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Los avances tecnoldgicos, la especializacién creciente
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y la investigacion han mejorado la salud y el bienestar.
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Las dimensiones humanas de la atencién
sanitaria se han visto relegadas por un foco mas
centrado en la tecnologia y la especializacion




Humanizing
behaviors

Dehumanization
of ICU patients

* Loss of identity (and appearance)
* Loss of ability to communicate _ \
* Loss of ability to advocate for one’s self \
* Loss of family presence

* Loss of control

* Loss of respect

* Loss of modesty/privacy

* Purposeful shaming/mocking

* Purposeful exploitation (e.g. for research)

* Unrestricted family visitation

* Knowing the patient as a person (non-
medical facts)

* Physical touch (e.g. holding a hand)

e Communicate with the patient (not just
about or above the patient)

e Common courtesy communication,
especially to delirious/comatose patients
(introduction, explanation of what is about to
happen, permission to touch)

» Attending promptly to patient needs

| * Individualizing communication modalities
| * Giving patients some locus of control of

their environment

* Use eyeglasses, hearing aids, dentures as
feasible

» Personal hygiene (hair care, oral care, etc.)

Wilson et al. Critical Care (2019) 23:32




Campo conceptual de las dimensiones de |la humanizacion

Humanizacion Insiderness
Agency

Uniqueness
Togetherness
Sense-making
Personal journey
Sense of place
Embodiment

>

Objectification
Passivity
Homogenization
Isolation

Loss of meaning

Loss of personal journey
Dislocation
Reductionist body

Les Todres, Kathleen T. Galvin & Immy Holloway (2009) The humanization of
healthcare: A value framework for qualitative research, International Journal'of Qualitative

DeS h uman |ZaC| é N Studieson Health and Well-being, 4:2, 68-77
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Modelo centrado en el paciente

M Od elo Centrado en Ia Modelo centrado en la familia
pe rSONAa Modelo centrado en la persona




Humanizando
los Cuidados
Intensivos

WWW.proyectonucl.com

Our team and endorsements Research areas of Proyecto HU-CI

This is the beginning of an ambitious project fo humanise the = ﬁj
health care system, and we are achieving it. é RESEARCH LINES
Focused on:
For this, we have a multidisciplinary team of 27 experts
committed to developing the eight research lines of the I Humanised Communication

doiti &7

By the moment, nine Scientific Societies and a Nursing College

ne S PATIENTS PROFESSIONALS Welbeing of
endorse our Organization: the patient
MEDlClNA CR TlCA
participation of
eMiyuc $ . -i--wm%"&f&‘%‘ﬁs FAMILY R o
Culdado nsivo

intensive care 4

Dr. Gabriel Heras La Calle. Initiative promoter

SOOEDAD PERUANA DE
MEDICNA INTENSIVA

Excmo. COLEGIO OFICIAL DE ENFERMERTA
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Care Design: The H-Evolution of Intensive Care Units

Intensive Care Med
DOI 10.1007/500134-017-4705-4

WHAT’'S NEW IN INTENSIVE CARE

A plan for improving the humanisation
of intensive care units

Gabriel Heras La Calle'”"®, Angela Alonso Oviés'= and Vicente Gomez Tello'#

Wellbeing of
the patient

© 2017 Spenger-Verlag Berlin Heidelberg and ESICM

Source: The International Research Project for the Humanization of the Intensive Care Units (Proyecto HU-CI)
NEJM Catalyst (catalyst.nejm.org) © Massachusetts Medical Society



Comunication
Flexible visiting hours
‘ Patient well-being

‘ Presence and participation of the family

. Care of the professional

Post-ICU syndrome
|

Humanized architecture

. End-of-life care

"

Figure 1 - Conceptual framework for the humanization of critical care. ICU - intensive care unit.

