Communication of the team with other areas.

 Communication and information for the patient,
family, and caregivers.

Line 3

¢ Physical well-being.

* Psychological and spiritual well-being.

* Promotion of patient autonomy.

¢ Environmental well-being and nighttime rest.

Line 4

¢ Awareness of burnout syndrome and associated
factors.

* Prevention of burnout and promotion of well-
being.

* Prevention and comprehensive management of
conflict situations in EDs.

Line 5

¢ General vulnerability: identification, assessment,
and management.

* Specific vulnerability: identification, assessment,
and management.

¢ |dentification, assessment, and management of
gender-based violence and abuse.

Line 6

¢ Standardization of end-of-life care.

* Accompaniment in end-of-life situations.

* Support according to patients’ values at end-of-life
stages.

* Protocol for care of patients with limitation/
withdrawal or refusal of life-support treatment.

* Multidisciplinary involvement in decision-making
and implementation of treatment limitation/
withdrawal measures.

¢ Consultation of advance directives, advance care
planning, and ethics committees.

Line 7

* Patient privacy and intimacy.

* Comfort: general aspects.

* Environmental comfort for patients, caregivers,
and families.

* Patient orientation.

¢ Comfort and functionality in the care and
treatment areas.

¢ Comfort in administrative and professional areas.

¢ Patient distraction.

Total: 32

perience of patients, families,'®' and professionals, all of
which contribute to the humanization of health care.®
Therefore, the manual proposes flexible accompani-
ment strategies, especially for vulnerable patients, to foster
therapeutic alliances. These alliances are essential given
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Degree of compliance with best practices by strategic line in the Emergency Department of Benalmadena Hospital
Degree of compliance with best practices by strategic lines

Line 1 Line 2 Line 3

N =23 N =24 N =26
Yes 52% 46% 58%
No 35% 12% 30%
IPI 13% 42% 12%

IPI: In process of implementation.

the increasing prevalence of issues related to population
aging, chronic illness, and social or mental health prob-
lems.”™?" Thus, identifying and managing vulnerable pa-
tients appropriately becomes a priority for humanization.
The manual adopts the concepts of vulnerability described
by Da Silva et al.?? and the definition of patients with com-
plex needs from the National Academy of Medicine,?' both
of which encompass the main characteristics of such pa-
tients frequently cited in the literature.?%

End-of-life care is also of great importance, as an in-
creasing number of people die in EDs due to terminal
stages of chronic illnesses.?¥ Families and professionals
have identified the need to improve privacy, comfort, care
times, emotional and spiritual support, communication,
and interdisciplinary collaboration?-?—along with training,
specific protocols, and integration of palliative care units.
The manual, consistent with proposals from several medi-
cal societies,? provides concrete solutions to address these
aspects.

Humanization also requires the evaluation and im-
provement of communication and well-being, from a holis-
tic and integral perspective, so that professionals and or-
ganizations can balance technical-scientific and human
components®®—which are often unbalanced in highly
stressful and overburdened environments such as EDs.'
Therefore, it is not only about addressing the physical di-
mensions of well-being but also the non-physical needs as-
sociated with deficiencies in communication, information,
infrastructure, environment, and organization,®*® which
depersonalize care and can generate conflict.

Implementing structured strategies for frequent proce-
dures, techniques, and care—especially for pain manage-
ment—along with interdisciplinary teamwork," the integra-
tion of psychologists and social workers, the provision of
clear and timely information,®3'" and the development of
non-technical skills,* improves clinical outcomes and the

100%

90% 18
80% 13
14
70% 24
60%
50% 9
40%
65 4

30%
20%
10%

0%
Essential (n: 97)

Advanced (n: 33) Excellent (n: 39)

Achieved In progress ® Not achieved

Degree of compliance with best practices by ca-
tegory
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Line 4 Line 5 Line 6 Line 7

N=18 N =23 N =22 N =33
22% 78% 45% 52%
72% 22% 41% 27%
6% 0% 14% 21%

experience of patients, families, and professionals,? facil-
itating the humanization of EDs.® Equally important are er-
gonomic, comfortable, and welcoming spaces®* that pro-
mote communication, privacy, and integration, as well as
the use of technology to enhance distraction, patient ori-
entation, and professional workflows. These elements cre-
ate humanized environments that yield physical, psycho-
logical, emotional, and economic benefits.35%

However, to expect empathy, active listening, and
emotional understanding from health professionals, it is
necessary to first care for their own well-being'*—especial-
ly in areas with high rates of burnout, which reduce effi-
ciency®® and foster dehumanization.®

Assessing professional well-being and implementing
strategies that promote participation in organizational deci-
sions, teamwork, autonomy, effective leadership, adequate
human and material resources, fair working conditions,®
and training in social skills**—as proposed in the manual—
have been shown to reduce burnout.™

Regarding the Benalmadena ED, it is the first to be
evaluated using the MaBePUrgH. Approximately half of the
best practices were implemented. The prior development
of a humanization plan within the hospital, specifically in
the ED, may have contributed to this. Similarly, being a
high-resolution hospital with a smaller volume of emergen-
cies likely facilitated implementation. Nonetheless, these
results also highlight that there is still significant room for
improvement.

