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Certification programme to humanise  
intensive care units 

Who are we: 

The HU-CI Project is a multidisciplinary research group including doctors and nurses who work in 

intensive care units, as well as patients, family members and other professionals, such as 

psychologists, designers, interior designers, architects, etc. The project is based on a 

comprehensive vision of the current situation including patients, families and professionals with 

the aim of jointly improving care in intensive care units. 

 

The HU-CI Project has the following goals: 

1. Humanise intensive care. 

2. Be a forum and meeting point for patients, families and professionals. 

3. Communicate intensive care and bring it to the general population, emphasising activities 

related to humanising it.  

4. Promote training in humanisation skills: communication, providing help, etc. 

5. Be a guide towards a humanised service by establishing standards and validating 

compliance in units that request so. 

 

The HU-CI Project has scientific endorsement from several national and international scientific 

associations. 

 

 

 

 

 

 



 

 

 

Purpose: 

The HU-CI Project proposes, among its lines of actions, to certify compliance with humanisation 

standards of healthcare organisations, as well as of their professionals and the training they 

receive. Therefore, the HU-CI Project guides healthcare organisations and professionals in order 

to improve quality of work through certification and other projects that enhance humanisation in 

intensive care. 

Certification requires express and public recognition for complying with the requirements that are 

deemed necessary to provide humanised and quality healthcare by the units that have embarked 

on a path of continuous improvement. 

This certification programme includes a total of 160 good practices divided into 7 strategic lines.  

 

Scope: 

The certification programme to humanise intensive care units is aimed at intensive care units, 

resuscitation and any other units/departments that offer continuous healthcare to critical 

patients, belonging to hospitals that request it (public or private, national or international). 

Methodology: 

The certification process begins by filing a voluntary application for the unit to be part of the review 

process that will conclude with certification by the HU-CI Project. 

Said certification will be valid for four years once granted. Once this period of time has passed, the 

good practices must be re-certified to maintain the level of certification. 

The process involves the following steps: 

• Application. 

• Self-assessment. 

• Assessment. 

• Certification. 



 

 

Phase 1: Application. 

The applications begins with a formal request indicating all the relevant information of the 

requesting unit, as well as the people responsible for the process. 

Once the application has been received, two tutors from the HU-CI Project team will be assigned 

and will be in charge of accompanying and advising the requesting unit throughout the 

certification process. 

The local leaders will receive access codes to the certification programme through which they will 

remain in contact with the team throughout the whole process. They will be provided the necessary 

tools to send the requested documents to verify the required good practices. 

Phase 2: Self-assessment. 

This phase involves the local leaders meeting and providing evidence that verifies compliance with 

the required good practices. Said requirements are covered in this certification manual, which is a 

guide to prepare evidence on compliance. 

Once the process has started, a maximum time frame of two months is set to finalise this phase. 

The evidence provided is valid throughout this period and should be renewed if the established 

timeframe is exceeded. 

Self-assessment allows the requesting unit to identify their current position, determine where they 

want to reach and plan actions to achieve so. 

This phase comes to an end at the request of the requesting unit once they consider all the 

necessary requirements are met and, therefore, the evaluation phase can commence. 



 

Phase 3: Assessment. 

Once the self-assessment phase finishes at the request of the requesting unit, an external audit 

will be carried out. The assessment teams will review the evidence provided throughout the 

certification process. This phase includes assessing the provided documents and on-site 

verification of the required good practices. 

Phase 4: Certification. 

Based on the results obtained in the assessment phase, a report will be drafted to certify 

compliance with the proposed good practices. This report will include any details detected that 

could be improved. 

The report will certify a basic, advanced or excellent compliance level in accordance with the level 

of achievement of the proposed standards. 

Good practices are divided into three groups:  

• On the one hand, those that are considered basics in order for the unit to have a basic level 

of humanisation (marked with the letter         ). 

• On the other hand, good practices classed as advanced, but which are not obligatory to 

reach a basic level. Compliance with these good practices reaches a more advanced level 

of recognition (marked with the letter      ). 

• Furthermore, although not considered obligatory or essential, there are excellent good 

practices that provide an excellent level of recognition and certification (marked with the 

letter            in the text). 

This manual has been prepared by healthcare professionals with the participation and guidance 

from other professionals in fields related to the certification standards, as well as patients and 

family members. 