Gabriel Heras La CaIIe, Mari Cruz Martin, Nicolas Nin Seeking to humanize intensive Care

Rev Bras Ter Intensiva. 2017;29(1):9-13 Buscando humanizar los cuidados intensivos



TABLE 1. Humanization Plan Objectives in ICU

Open-door policy
Make professionals aware of the benefits for patients, relatives, professionals in implementing the ICU open-doors policy
Facilitate ICU accessibility to patients' relatives

Promote contact between patients and their families during their stay in ICU

Humanizing Intensive Care: Toward a Human-
Centered Care ICU Model

Nicolas Nin Vaeza, MD, PhD"**; Maria Cruz Martin Delgado, MD**% Gabriel Heras La Calle, MD****

Communication

Develop tools that ensure the correct transfer of relevant information on a patient among all team members and that improve
teamwork

Facilitate aspects that help establish appropriate and empathetic communication with relatives on behalf of all team members, in
order to reach a satisfactorily helpful relationship, and facilitate the accessibility of information

LINOfWOo/LICo MM SRUINOY/SARY WO PapEO|wMog

Facilitate the giving out of information to patients and promote the use of augmentative and/or alternative communication
systems where necessary

Psychologic and spiritual comfort: Promote actions that lead a reduction in the patient's psychologic suffering and attend to
spiritual demands

Critical Care Medicine: March 2020 - Volume 48 - Issue 3 - p 385-390
doi: 10.1097/CCM.0000000000004191

Patient autonomy: Establish measures that promote patient autonomy and facilitate his/her connection to the outside world

Environmental comfort: Promote measures that facilitate waking-sleeping rhythms and nighttime rest, as well as other
environmental wellbeing measures

Presence and participation of relatives in intensive care
Offer the family the opportunity to participate in the primary care of the patient and specific procedures
Detect and support the emotional and psychologic needs of the families
Care for the healthcare professional
Improve knowledge on professional burnout syndrome and work to make it more visible
Evaluate the impact of professional burnout syndrome in ICU

Analyze the factors related to professional burnout syndrome, such as job satisfaction, anxiety, depression, and engagement in
the work

Prevention, management, and monitoring of PICS

Prevent and detect the appearance of PICS early o
Improve the quality of life of patients identified to be pre-discharge from the ICU while they are monitoring on the ward and/or H u m O n I Z 0 n d O
when they are discharged and sent home .
Assess and implement possible organizational measures appropriate to the situation in each hospital | 0 S C u I d 0 d 0 S
Humanized infrastructure k
Ensure the patient's privacy I n 1' e n S l V 0 S

Ensure the patient's environmental comfort
Foster communication and focus on the patient
Encourage entertainment for the patient

Make available spaces in gardens or patios and ensure patient access to them

WWW.proyectohuci.com

Guarantee the education process for school-age patients during their stay in ICU
Ensure comfort and functionality in the treatment area
EOL care
Have an EOL protocol
Control physical symptoms of patients in EOL situations

Facilitate the accompaniment of patients in EOL situations

Cover the emotional and spiritual needs of patients and family members in EOL situations
Have a LST protocol that follows the recommendations of scientific communities

Ensure that patients’ needs and autonomy in LST decision-making are respected

Ensure the participation of all the professionals involved in the LST

EOL = end of life, LST = life-sustaining treatment, PICS = post-intensive care syndrome.


https://journals.lww.com/ccmjournal/toc/2020/03000

Manual de buenas practicas

de Humanizacion en los
Unidodes de Cuidados Intensivos




HUMANIZANDO
LA JUSTICIA

HURGE

Humanizando
las Urgencias
y Emergencias

Humanizando la
Oncohematologia
y Radioterapia

HUGES

Humanizando
la Gestion
Sanitaria




Impacto COVID 19 en el Sistema Sanitario
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Pandemia COVID-19 (24 agosto 2020)

COVID-19 Dashboard by the Center for Systems Science and Engineering (CSSE) at Johns Hopkins Un... =
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Previsiones de
UCIl pandemia
COVID

* 278.435 ingresos

hospitalarios en 12 semanas.

* Picode demandaenla
semana 7/.

e Necesidad > 9.000 camas de
UCI en los momentos de
mayor demanda.

* Necesidad >5.000
respiradores en las semanas
de mayor demanda.

a) TA 25% Y 8 SEMANAS: DEMASIADO PF@ESIMISTA
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Recursos de UCI disponibles
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Recursos de
JCI

