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ABSTRACT

Background: Guiding the care provided by physicians and other health professionals through person-centered care has represented a challenge both in its planning and in its application. This points out the potential value of developing ad-hoc procedures for guiding person-centered care in intensive care units.

Objectives: To evaluate person-centered care in intensive care units guided through ad-hoc procedures.

Methods: An ad-hoc procedure to facilitate the stated objective was developed on the basis of experience with the Spanish International Humanization in Intensive Care (HUCI) project (4) and applied to medical and nursing professionals working longer than two months in intensive care units in Peruvian hospitals.

Results: In the four intensive care units engaged in this study a low level of observance of person-centered care was found through the Humanization in Intensive Care Procedure.

Conclusions: Greater clarity on the concepts and the implementation of person-centered care procedures is essential for enhancing the process and outcomes of person-centered care in intensive care units.
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INTRODUCTION

Among the diverse and complex healthcare settings where Person-Centered Care is emerging as a necessity, Intensive Care Units (ICUs) have a profound impact. ICUs are particularly demanding and challenging environments, affecting both the physical and psychological well-being of critically ill patients and of involved medical and nursing personnel. The latter constitutes a crucial element for the advancement of person-centered care purposes (1,2).

Therefore, to optimize person-centered clinical carer (3), it is essential to design and document procedures that enable the evaluation of the frequency and manner in which person-centered care is applied to critically ill patients. However, designing and evaluating these procedures is challenging due to several factors listed below:


1. Type of patient: Critically ill patients are consistently in a life-threatening situation, where saving their lives becomes the primary objective. Despite the strong vocational commitment of physicians and nurses, the pressure to achieve this goal can lead to a certain degree of carelessness, compromising the high-quality care that patients require. Furthermore, the added requirement to meet abundant productivity and performance metrics make difficult the implementation of person-centered care.

2. Continuous Severity of the Patient’s Condition. This factor is closely related to the previous one, but its implications render it transcendent. The patient’s life is compromised in various ways and at different times, necessitating the use of advanced technological interventions that demand significant time and concentration to be employed effectively. The resulting cost to the healthcare professional-patient relationship (HPR) essential to person-centered care manifests as: Emotional detachment Withdrawal Depersonalization Scarcity of verbal and experimental communication.

3. Internal Environment: The ICU is characterized by an overwhelming array of medical, nursing, and machine alerts, creating an atmosphere of urgency and chaos, reminiscent of a hornet’s nest. The demanding work schedules and intense workload often render it challenging to achieve the established therapeutic objectives due to: Increased institutional demands Unforeseen events becoming the norm As a result, it is not unusual for healthcare teams to face difficulties in fulfilling therapeutic goals.

4. Human factors: The human context is characterized by the disruption of the social support network in which healthcare personnel operate. This rift persists throughout the patient’s stay in the ICU and has lasting effects even after discharge or death, impacting: Patient’s emotional well-being Family dynamics The healthcare team’s psychological resilience


This article describes a pilot study conducted in four ICUs in Lima, Peru, where an ad-hoc procedure was developed and applied to assess the practice of person-centered care. The study drew on the experience gained through participation in the International Humanization in Intensive Care (HUCI) project (4) promoted in Spain. The Theoretical Framework was based on the Manual of Good Humanization Practices, which presents quality indicators endorsed by operational research. The manual is structured into seven categories of person-centered care, namely:


1. Open Door ICU: Implement PCC strategies to maximize family presence and support, allowing loved ones to accompany patients whenever possible. 

2. Improve communication: Employ PCC practices that prioritize patient and family comfort, respecting their values, beliefs, and lifestyle.

3. Patient Well-being in ICU: Implement PCC strategies that prioritize patient and family comfort, respecting their values, beliefs, and lifestyles, to ensure holistic well-being during ICU stay.

4. Care for the Health Professional: Optimize resource allocation to ensure occupational safety and well-being of healthcare professionals.

5. Post-Intensive Care Syndrome (Burnout): Address the pathological condition affecting healthcare professionals, characterized by sick leave, physical, and psychological compromise.

6. End-of-Life Care: Utilize PCC to navigate the complex emotional and care needs of patients, families, and healthcare teams during the end-of-life process.

7. Humanized Infrastructure: Design, create, or adapt critical care environments to facilitate seamless PCM implementations.