A restrictive accompaniment policy remains in place in
the observation area and during procedures, which, ac-
cording to patient and family reports,’>" is common across
many EDs. Accompaniment is allowed, however, in the
waiting room with one family member and in observation
for vulnerable patients.

Although there are protocols for effective communica-
tion, a lack of awareness and adherence—especially among
professionals—was identified. Communication problems are
related to insufficient training in communication and conflict
management, work overload, and deficiencies in interdisci-
plinary work, as reported in other studies.”®

In terms of patient well-being, best practices address-
ing physical aspects were widely implemented. However,
pain management, along with non-clinical factors such as
uncertainty due to waiting times, lack of information,* and
insufficient privacy or comfort, were observed as sources of
dissatisfaction and negative experiences—consistent with
other reports.”™?*-* These issues, compounded by poor
communication skills, can depersonalize care.

The “Vulnerability” strategic line showed the highest
number of implemented best practices, particularly in rela-
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Degree of compliance by sections

Line 1

Awareness and training of the care team
Accessibility

Contact

Presence and participation in procedures and care

Yes No IPI

0% 67% 33%
60% 0% 40%
50% 50% 0%
20% 80% 0%

Support for the emotional, psychological, and spiritual needs of family members and caregivers 67%  33% 0%

Identification and management of caregivers of vulnerable patients
Line 2

Communication within the team

Communication of the team with other areas

Communication and information for the patient, family, and caregiver
Line 3

Physical well-being

Psychological and spiritual well-being

Promotion of patient autonomy

Environmental well-being and nighttime rest

Line 4

Awareness of burnout syndrome and associated factors

Prevention of burnout syndrome and promotion of well-being
Prevention and comprehensive management of conflict situations in EDs
Line 5

General vulnerability

Specific vulnerability

Identification, assessment, and management of gender-based violence and abuse

Line 6

Standardization of end-of-life care

Accompaniment in end-of-life situations

Support according to patients' value scales at end-of-life stages

100% 0% 0%

20% 20% 60%
25% 0% 75%
60% 13% 27%

83% 20% 8%
50% 50% 0%
100% 0% 0%

0% 71% 29%

0% 100% 0%
33% 56% 1%
14% 86% 0%

86% 14% 0%
64% 36% 0%
100% 0% 0%

50% 50% 0%
33% 67% 0%
0% 33% 67%

Standardization of care for patients with limitation/withdrawal or refusal of life-support treatment 100% 0% 0%
Interdisciplinary involvement in the decision and implementation of limitation/withdrawal of life-support treatment B%  67% 0%
Consultation of advance directives registry, advance care planning, and ethics committee 40%  40%  20%
Line 7

Patient privacy and intimacy

Comfort: general aspects

Environmental comfort for patients, families, and caregivers
Patient orientation

Comfort and functionality in the care and treatment areas
Comfort in administrative and professional areas

Patient distraction

IPI: In process of implementation; ED: emergency department.

tion to gender-based violence and abuse, likely due to
sustained awareness and training campaigns.

Although end-of-life situations are relatively rare in this
ED, accompaniment is permitted and protocols exist to
address such cases. However, there is no individual room,
and advance directive consultations and palliative care
consultations are underdeveloped, as highlighted by vari-
ous professional societies.*

In contrast, care for professionals remains the area
with the greatest margin for improvement. Although some
measures have been implemented—such as staff reinforce-
ment during peak demand and rest areas for disconnec-
tion—there is no regular evaluation of staff well-being, no
training in psychosocial risk management, no onboarding
plan, and staffing levels are perceived as insufficient for the
existing workload. Interdisciplinary work and participation
in organizational decisions are also areas for improve-
ment.5,34,39

Regarding infrastructure, although there are comforta-
ble rest rooms and IT systems that facilitate work, issues
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60% 20% 20%
33% 67% 0%

33% 0% 67%
67% 33% 0%

70% 20% 10%
50% 0% 50%
25% 25% 50%

were noted with patient visibility in observation areas and
a lack of examination boxes. Additional improvements
were suggested in noise control, nighttime lighting, free
Wi-Fi, and environmental design, all of which enhance sat-
isfaction and the care experience *'*

Among the limitations of this work, the variability and
idiosyncrasies of Spanish EDs stand out, which may require
local adaptations of the manual for broader implementa-
tion. Moreover, since the Benalmadena ED is the first
center where the MaBePUrgH was applied, this limits the
critical generalization of results, though it provides a foun-
dation for future benchmarking studies in humanization.
Additionally, a potential Hawthorne effect among evalua-
tors cannot be ruled out.