Hospitales generales: 284
publicos; 204 privados

N2 de ingresos /afio: 155.292
publicas + 50.600 privadas

N2 de intensivistas: 2628
N2 de residentes: 718

En 2017

Centros con
especialidad
de medicina
intensiva

Total: 348

101
Centros
privados

197
Centros
publicos

Camas Estancia
en UCI media

Total: 4.404
896
Privados Publicos

3.508
Publicos

Privados




Ingresos en UCI

Casos que han precisado hospitalizacion Casos que han ingresado en UCI Fallecidos
CCAA Total Con fec{m'de ingre'so Total Con fecha qe f'ngreso f" Total* Con fechc’z qe defum':ién
en los ultimos 7 dias UCl en los ultimos 7 dias en los ultimos 7 dias
Andalucia 6.355 15 795 1 1.434 1
Aragén 2.724 12 274 0 913 1
Asturias 1.117 0 129 0 334 0
Baleares 1.173 0 169 0 224 0
Canarias 954 1 186 1 162 0
Cantabria 1.057 0 80 0 216 0
Castilla La Mancha 9.470 24 664 0 3.029 0
Castillay Le6on 8.804 8 631 1 2.788 1
Cataluiia 29.387 9 2.993 2 5.675 0
Ceuta 14 0 4 0 4 0
C. Valenciana 5.830 10 744 0 1.432 0
Extremadura 1.774 1 138 0 519 0
Galicia 2.941 4 336 0 619 0
Madrid 42.747 39 3.641 0 8.441 4
Melilla 45 0 3 0 2 0
Murcia 688 2 113 1 148 0
Navarra 2.051 4 137 0 528 0
Pais Vasco 7.009 7 579 0 1.562 2
La Rioja 1.490 1 91 0 366 0
ESPANA 125.630 137 11.707 6 28.396 9

https://www.mscbs.gob.es/profesionales/saludPublica/ccayes/alertasActual/nCov-
China/documentos/Actualizacion 158 COVID-19.pdf



https://www.mscbs.gob.es/profesionales/saludPublica/ccayes/alertasActual/nCov-China/documentos/Actualizacion_158_COVID-19.pdf

16 March 2020

Imperial College COVID-19 Response Team

Report 9: Impact of non-pharmaceutical interventions (NPIs) to
reduce COVID-19 mortality and healthcare demand

Critical care beds occupied
per 100,000 of population

300
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- Surge critical care bed capacity
— Do nothing
——— Case isolation
Case isolation and household
guarantine

Closing schools and universities

—— Case isolation, home quarantine,
social distancing of >70s
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Intensive care management of coronavirus disease 2019
(COVID-19): challenges and recommendations

Jason Phua, LiWeng, Lowell Ling, Moritoki Egi, Chae-Man Lim, Jigeeshu Vasishtha Divatia, Babu Raja Shrestha, Yaseen M Arabi, Jensen Ng
Charles D Gomersall, Masaji Nishimura, Younsuck Koh, Bin Du, for the Asian Critical Care Clinical Trials Group

v

Low threshold for suspecting COVID-19

v

Full PPE for ICU staff

v

Consider critical care triage to ration scarce resources in pandemic; prioritise
patients who will benefit from ICU care

v

Admit to single airborne infection isolation room with negative pressure in ICU

v

If negative-pressure room unavailable, admit to normal-pressure single room

inICU
v

If single room unavailable, cohort similar cases in shared room with beds

spaced apart in ICU

If ICU unavailable, consider surge beds outside of ICU

v

If surge beds unavailable, consider transfer to designated hospitals and ICUs

v

Collect respiratory tract samples for RT-PCR, preferably sputum or

endotracheal aspirates

If negative, repeat as appropriate based on index of suspicion




Extension de los equipos

Society of
Critical Care Medicine

Tiered Staffing Strategy for Pandemic

Requiring Significant Mechanical Ventilation

@

Trained or Experienced Critical Care Physician

ICU APP
Non-ICU Physician

RT, APP, CRNA, CAA, MD/DO 888 888
Mechanical Ventilation

7
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24 |ammy 20 |ammy 24 |cmmy 24 s

Modified from the Ontario Health Plan for an Influenza Pandemic Workgroup. Critical Care During a Pandemic.



Intensivistas
* Reducciones
e Turnos / 12 horas
* Nuevos contratos
* Jubilado

Anestesistas
ORL
Enfermera UCI

Enfermera quiréfano / URPA/
areas especiales

Profesionales




Ventiladores de UCI: 92%

Ventiladores de quiréfano

nnnnnnnnnn

- ~
American Society of a Sf ety Updated: April 16, 2020
' Anesthesiologists™ p S reundtion

APSF/ASA Guidance on
Purposing Anesthesia Machines as ICU Ventilators

Ventiladores de transporte

Ventiladores otros usos

Ventilacion

z " Ventiladores disefiados “ad hoc”
meCcanicad

Ventiladores multiples pacientes

Consensus Statement on Multiple Patients Per Ventilator
Issued: March 26, 2020, 12:00 p.m.