The experience gained has led us to assume that, to meet these seven categories, healthcare personnel require personal competencies of an attitudinal nature that manifest in human-centered attitudes. These competencies must satisfy the requirements of being PCC indicators, meaning they are measurable. The procedure based on the Spanish International Humanization in Intensive Care project (5) is shown in Table 1, composed of 10 items with a scoring range of 0 to 30 points.

OBJECTIVES


1. To assess whether the principles of “humanization in intensive care” are effectively implemented in the ICUs of four competitive hospitals.

2. To evaluate the face validity of the evaluation procedure for assessing the performance of ICU healthcare teams in applying person-centered care

3. To refine the procedure to facilitate its implementation in all ICUs in Peru and internationally.


METHODS

The seven categories listed above were used to design a dedicated procedure, detailed in Table 1. This procedure is aimed at both qualitative and quantitative evaluation to objectively assess the extent to which person-centered care is being implemented in ICUs.
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The procedure was developed by the manuscript’s author, drawing on extensive experience in care, teaching, and ethics work related to humanization and person-centered care acquired over several years. The project’s ethical component was thoroughly analyzed.

Following coordination with the medical and nursing heads of various ICUs in the cities of Lima and Callao, the study was initiated. The process consisted of the following steps:


1. The procedure was validated through a focus group comprising medical and nursing directors from the four ICUs. A total of 10 experts validated the 10 indicators within the procedure. The content emerged from assessing the theoretical and situational state of person-centered care in ICUs, based on attitudinal competencies that foster humanization. 

2. These competencies are described in Table 2.

3. The procedure was directly applied to medical and nursing staff who regularly worked in ICUs for more than two months.

4. In the four ICUs, physician and nurse leaders applied the 10-indicator procedure through direct observation or interview as required by the indicators. Each leader evaluated their respective professionals and rated according to the procedure what they observed in family-centered care practices. This assessment was conducted without prior communication with the professionals to avoid biased or artificial behaviors.

5. The data gathered through procedure implementation were analyzed using descriptive statistical methods to yield results and conclusions.
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 RESULTS

The evaluation of four national hospitals that have ICUs in Lima and Callao produced the following results:


1. The procedure’s evaluation scale ranged from 0 to 30 points. To provide a comprehensive overview, the scores from the four ICUs were combined for each item.

2. The overall average score achieved was 19.7, equivalent to 65.7% or (13.7/20), a rating considered satisfactory according to most vigesimal rating scales (Peruvian model).

3. Across results, person-centered care related to Burnout prevention, diagnosis, and treatment consistently received the lowest scores, indicating a neglect of professional staff well-being in ICUs. Conversely, empathetic attitude, depersonalization, and the human-machine interface achieved scores closest to the maximum.

4. Detailed assessment results are presented in Table 3.
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DISCUSSION

Despite its limitations, this study contributes to the scarce literature on evaluating person-centered humanization in intensive care units (6). Refining the procedure and collaborating with representative entities, such as scientific societies, could facilitate a nationwide study.

Notable areas for improvement include reducing the time required to apply the procedure for each professional. Considering that most ICUs have two modules with six beds each, requiring an average of 60 professionals, the application process becomes lengthy and laborious. Therefore, clarifying and simplifying the procedure is crucial.

For further advancement of person-centered care in intensive care settings, the procedure should be scaled across diverse healthcare systems to benchmark international investigations. Longitudinal studies of targeted interventions, such as staff-support initiatives and structured family-integration workflows, are needed to determine their impact on person-centered humanization scores and patient outcomes.

Finally, investigating digital engagement tools (e.g., telepresence robots, video-based family visits) can help sustain meaningful connections when in-person access is limited (7,8). Effective monitoring and careful implementation of the procedure, particularly concerning attitudinal domains, are essential.

CONCLUSIONS 

Despite that person-centered care not yet prioritized in university curricula (9,10), healthcare professionals’ inherent vocation resulted in a 66 % application of humanization in intensive care units. However, due to the study’s limited sample size, these conclusions require more extensive studies.

Enhancing methodologically the procedure and expanding its use to a larger number of ICUs nationally and internationally could provide more comprehensive insights into person-centered care in intensive care.