This manual enables the evaluation and implementa-
tion of best practices for humanization in EDs in a compre-
hensive manner, serving as a tool to understand these ser-
vices from a new perspective and address many of their
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challenges, thus facilitating their transformation into more
compassionate environments that improve the experience

of patients, families, and professionals.

Using this manual, a moderate level of implementation
of humanization best practices was observed in the studied
ED. The “Vulnerability” line showed the highest level of
implementation, whereas the “Care for Professionals” line

None reported.

The authors declare the non-existence of
funding in relation to this article.

The authors have con-
firmed the maintenance of confidentiality and
respect for the patient rights, agreement of pub-
lication, and transfer of rights to Revista Espafiola
de Urgencias y Emergencias.

This is a BOWMAN-gener-
ated English translation of the officially indexed
Spanish-language article, which should be cited
as Rev Esp Urg Emerg. 2023;2:70-77. In this trans-
lated version, the editors have supervised the
process; however, it cannot be ruled out that some
errors resulting from the artificial intelligence trans-
lation process may have gone unnoticed.

To the HURGENCIAS Project,
the HU-CI Project, and the Humanization Group
of the Emergency Department at the HARE of
Benalmadena.

-

. Velasco Bueno JM, La Calle GH. Humanizing
Intensive Care: From Theory to Practice. Crit
Care Nurs Clin North Am. 2020;32:135-47.

2. Duarte V. Humanizacién de la asistencia mé-
dica en el servicio de urgencias: la importan-
cia de los valores en salud. Emergencias.
2014;26:481-3.

3. Garcia Cabeza ME. Humanizar la asistencia en
los grandes hospitales: un reto para el profe-
sional sanitario. Metas Enferm. 2014;17:70-4.

4. Ortiz EMP, Cruz JVDM, Montafiez RAC, Bui-
trago CYB. Estrategias para fortalecer la hu-
manizacion de los servicios en salud en ur-
gencias. Rev Cienc Cuid. 2021;18:94-104.

5. Lépez-Hernandez MA, Darias-Acosta AT, Tra-

veria-Becker L. Cuidar al que cuida en urgen-

cias. Oportunidades de mejora. Rev Esp Urg

Emerg. 2022;1:108-12.

Duro Robles R. Plan de humanizacién en el

Ambito de la Salud 2022-2027. Palma: Servi-

cio de Salud de las Islas Baleares. (Accessed

10 November 2022). Available at: https://www.
ibsalut.es/docs/Plans_programes_estrategies/
ES/Plan%20Humanizaci%C3%B3n%20I1B-SA-
LUT_ESP.pdf

7. Anguita MV, Sanjuan-Quiles A, Rios-Risquez
MI, Valenzuela-Anguita MC, Julia-Sanchis R,
Montejano-Lozoya R. Humanizagdo dos cui-
dados de satde no servico de urgéncia: ana-
lise qualitativa baseada nas experiéncias dos
enfermeiros. Revista de Enfermagem Referén-
cia. 2019;IV:59-68.

8. Ortega Benitez A, Garcia Martin JC, Rodriguez
Novo Y, Nufez Diaz S, Novo Mufioz M, Rodri-
guez Gémez JA. Humanizacién en atencién ur
gente. jEntendemos lo mismo sanitarios, pa-
cientes y familia? Emergencias. 2004;16:12-6.

9. Salas Rodriguez JM, Cénovas Martinez C, Ju-

o

Yariez-Caballero B, et al. Rev Esp Urg Emerg.

10.

1

-

12.

13.

14.

15.

16.

17.

18.

19.

20.

guera Rodriguez L, Pardo Rios M. La humani-
zacién en urgencias y emergencias: jmoda o
necesidad?. Emergencias. 2018;30:437.
Pérez-Fuentes MDC, Herera-Peco |, Molero
Jurado MDM, Oropesa Ruiz NF, Ayuso-Muri-
llo D, Gézquez Linares JJ. The Development
and Validation of the Healthcare Professional
Humanization Scale (HUMAS) for Nursing. Int
J Environ Res Public Health. 2019;16:E3999.