Reduccidn tiempos de ventilacion mecanica: traqueotomia,
rehabilitacion

Triaje

Response Thresholds




Equipos de proteccidn
individual

* Proteccion profesionales

* Ajustados a cada procedimiento y escenario
* Recomendaciones dinamicas

e Optimizacion recursos escasos

* Entrenamiento

* Supervision

* Fatiga

* Anticipacion necesidades

e Centralizacion. Control existencias y consumos




Clinical Ethics and
Public Health Ethics

Duties of Clinical Ethics

* Maintain fidelity to the
patient (non-
abandonment)

* Relieve suffering

* Respect the rights and
preferences of patients

Duty of
care

Focus on
individual patient.

Duties of Public Health Ethics

. * Promote public
Recognize moral safety

equality of persons . protect
Promote equity in  community health

distribution of  ° Fairly allocate

risks and benefits limited resources
relative to need

Focus on
community.

iThe Hastings Center



% of Normal Capacity

Surge and Levels of Triage in a Pandemic

NB- Actual Limit of Capacity may not
be 300%, and may fluctuate due to
availability of staff, space and
equipment

Initiating

Pre- Triage: Inform regional hospitals
that triage is imminent i

Major Surge
(crisis)

Level 1 Triage

N

Initiating
Level 2 Triage

N\

Preparing for Triage-Moving patients/resources
<«— to optimize regional occupancy

Level 1 Triage:
N | Regional authority notifies

hospitals to apply Level 1
Triage criteria

* Hospital triage officers apply
Level 1 Triage criteria to both
new and current patients

* Hospital triage officers
identify current ICU patients
who meet Level 2 criteria,
prepare to withdraw life
support if triage initiated

¢ | TC facilities not to transfer
patients meeting Level 1
criteria

( Pre-Triage:

¢ Regional authority
notifies hospitals that
triage is imminent

¢ Hospital triage officers
identify current ICU
patients who meet Level
1 criteria, prepare to
withdraw life support if
triage initiated

Level 2 Triage:
* Regional authority notifies

hospitals to apply Level 2
Triage criteria

* Hospital triage officers apply
Level 2 Triage criteria to both
new and current patients

* Hospital triage officers
identify current ICU patients
who meet Level 3 criteria,
prepare to withdraw life
support if triage initiated

¢ | TC facilities not to transfer
patients meeting Level 2
criteria

Level 3 Triage

Downgrade to
Level 2 Triage

N

Initiating

s

Level 3 Triage:
¢ Regional authority notifies

hospitals to apply Level 3
Triage criteria

* Hospital triage officers apply
Level 3 Triage criteria to both
new and current patients

¢ LTC facilities not to transfer
patients meeting Level 3
criteria

Downgrade to
Level 1 Triage

/

Discontinue
Triage

-

.

Downgrading Triage:

¢ Regional authority notifies
hospitals and LTC facilities of
downgrade

¢ Triage officers review patients
previously excluded from
intensive care at higher triage
level-reapply Triage Decision
Algorithm

Time




Diagnostico precoz asintomaticos.
> uso de PCR

Profesionales contagiados  iceles curenomionto

Respuesta en el tiempo a los test

60-64 1 * 43.965 profesionales (20% SARS-
2220 CoV-2 por PCR)

Grupo de edad

034 1 * 11% en algunas comunidades:
54 - Madrid y Barcelona

1
A 40 fallecidos
5_

T T T T T T T T T T 1 H H H (o) 0,
11000 8800 6600 4400 2200 0O 2200 4400 6600 8800 11000 * Indice de letalidad bajo (0,1%-7,8%)
Numero de casos

Hombres sanitarios Mujeres sanitarias
Total de casos COVID-19

Fuente: CNE. ISCIIl. Red Nacional de Vigilancia Epidemiolégica. Datos actualizados a 04-05-2020

HUT 30% profesionales contagiados



Impacto de la pandemia de COVID-19 sobre la actividad
asistencial en cardiologia intervencionista en Espana

3.000 —56%
2.577

Numero de procedimientos

ICP Intervencionismo Procedimientos Procedimientos
en IAMCEST diagndsticos estructurales

B 24 de febrero a 1 de marzo (antes de la epidemia)
B 16 a 22 de marzo (durante la epidemia)

Figura 3. Cambios de las distintas actividades asistenciales durante la
epidemia de COVID-19 en Espafia. IAMCEST: infarto agudo de miocardio con
elevacion del segmento ST.