 

 

 

 

 

 



 

 

 

STRATEGIC LINES 

 

 

Strategic 
line 1 

OPEN-DOOR ICU: 
PRESENCE AND 

INVOLVEMENT OF 

FAMILIES IN CARE 

AWARENESS BY PROFESSIONALS 

ACCESSIBILITY 

CONTACT 

PRESENCE AND INVOLVEMENT IN PROCEDURES AND 
CARE 

EMOTIONAL AND PSYCHOLOGICAL SUPPORT FOR THE 
FAMILY 

 

Strategic 
line 2 

COMMUNICATION  

COMMUNICATION IN THE TEAM 

COMMUNICATION AND INFORMATION FOR THE FAMILY 

COMMUNICATION WITH THE PATIENT 

 

Strategic 
line 3 

PATIENT WELL-BEING 

PHYSICAL WELL-BEING 

PSYCHOLOGICAL WELL-BEING 

PROMOTING PATIENT AUTONOMY 

ENVIRONMENTAL WELL-BEING AND NIGHT-TIME REST 

 

Strategic 
line 4 

CARING FOR 

PROFESSIONALS  

AWARENESS OF OCCUPATIONAL BURNOUT AND 
ASSOCIATED FACTORS 

PREVENTING OCCUPATIONAL BURNOUT AND 
PROMOTING WELL-BEING 

 

Strategic 
line 5 

POST-INTENSIVE CARE 

SYNDROME (PICS) 

PREVENTION AND MANAGEMENT 

FOLLOW-UP 

 
 
 
 
 
 
 
 
 
 
 



 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Strategic 
line 6 

END-OF-LIFE CARE 

PROTOCOL FOR END-OF-LIFE CARE 

CONTROLLING PHYSICAL SYMPTOMS  

END-OF-LIFE ACCOMPANIMENT 

COVERING EMOTIONAL AND SPIRITUAL PREFERENCES 
AND NEEDS 

LIMITATION OF LIFE-SUSTAINING TREATMENT 
PROTOCOL 

MULTIDISCIPLINARY IMPLICATION IN DECISION AND 
DEVELOPMENT OF MEASURES OF LIMITATION OF LIFE-
SUSTAINING TREATMENT 

 

Strategic 
line 7 

HUMANISED 

INFRASTRUCTURE 

PATIENT PRIVACY 
COMFORTABLE SURROUNDINGS FOR PATIENTS 
PATIENT ORIENTATION 
COMFORTABLE FAMILY AREAS 
COMFORTABLE AND FUNCTIONAL CARE AREA 
COMFORTABLE ADMINISTRATION AND STAFF AREA 
PATIENT DISTRACTION 
CREATING SPACES IN GARDENS OR PATIOS  
SIGNS AND ACCESSIBILITY 

 
 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

GOOD PRACTICES 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 



Certification programme to humanise intensive care units. 

 

     
              

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 
 
 
 
 

STRATEGIC LINE 1: 
 

OPEN-DOOR ICU: 
PRESENCE AND INVOLVEMENT OF FAMILIES IN CARE 
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Historically, the policy for families to visit 
patients in the ICU and participate in their 
care has followed a restrictive model in Spain 
and many places in Latin America and 
Europe. Patients are limited to between one 
and three visits a day from their loved ones, 
with each visit lasting less than an hour.  
Nonetheless, in recent decades there have 
been consolidated experiences in terms of 
opening ICUs, led by paediatric and neonatal 
units. This has included the family in caring 
for small patients, following the line of care 
focused on development and maternal 
bonding. However, the restrictive model 
(although there are exceptions) is still in 
force in adult ICUs, despite the increasing 
amount of scientific literature that supports 
flexible visiting hours according to the needs 
and preferences of patients and families. 
Critical reflection is one of the keys to 
promoting a change in this way of conceiving 
the presence and involvement of families. 
There are indications that the barriers to 
opening the ICU doors are based on habits 
and assumptions that have taken form over 
time by professionals and managers and the 
physical structure of the units. For instance, 
professionals and managers have 
internalised assumptions that the presence 
of families interferes with their work and 
distracts them, or that relatives can cause 
complications in the development of the 
pathological process of the patient. 
Furthermore, there are beliefs that going into 
the ICU can cause families psychological 
trauma and anxiety. The physical structure 
of the units does not help to change these 
habits, as there is a strong physical 
separation between the patient and the 
outside world.  
There are many and several alternatives to 
the closed-door model. Therefore, each ICU 
has the option of establishing the most 
feasible ones according to its idiosyncrasy. 
Open and/or flexible visits are shown to be 
beneficial for patients, families and 
professionals. Thus, a higher presence from 
families does not increase infections, but it 
improves stress hormones and can improve 
delirium and weaning processes, among 
others. 
 