Continuous training in person-centered care is essential, particularly in areas with advanced technology, where its application is most critical. The well-being of healthcare professionals becomes increasingly imperative, considering the risks of burnout, which affects health professionals and patients under their care.
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VERY GOOD (3)

GOOD (2)

REGULAR (1)
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POINTS

MAN-MACHINE
BINOMIAL

(‘Equal importance
given to the patient and
the machine.”)

Health personnel apply a
direct clinical evaluation in
their daily work, using it
as a basis for the
parameters that are
displayed on the monitors
or machines used by the
patient

Health personnel apply
adirect clinical
evaluation in their daily
work and subsequently
evaluate the
parameters that are
displayed on the
monitors or machines
that sustain the
patient's life.

Health personnel apply in
their daily work a direct
evaluation of the
parameters that are
displayed on the monitors
or controls of the machines
that sustain the patient's
life, using them as a
standard for the
subsequent clinical
evaluation

In their daily work, health
personnel apply a direct
evaluation of the
parameters that are
displayed on the monitors
or controls of the machines
that sustain the patient's
life, giving them greater
credibility than clinical
parameters.

PROLONGED
ABSENCE OF LOVED
ONES (“DYING
ALONE")

Health personnel who
always offer new
contributions or
arguments to alleviate the
prolonged absence of
loved ones in ICU wards
and offer their own
activities to put them into
practice, their
participation being
spontaneous.

Health personnel who
always agree to
participate with their
own activities, to carry
out plans aimed at
alleviating the
prolonged absence of
loved ones in ICU
wards.

Health personnel who
agree to participate in
certain activities to carry
out plans aimed at
alleviating the prolonged
absence of loved ones in
ICU wards, always within
their usual working hours,

Health personnel who do
not agree to participate in
activities aimed at
alleviating the prolonged
absence of loved ones in
ICU wards, considering
that these are unavoidable
situations and typical of a
patient in this serious
state.
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INDICATORS OF
HUMANIZATION ICU”

ACHIEVEMENT LEVELS

VERY GOOD (3)

GOOD (2)

REGULAR (1)

INSUFFICIENT (0)

POINTS

1 | MEDICALIZATION
“Medicine imposes
authority on the
individual”

It scientifically
substantiates the
indisputable authority of
the professional over the
patient, but takes into
consideration the opinion
of the patient and family
members

It provides a social or
educational basis for
the professional’s
indisputable authority
over the patient and
takes into consideration
the patient's opinion

It provides a social or
educational basis for the
professional's indisputable
authority over the patient
and takes into consideration
the patient’s opinion if it
does not contradict his or
her opinion

It provides a social or
educational basis for the
indisputable authority of
the professional over the
patient, rarely taking into
consideration the patient's
opinion

2 | INDIVIDUALIZATION
“Investment and
specialized and complex
healthcare work
dedicated to just one
patient”

Scientific and
technological advances
that are intended for a
patient holistically are
justified to the extent that
the principle of
beneficence is optimally
applied

Scientific and
technological advances
that are intended for a
patient holistically
maintain order, logical
sequence and respect
for the patient's
conditions.

Scientific and technological
advances that are intended
for a patient holistically are
mostly orderly, logically
sequenced and have
adapted respect for the
patient’s conditions

Scientific and
technological advances
that are intended for a
patient holistically do not
maintain order, sequence,
with litle respect and
without bibliographic
settlement

3 | DEPERSONALIZATION
“Technician health
personnel *

Health personnel apply
scientifically proven
knowledge in their daily
work, giving special or
greater importance to
person-centered care with
high doses of humanization
and empathy (they put
themselves in the place of
the patient and their
families)

Health personnel apply
scientifically proven
knowledge in their daily
work, balancing it with
person-centered care
with controlled empathy
(putting themselves in
the place of the patient
and their families).