Rodriguez-Leor O, et al. Impacto de la pandemia de COVID-19 sobre la actividad asistencial en cardiologia intervencionista en Espafia. REC
Interv Cardiol. 2020. https://doi.org/10.24875/RECIC.M20000120



Actividad
asistencial +
investigacion
clinica




Care Design: The H-Evolution of Intensive Care Units

Wellbeing of
the patient

Source: The International Research Project for the Humanization of the Intensive Care Units (Proyecto HU-CI)
NEJM Catalyst (catalyst.nejm.org) © Massachusetts Medical Society



Humanizar en tiempos de pandemia

La reciente pandemia ha puesto en jaque al
sistema sanitario a nivel mundial y ha
tambaleado muchas de estas politicas que
habian ido incorporandose de forma paulatina
en muchas unidades.

Pero por otro lado ha puesto en relevancia la
importancia de preservar estas estrategias
dirigidas a humanizar los cuidados intensivos al
mostrar el brutal impacto no solo fisico sino
especialmente emocional que ha supuesto esta
enfermedad para los pacientes, familias y
profesionales sanitarios




La separacion de los pacientes mas graves de sus
familias muestra la cara mas cruel de la pandemia

s T 1o
- b3 S

Newyorktime. https ://www.nytim es.com/2020/03/29/health/coronavirus-hospital-visit -ban.html.
Accessed 6 July 2020



La respuesta a la pandemia de COVID-19 ha incluido restricciones
drasticas de visitas al hospital con el objetivo bien intencionado de
distanciamiento social y de reducir el riesgo de contagio

s | Siguiendo las directrices del
‘ Ministerio de Sanidad para la prevencidn del @

M CORONAVIRUS L
es preciso temporalmente #

LIMITAR LA CIRCULACIGN DE PERSONAS EN EL HOSPITAL
ERAEIAS PI]R SU EDLABI]RAEII]N

Lewnard JA, Lo NC. Scientific and ethical basis for against COVID-19. Lancet Infect Dis 2020.
https://doi.org/10. 1016/51473 3099(20) 30190 O



Los pacientes ha permanecido separados de sus familias, incrementando no solo el
miedo y la ansiedad ante una enfermedad grave que podia llevarlos a la muerte, sino
la soledad y asilamiento durante muchos dias de ingreso en las UCI




Las familias han tenido que vivir con la incertidumbre de lo que ocurria en estas
unidades mientras los medios de comunicacion mostraban recursos saturados e
insuficientes para atender a todos los pacientes graves.




El proceso de comunicacion y toma de decisiones se ha visto dificultado reduciendo
hasta un limite insospechado hace unos meses, la comunicacion directa con los
profesionales.




COVID-19: ICU delirium management @
during SARS-CoV-2 pandemic

updates
Katarzyna Kotfis'~, Shawniqua Williams Roberson®**, Jo Ellen Wilson®*®, Wojciech Dabrowski’, Brenda T. Pun? and
E. Wesley Ely*©®

« IT Services for

» Psychological Support Religious Support
» Reassurance + End-of-life spiritual
support

+ In-bed mobility

» Regular assessments
of Pain, Agitiation and
Delirium

 Person-centered care

« Psychological Support
for Staff

» Reminders to Practice
Empathy

» Regular assessment
of Pain, Agitation-
Sedation, and
Delirium

+ Cognitive follow-up

* Reorientation

+ Family Video Calls

+ Family-centered
care

Kotfis et al. Critical Care (2020) 24:176 https://doi.org/10.1186/s13054-020-02882-x



Needham DM, et al: Improving long-term outcomes
after discharge from intensive care unit: Report from

Sindrome

postcuidados a stakeho/dersf
intensivos conference. Crit Care Med 2012; 40:502-9
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Grief During the COVID-19 Pandemic: Considerations for Palliative Care

Providers

Resource List for Providers Navigating Grief Through the COVID-19 Pandemic

Topic Area

Organization, Author(s)

Title (With Hyperlink)

Purpose/Description

Communication

Telehealth guidance

Advance care planning

Self-care

Vital Talk
Serious Illness Conversations—Kelemen,

Altilio, & Leff

SWHPN“—Halpern

CAPC’

Respecting Choices

NHPCO’

Aging with Dignity — Five Wishes

CcDC!