 
 
 

 
 
 
A higher presence also favours higher family 
involvement in the patient’s process. Again, 
there are different options for families to be 
involved. For instance, if clinical conditions 
allow so, families can collaborate with 
looking after the patient (hygiene, eating, 
moving ...), under the supervision and 
guidelines of healthcare professionals. 
Giving the family the chance to be involved in 
the decision-making process and help 
towards patient recovery can have positive 
effects for the patient, family and healthcare 
professionals, as emotional stress is reduced 
and communication and proximity by all 
involved parties is enabled. 
Being present throughout certain 
procedures has not been associated with 
negative consequences and generates 
synergies between the healthcare 
professionals and family members in order 
to keep privacy, dignity and manage pain 
during procedures, as well as achieving 
higher satisfaction from families and better 
acceptance of the situation, which can help 
the grieving process if the worst should 
happen.  
Families can be more involved during the day 
and this also contributes to improving 
communication and gives them the chance 
to ask questions and clarify any doubts, 
therefore increasing family satisfaction. 
Finally, it seems that the figure of the “main 
carer” makes it easier for other relatives to 
adapt to the individual needs of each patient 
and their surroundings. 
Without a doubt, depending on the culture of 
each ICU, a process of reflection, learning 
and consensus will be necessary to move 
towards an open-door model. Professionals 
will need to participate and plan strategies 
and assessment systems that are more 
feasible for each context. Below we propose 
a set of strategies among which it is 
undoubtedly possible to adapt some in each 
of your units. 
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Strategic 
line 1 

OPEN-DOOR ICU: 
PRESENCE AND 

INVOLVEMENT OF 

FAMILIES IN CARE 

AWARENESS AND TRAINING OF HEALTHCARE 
PROFESSIONALS 

ACCESSIBILITY 

CONTACT 

PRESENCE AND INVOLVEMENT IN PROCEDURES AND 
CARE 

EMOTIONAL AND PYCHOLOGICAL SUPPORT FOR THE 
FAMILY 

 
 
 
 
 
 
 
 
 
 
  



 

 

Strategic 
line 1 OPEN-DOOR ICU 

AWARENESS AND TRAINING OF HEALTHCARE 
PROFESSIONALS 

Carry out awareness-raising and training activities for the healthcare team on the benefits of 
applying the open-door ICU model. 

Good 
practice  

1.1 

There is an interprofessional work group in charge of coordinating 
and monitoring compliance with the model of making family 
accompaniment hours flexible.   

 

Good 
practice 

1.2 
Reflexive activities and multidisciplinary sessions are carried out 
related to making visits flexible.  

 

Good 
practice 

1.3 

Continuous training in non-technical skills for the healthcare team 
is carried out to enable family presence and involvement.  

 

 

Strategic 
line 1 OPEN-DOOR ICU ACCESSIBILITY 

Carry out activities that enable the patient’s family to access the ICU. 

Good 
practice 

1.4 
There is a protocol for family care that reflects a flexible access 
schedule.  

 

Good 
practice 

1.5 

The figure of the main carer/companion is recognised and 
respected and granted continuous access, regardless of the 
relatives who wish to visit the patient at other scheduled times.  

 

Good 
practice 

1.6 

Minors are allowed to visit the unit after having received 
instructions.  

 

Good 
practice 

1.7 

A procedure is available to prepare minors when accessing the 
unit.  

 

Good 
practice 

1.8 
The possibility of allowing pets to enter the unit is considered. 

 
 

Good 
practice 

1.9 

There is a guide, leaflet and/or poster to welcome families and 
patients admitted to the ICU that includes instructions on 
accessing the unit.  
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Strategic 
line 1 OPEN-DOOR ICU CONTACT 

Establish measures to favour family contact and relation with the patient while in the ICU. 