. Grupo de trabajo de certificacion de Proyec-

to HU-CI. Manual de buenas practicas de hu-
manizacién en Unidades de Cuidados Intensi-
vos. 2017 (Accessed 23 Februray 2022).
Available at: https://proyectohuci.com/es/
buenas-practicas/

Grupo de trabajo de Humanizacion de los
Servicios de Urgencias Hospitalarias. Manual
de buenas practicas de Humanizacién en Ser-
vicios de Urgencias Hospitalarias. 2020 (Ac-
cessed 23 February 2022). Available at: ht-
tps://proyectohuci.com/es/bp-hurghosp/
SharmaRahul. The Availablists: Emergency
Care without the Emergency Department.
NEJM Catal Innov Care Deliv [Internet]. 21
de diciembre de 2021(Accessed 19 May
2022). Available at: https://catalyst.nejm.org/
doi/full/10.1056/CAT.21.0310

Ministerio de Sanidad Gobierno de Spain. Ba-
rémetro sanitario 2019 [Internet]. 2019 (Acces-
sed 23 February 2022). Available at: https://
www.sanidad.gob.es/estadEstudios/estadisti-
cas/BarometroSanitario/Barom_Sanit_2019/RE-
SUMENGRAFICO_BS2019.pdf

Defensor del Pueblo. Las urgencias hospitala-
rias en el Sistema Nacional de Salud: dere-
chos y garantias de los pacientes. Estudio
conjunto de los defensores del pueblo [Inter-
net]. 2015 (Accessed 23 February 2022).
Available at: https://www.defensordelpueblo.
es/wp-content/uploads/2015/05/2015-Las-ur-
gencias-hospitalarias-en-el-Sistema-Nacio-
nal-de-Salud-derechos-y-garant%C3%A-
Das-de-los-paciente-ESP.pdf

Busch IM, Moretti F, Travaini G, Wu AW, Ri-
mondini M. Humanization of Care: Key Ele-
ments |dentified by Patients, Caregivers, and
Healthcare Providers. A Systematic Review.
The Patient. 2019;12:461-74.

Garcia Cagigal AM, Arroyo Lamas D, Llorca
Santana ML. Preferencias sobre normas de
acompanamiento en el Servicio de Urgencias
Hospitalario. Metas Enferm. 2018;21:67-74.
Barreto M da S, Peruzzo HE, Garcia-Vivar C,
Marcon SS. Family presence during car-
diopulmonary resuscitation and invasive pro-
cedures: a meta-synthesis. Rev Esc Enferm
USP [Internet]. 25 de febrero de 2019 (Acces-
sed 19 June 2022). Available at: http://www.
scielo.br/j/reeusp/a/LDxcHLxvkdKkRZPKWc-
BKxzg/?lang=en

McConnell D, McCance T, Melby V. Exploring
person-centredness in emergency depart-
ments: A literature review. Int Emerg Nurs.
2016;26:38-46.

Mistraletti G, Giannini A, Gristina G, Malacar-
ne P, Mazzon D, Cerutti E, et al. Why and how
to open intensive care units to family visits du-
ring the pandemic. Crit Care. 2021;25:191.

2023;2:70-77

© SEMES

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

3

-

32.

33.

showed the lowest, suggesting that this latter aspect
should be prioritized—both in the studied ED and likely in
other Spanish EDs.*

Future studies evaluating the humanization status of
other EDs could expand existing knowledge, standardize
assessments based on this manual, and guide improve-
ments and updates to it.

Long P, National Academy of Medicine (U.S.),
Leadership Consortium for a Value & Scien-
ce-Driven Health System, editores. Effective
care for high-need patients: opportunities for
improving outcomes, value, and health. Was-
hington, DC: National Academy Of Medicine;
2017. 1 p.

Silva D, Peres A, Wolff L, Mazza V. Contribu-
tions of the concept of vulnerability to profes-
sional nursing practice: integrated review. Rev
Pesqui Cuid E Fundam Online. 2014;6:848-55.
Korczak V, Shanthosh J, Jan S, Dinh M, Lung
T. Costs and effects of interventions targeting
frequent presenters to the emergency depart-
ment: a systematic and narrative review. BMC
Emerg Med. 2019;19:83.

Moe J, Kirkland SW, Rawe E, Ospina MB,
Vandermeer B, Campbell S, et al. Effective-
ness of Interventions to Decrease Emergency
Department Visits by Adult Frequent Users: A
Systematic Review. Acad Emerg Med.
2017,24:40-52.