AAHPM*

University of Buffalo, School of Social
Work

COVID-Ready Communication Skills™
Specific phrases and word choices that
can be helpful when dealing with

COVID-19™"
Working with families facing undesired

outcomes during the COVID-19 crisisfy""
CAPC COVID-19 Response Resources’’

COVID-19 Resources”’

COVID-19 Shared Decision-Making
Tool ™

N o . . 39
Five Wishes Advance Directive

COVID-19: Stress & Coping™’
Emergency Responders: Tips for Taking
Care of Yourself'’

Resilience and Well-Beingl !

Self-Care Starter Kit'”

https://doi.org/10.1016/j.jpainsymman.2020.04.012

Practical advice on how to talk about difficult topics
related to COVID-19

Resources include the following: helpful responses
during times of restrictive visiting; guide to virtual
family meetings; end-of-life topics that may arise;
supporting staff; team support

Tip sheet of suggestions and considerations when
communicating with families

Toolkit includes communication tips, symptoms
management protocols, palliative care team tools,
using telehealth, among other resources

Resources include the following: those to help
clinicians have conversations about treatment
preferences before a medical crisis; tools to
support specific treatment decisions in high-risk
individuals (CPR, breathing
assistance—ventilator, user guide); resources for
high-risk individuals and their agents/loved ones

Includes information related to likelihood of
survival, along with symptoms, statistics and facts.
The tool also prompts a “decision point” about
advance directives

A complete approach to discussing and
documenting care choices; document meets legal
requirements for directives in 42 states

Provides tips and resources for reducing stress

Includes information on preparing for a response;
understanding and identifying burnout and
secondary traumatic stress; getting support; self-
care techniques; and resources

Includes self-care tips, videos and presentations,
articles, and other resources

Includes foundational information about self-care;
self-care assessments, exercises, and activities; and
resources for developing a self-care plan
(including for use during an emergency)



Finalmente, muchas familias no han podido acompafar a sus seres queridos al final de la vida e
incluso han tenido dificultades para disponer de su cuerpo o tener la oportunidad de despedirse
con los rituales habituales fuera de esta pandemia.
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c Depresion Ansiedad Insomnio Distrés
Coronavirus
D i S e a S e 2 O 1 9 V Oc;upation Sex ;Jorki;g position Type of hospital Geographic location

Median (IQR) Median (IQR) Median (IQR) Median (IQR) Median (IQR)
Hubei
province  Outside
Total score, outside of  Hubei
Scale median (IQR) Physician  Nurse Pvalue Men Women Pvalue Frontline Second-line Pvalue Tertiary Secondary Pvalue Wuhan Wuhan province P value
PHQ-9, depression 5.0 4.0 5.0 .007 3.0 5.0 <.001 6.0 4.0 <.001 4.0 5.0 <001 5.0 4.0 3.0 <.001
symptoms (2.0-8.0) (1.0-7.0) (2.0-8.0) (0-7.0) (2.0-8.0) (2.0-9.0) (1.0-7.0) (1.0-7.0)  (2.0-9.0) (2.0-8.0) (1.0-7.0) (0-7.0)
GAD-7, anxiety 4.0 3.0 4.0 .008 2.0 4.0 <.001 5.0 3.0 <.001 3.0 4.0 .005 4.0 3.0 2.0 <.001
symptoms (1.0-7.0) (0-7.0) (1.0-7.0) (0-6.0) (1.0-7.0) (1.0-7.0) (0.0-6.5) (0-7.0) (1.0-7.0) (1.0-7.0)  (0-6.0) (0-6.0)
JAMA Network Open. 151, insomnia 5.0 40 5.0 <001 3.0 5.0 <001 6.0 4.0 <001 40 6.0 008 50 40 3.0 <.001
symptoms (2.0-9.0) (1.0-8.0) (2.0-10.0) (1.0-8.0) (2.0-9.0) (2.0-11.0) (1.0-8.0) (2.0-9.0) (2.0-10.0) (2.0-10.0) (1.0-8.0) (1.0-8.0)
2020,3(3)e203976 IES-R, distress 20.0 18.0 20.5 .009 14.0 21.0 <.001 225 17.0 <.001 19.0 20.0 46 21.0 18.0 15.0 <.001
q q symptoms (7.0-31.0) (5.0-30.0) (8.0-32.0) (3.0-28.0) (9.0-32.0) (9.0-35.0) (5.5-28.5) (7.0-32.0) (6.0-31.0) (8.5-34.5) (6.0-28.0) (4.0-26.0)
doi:10.1001/jamanetworkopen.2020.