Health personnel apply
scientifically proven
knowledge in their daily
work, prioritizing it i it is
opposed to person-
centered care with
controlled empathy (putting
themselves in the place of
the patient and family
members)

Health personnel apply
scientifically proven
knowledge in their daily
work, reserving a minimum
importance to apply
person-centered care, a
feeling of empathy is not
objectified (they do not put
themselves in the place of
the patient and relatives)
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VERY GOOD (3) GOOD (2) REGULAR (1) INSUFFICIENT (0)
9 | PROFESSIONALS Health personnel who are | Health personnel who | Health personnel who Health personnel who
BURNOUT always and spontaneously | adequately and categorize unemployment | understand that any
aware of the possibility of | scientifically categorize | syndrome well rarely offer | mental or physical
“professional burnout’, | “professional burnout”, | ideas to improve the alteration is related to
interpreting it as areal | offering ideas regarding | context and activities of | “professional burnout’,
pathology and alerting | a consistent treatment | daily practice closely linking it to times
those in charge of the and with bibliographic for rest
issue or the authorities of | settlement.
the service about their
presence
10 | PARTICIPATION OF Health personnel hold in | Health personnel Health personnel consider | Health personnel do not

FAMILY MEMBERS
(ICU OPEN DOORS)

high esteem the opinion
of relatives or close
people trusted by the
patient, personally
requesting it from them
and considering them
before making a decision
regarding it, promoting
the presence of these
people with the patient for
as long as possible.

express respect for the
opinion of family
members or close
people trusted by the
patient, taking it into
consideration before
making a decision in
this regard, Accept the
presence of such
people with the patient,
personalizing the time
that such presence
takes.

the opinion of the patient's
family members or close
people who are
trustworthy, although they
would dispense with them
if there were no information
on the matter. It considers
that the time spent with the
patient can be extended

consider the opinion of
family members or close
people trusted by the
patient to be advisable,
they proceed according to
criteria. It does not
promote the presence of
these people next to the
patient, arguing that the
less time they remain the
better, due to the
epidemiological effects
that could occur.

Qualification
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ACHIEVEMENT LEVELS

VERY GOOD (3)

GOOD (2)

REGULAR (1)

INSUFFICIENT (0)

POINTS

REIFICATION
“ Reified patient disturbs
less”

Health personnel apply in
their daily work treatment
or ways of addressing the
patient and family
members in a polite and
cordial manner, showing
warmth and empathy,
referring by name or
surname.

Health personnel apply
in their daily work
treatment or ways of
addressing the patient
and relatives,
demonstrating
confidence, confidence
in what they do with the

patient, referring to him,

alternating name or
clinical status.

Health personnel apply in
their daily work treatment
or ways of addressing the
patient or family members
in a polite but distant
manner, being effective in
what they want to transmit
or do, occasionally
mentioning their name or
surname.

In their daily work, health
personnel apply treatment
or ways of addressing the
patient or family members
ina rude and curt manner,
referring to the patient as a
bed or by his or her health
situation (intubated
patient)

DOCTOR-PATIENT
RELATIONSHIP
(‘Little oral exchange’)

Health personnel always
address the patient by
calling them verbally,
even if they are in a coma
or unconscious.

Health personnel
always address the
patient by calling him
verbally, initiating a
conversation.

Health personnel always
address the patient
verbally for the sole
purpose of assessing their
state of health

Healthcare personnel rarely
address the patient by
calling them verbally, they
comply with their
assessment with a minimum
of oral communication

ABSENCE OF
EMPATHY

(“You don't put yourself
in the patient’s shoes”)

Health personnel apply
treatment or manners in
their daily work that show
that they understand and
sympathize with the
situation, even
maintaining a relationship
with positive and
encouraging comments

Health personnel apply
in their daily work
treatment or manners
that show that they
understand and are in
solidarity with the
situation, maintaining a
relationship with
comments of comfort
and acceptance

Health personnel apply in
their daily work ways that
listen and understand the
situation, but are not very
communicative about
personal details of the
situation.

Health personnel apply in
their daily work treatment
or manners that listen and
understand the situation,
but prefer not to intervene
or assume concern about
it
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Iable 2. Humanization-related competencies

MEDICALIZATION

‘medicine imposes authority on the patient's opinion”

INDIVIDUALIZATION

“health work devoted to only one patient’

DEPERSONALIZATION

“technified health personnel *

CODIFICATION

“objectified patient disturbs less”

PHYSICIAN-PATIENT
RELATIONSHIP

“little oral communication exchange”

ABSENCE OF EMPATHY

“professionals do not put their selves in the patient’s place”

MAN-MACHINE BINOMIAL

“The patient is given equal or less importance than the
equipment”

ABSENCE OF LOVED “deep emotional damage from impeding family visiting”
ONES

DYING ALONE “facing death alone, without the company of loved ones”
BURN OUT “physical or emotional exhaustion with loss of personal

identity