Alonso CF, Pareja RR, Garcia AR, Gallego RJ,
Carbajo YM, Mulet JMA. Proyecto FIDUR:
pacientes hiperfrecuentadores fidelizados en
servicios de urgencias hospitalarios. Emer-
gencias. 2016;28:16-20.

Martin-Sanchez FJ, Gonzélez Armengol JJ. La
atencion en los servicios de urgencias al pa-
ciente terminal, juna circunstancia de fracaso
o una oportunidad? Med Paliativa.
2015;22:117-8.

Vézquez-Garcia D, de-la-Rica-Escuin M, Ger-
méan-Bés C, Caballero-Navarro AL. Afronta-
miento y percepcién profesional en la aten-
cién al final de la vida en los servicios
hospitalarios de emergencias. Rev Esp Salud
Plblica. 2019;93:e1-15.

Ortega-Galan A, Ruiz-Fernandez MD, Or-
tiz-Amo R, Cabrera-Troya J, Carmona-Rega
IM, Ibafiez-Masero O. Atencién recibida al fi-
nal de la vida en los servicios de urgencias
desde la perspectiva de los cuidadores: estu-
dio cualitativo. Enferm Clinica. 2019;29:10-7.

Algahtani AJ, Mitchell G. End-of-Life Care
Challenges from Staff Viewpoints in Emergen-
cy Departments: Systematic Review. Health-
care. 2019;7:83.

Pizarro CG, Martos JS, Armengol JJG, Pérez
MCF. Impacto de una unidad de atencion e
informacién a la familia y los acompanantes
del paciente en los servicios de urgencias
hospitalarios en la mejora del grado de satis-
faccion. Emergencias. 2014;26:114-20.

. Graham B, Endacott R, Smith JE, Latour JM.

‘They do not care how much you know until
they know how much you care”: a qualitative
meta-synthesis of patient experience in the
emergency department. Emerg Med J.
2019;36:355-63.

Sonis JD, Aaronson EL, Lee RY, Philpotts LL,
White BA. Emergency Department Patient
Experience. J Patient Exp. 2018;5:101-6.
Pham JC, Seth Trueger N, Hilton J, Khare RK,
Smith JP, Bernstein SL. Interventions to Im-
prove Patient-centered Care During Times of
Emergency Department Crowding. Acad
Emerg Med. 2011;18:1289-94.

www.reue.org



34.

35.

36.

Gélvez-Herrer M, JM G, MC M, M F, HU-CI M.
Humanizacién de la Sanidad y Salud Laboral:
Implicaciones, estado de la cuestion y pro-
puesta del Proyecto HU-CI Humanizing Heal-
thcare and Occupational Health: Implications,
State of Issue and Proposal from HU-CI Pro-
ject. Med Segur Trab. 2017;6363:103-19103.
Goémez-Tello V, Ferrero M. Infraestructura hu-
manizada en las UCI. Un reto a nuestro alcan-
ce. Enferm Intensiva. 2016;27:135-7.

Buffoli M, Bellini E, Dell'Ovo M, Gola M, Na-
chiero D, Rebecchi A, et al. Humanisation

www.reue.org

37.

38.

and soft qualities in emergency rooms. Ann
Ist Super Sanita. 2016;52:40-7.
Goémez-Urquiza JL, De la Fuente-Solana El,
Albendin-Garcia L, Vargas-Pecino C, Orte-
ga-Campos EM, Cafiadas-De la Fuente GA.
Prevalence of Burnout Syndrome in Emergen-
cy Nurses: A Meta-Analysis. Crit Care Nurse.
2017;37:e1-9.

Lim R, Aarsen KV, Gray S, Rang L, Fitzpatrick J,
Fischer L. Emergency medicine physician bur-
nout and wellness in Canada before COVID19:
A national survey. CJEM. 2020;22:603-7.

39.

40.

Schneider A, Weigl M. Associations between
psychosocial work factors and provider men-
tal well-being in emergency departments: A
systematic review. PLoS ONE. 4 de junio de
2018;13(6):e0197375.

Brito-Brito PR, Garcia-Tesouro E, Fernan-
dez-Gutiérrez DA, Garcia-Herndndez AM, Fer-
nandez-Gutiérrez R, Burillo-Putze G. Valida-
cion de la Escala de Incertidumbre ante la
Enfermedad en pacientes y acompafiantes
que acuden a un servicio de urgencias. Emer-
gencias. 2018;30:105-14.

Yanez-Caballero B, et al. Rev Esp Urg Emerg. 2023;2:70-77

© SEMES

77



	Botón 11: 
	Botón 9: 
	Botón 10: 