3976






Una reflexién critica ha llevado a
posicionamientos alternativos en
los que se da mayor relevancia a
los derechos normativos
reconocidos de los pacientes tales
como el acompanamiento o el
apoyo espiritual o religioso y
cuestiona que esta limitacion
pueda ser de tal intensidad que se
convierta de facto en una
absoluta privacion de estos
derechos

Estas decisiones adoptadas de forma
generalizada y en ocasiones con
prohibiciones absolutas, podrian
considerarse éticas en base a
priorizar la proteccion de la salud
publica pero es indudable que
impiden ofrecer una atencion
humanizada centrada en la familia,
especialmente en las situaciones
mas graves y al final de la vida.

Rogers S: Why can'’t | visit? The ethics of visitation restrictions—Les- sons
learned from SARS. Crit Care 2004; 8:300-302




No deberiamos permitir que esta restriccion excepcional se convierta en
una rutina y arraiguen en la UCI debilitando |a corriente de
humanizacion de los ultimos anos




La respuesta de los profesionales sanitarios ha sido en general reconocida por la poblacion y estos se han
volcado en la atencion de los pacientes y de sus familias buscando alternativas a los limites que ha puesto la
propia pandemia, innovando y ofreciendo herramientas como la comunicacion telematica en un intento de
minimizar la distancia entre los pacientes y sus familias.




rhe NEW ENGLAND JOURNAL.of MEDI'CINE

Es posible que las familias no puedan dar la mano o abrazar a los pacientes mientras mueren, pero con
el cuidado y la compasion de los profesionales sanitarios de primera linea, tal vez podamos aprovechar
soluciones creativas para ayudarlos a sentir cierta conexion, sin dejar de mantener a todos a salvo.

JUNE 11, 2020

Not Dying Alone — Modern Compassionate Care
in the Covid-19 Pandemic

Glenn K. Wakam, M.D., John R. Montgomery, M.D., Ben E. Biesterveld, M.D., and Craig S. Brown, M.D.



Family—Cen tered Care During the COVID-19 Era Strategies for Communication With and Engagement of Families During Physical Distancing

) . Domain of family-centered care
Joanna L. Hart, MD, MSHP, Alison E. Turnbull, DVM, MPH, PhD, Ian M. Oppenheim, MD,

Strategies

and Katherine R. Courtright, MD, MS Engagement of families with patients: synchronous communication

Engagement of families with patients: asynchronous communication

Engagement of families with patients: environment

Communication between clinical team and family

Hospital 12 de Octubre ' A ' 4
ENFERMOS CONECTADOS CON SUS FAMILIAS

EL PROYECTO BUSCA CONECTAR PACIENTES DE COVID-19 EN URGENCIAS, =
UCIS Y PLANTAS CON SUS FAMILIQRE'S

Encourage patient and family to call, text, and videoconference with
one another using their preferred methods as often as desired

Facilitate delivery of communication devices, including charging
equipment, from the family to the patient

Provide free internet access to inpatients and assist them in
connecting their personal devices

Use speakerphone to facilitate communication from family members
to the patient even if the patient is not able to communicate”

Help the patient record and send audio, video, or written messages
to their family members

Encourage the patient to journal about family memories and feelings
during the hospitalization

Use videoconferencing, including using hospital-owned devices
through windows or doors for patients on isolation, to show family
members their loved one and the environment”

Read, print out, or play messages from the patient’s family to the
patient”

Request pastoral care support for prayer as desired, or facilitate
patient’s external faith leader prayers or services via
videoconferencing”

Create a system to have limited personal effects delivered to patients’
room such as children’s art, sports memorabilia, or religious items
(reinforce that nothing of monetary value should be delivered and
that it may be difficult to return items to the family)“

Customize the patient’s environment after learning favorite food,
music, audiobooks, and television preferences from family
members®

Describe the patient’s environment to family members, including the
presence of items sent from the family”

Contact family at the time of transfer or admission to establish
primary contact, legal health-care decision-maker, and
communication plan

Define and document the plan for family contact, including the
responsible clinical team member, on a daily basis

Daily videoconferencing (or telephone contact) with a primary
family contact as standard unless otherwise requested

Document daily communication for transparency, accountability, and
consistency

Attempt to include families in rounds as possible but recognize that
this may be infeasible under clinical strain

Clearly communicate and reiterate the role of the clinical team
member contacting the family, including when obtaining consent

Promote consistency in who contacts family members when possible
(e.g., primary clinical team member participates when consultants
discuss care with family members)

Ask family members to describe the patient’s past times and life story,
including important people in their life, to facilitate conversation
between the clinical team and the patient
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Azoulay E, Kentish-Barnes N. A 5-point strategy for improved connection with relatives of
critically ill patients with COVID-19. Lancet Respir Med. 2020;8(6):e52.

Panel: A 5-point (5S) strategy to maintain the connection with
relatives of critically ill patients with COVID-19

1

Stimulate family visits by restricting them to the closest
relative who is asymptomatic and able to apply optimal
personal protective measures.

Standardised written information for the relatives. This letter is
sent to the relatives but also discussed during the first remote
call between the health-care professionals and the family.
Schedule routine telephone calls with the relatives to maintain
continuity of communication. The calls could be made by a
medical student, a non-ICU physician, another health-care
professional, or a volunteer. In addition to these calls, family
members are invited to call the physician and bedside nurse once
a day to receive basic information. More detailed information is
to be provided during a face-to-face meeting when the relative
visits the patient. For conscious patients, smartphones and
digital tablets can allow video calls or virtual ICU visits.

Stay in touch by encouraging the family to find ways to improve
the link with the relative (web-based remote family conferences,
diaries, drawings, text messages, and media groups).

Switch to a different approach in end-of-life situations to
avoid depriving family members of the opportunity to say
goodbye to a relative. For example, family conferences should
be organised, remotely if needed, to meet family needs and
prepare for the bereavement.” The relative should be allowed
to stay in the room as much as possible. However, safety of the
relative is a primary concern, and the health-care professionals
must provide the relative with training in the use of personal
protective equipment.



Seguimiento

postUCI




Humanizando
los Cuidados
Intensivos

HUCI



POR VUESTRO SACRLFLCLO, POR VUESTROS CULDADOS,
2R VUESTROS DESVELDS, POR VUESTRO CARTAO, POR
CUTDAR DE NUESTROS SUER0S A COSTA DEL VUESTRD,
AOR VUESTRA FORMA DE ENCARAR EL PELLGRO, POR
CREAR MILAGROS DE LA NADA.

CUANDO LOS LTBROS DE HTSTORTA HABLEN DE
VUESTRAS HAZARIAS LA UME PODRA DECTR ORGULLOSA
QUE EN AQUELLA OCASLON TRABAJG AL LADO DE ESAS

PERSONAS TAN EXCEPCLONALES. IGRACLASL




No somos héroes, somos profesionales
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En el momento actual, |a asistencia sanitaria se enfrenta a un escenario de praxis diferente al
habitual y los profesionales actian en el marco de una organizacion sanitaria condicionada por la
crisis asistencial derivada de la pandemia y por nuevas regulaciones

Rev Esp Med Legal. 2020;46(3):119-126




Los Colegios profesionales se reiinen para dar un #Aplausojuridico en favor del
personal sanitario

AplausoJuridico abogados Covid-19 HumanizandolLalusticia Medicos

Los colegios profesionales se retinen para dar un #AplausoJuridico al personal sanitario y defender su exclusion en las demandas de
reclamacién por los perijuicios sufridos por Covid19. ‘Ahora mismo se estd debatiendo el pase a una situacion de mds permisividad y
relajo social, pero si observamos los datos de ingresados y hospitalizados en UCI o incluso fallecidos, veriamos que estamos todavia peor
que cuando se decret6 el estado de alarma” ha manifestado el presidente de los médicos madrilefios



Que se valore la posibilidad de excluir expresamente de sus reclamaciones a los
sanitarios. Dicha exclusion no perjudica la viabilidad de la reclamacién contra los
responsables del hipotético perjuicio causado en su caso

El alud de causas judiciales salpica ahora a
los médicos que afrontaron la pandemia

Los sanitarios se ven abocados a una "segunda batalla" por el covid, esta vez en los juzgados.
Advierten de que si hay segunda ola, quiza no se entregaran a derrotarla con tanto arrojo




Conclusiones

e El COVID 19 ha tambaleado el avance en
la humanizacion de la atencion sanitaria

* Ha puesto en evidencia la importancia de
esta dimension, incluso por encima de |la
tecnologica

* Necesidad de trabajar firmemente y de
forma multidimensional en asentar los
pilares para consolidar estas estrategias

* Ahoray siempre una atencion sanitaria
con H
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