Good 
practice 

1.10 
Unnecessary barriers are not applied (shoe covers, gowns, gloves, 
masks), except for special cases when they are required.  

 

Good 
practice 

1.11 

Breastfeeding is facilitated when the conditions of the mother and 
infant allow so.  

 

 

Strategic 
line 1 

PRESENCE AND INVOLVEMENT 

OF FAMILIES IN CARE 

PRESENCE AND INVOLVEMENT IN PROCEDURES AND 
CARE 

Offer families the possibility of being involved in looking after the patient and being present for 
certain procedures. 

Good 
practice 

1.12 

There is a healthcare protocol available regarding family 
involvement in basic care (food, hygiene and moving) for 
critical patients.  

 

Good 
practice 

1.13 

The structure and function of the family is assessed to identify 
the person who possibly wishes to take on the role of main 
carer.  

 

Good 
practice 

1.14 
Family training activities are programmed (ICU family school). 

 

 

Good 
practice 

1.15 

Families are considered and facilitated to accompany the 
patient for certain procedures when requested.  

 

Good 
practice 

1.16 

In the case of programmed hospitalisation, the possibility of 
visiting the ICU prior to admission is considered (in order to 
minimise the stress generated by being admitted to a critical 
care unit). 

 

 

Good 
practice 

1.17 

The healthcare protocol regarding family involvement in critical 
patient care includes making decisions about treatment and 
care in a shared manner in the case of patients who are unable 
to make such decisions. 

 



 

 

 

Good 
practice 

1.18 
The healthcare protocol related to family involvement in critical 
patient care includes on-site customised training.  

 

Good 
practice 

1.19 
Patient consent on family involvement is recorded, if 
applicable.  

 

Good 
practice 

1.20 

The organisational system promotes care continuity, assigning 
healthcare professionals of reference for each specific patient.  

 

Good 
practice 

1.21 

There is a guide, leaflet and/or poster to welcome families and 
patients including information on the possibility to participate in 
patient care.  

 

Good 
practice 

1.22 

There is a welcome guide for families indicating the possibility 
of participating in the day shift with professionals.  

 

 

Strategic 
line 1 

PRESENCE AND INVOLVEMENT 

OF FAMILIES IN CARE 

EMOTIONAL AND PSYCHOLOGICAL SUPPORT FOR THE 
FAMILY 

Detect and provide support according to the family’s emotional, spiritual and psychological 
needs. 

Good 
practice 

1.23 
The possible emotional, psychological, religious and/or spiritual 
needs of the family are enquired and detected.  

 

Good 
practice 

1.24 

Regulated use of a mobile phone and other devices is facilitated 
(to favour keeping in touch with relatives).  

 

Good 
practice 

1.25 

There is a guide, leaflet and/or poster to welcome families and 
patients including information on the different ways they can 
communicate with the patient.  

 

Good 
practice 

1.26 
Psychological assistance is available for families who need it. 
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STRATEGIC LINE 2 
 

COMMUNICATION 
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Like other healthcare departments and 
complex institutions, ICUs may also 
experience communication issues. In 
particular, we can highlight 3 problems that 
we believe must be addressed: 
1) communication within the 
multidisciplinary team; 2) quality 
information for patients and families; and 3) 
patient communication with the team and 
family, especially regarding their last wishes.  
 
Firstly, in terms of communication within the 
multidisciplinary team, in healthcare 
services in general it is known that 
suboptimal communication creates conflicts 
in the team, it threatens patient safety, burns 
out professionals and undermines team 
cohesion. In ICUs, this is especially relevant, 
and it is a priority to establish clear and 
effective structured processes to transfer 
information and responsibility (procedures to 
change shifts/on-call shifts, transferring 
patients to other units, etc.). It is also 
relevant to establish structured spaces for 
professionals to talk with the aim of sharing 
key information and agreeing on treatment 
and care with patients and families. Here 
communication skills and support strategies 
play a decisive role. It is necessary to use 
tools that enable multidisciplinary 
participation, as when the team has a 
meeting, nurses and nursing assistants 
often have difficulties in putting their 
extensive knowledge of the patient/family 
on the table.  
 
Secondly, access to quality information is 
one of the main needs expressed by ICU 
patients and their families and it is the 
healthcare team’s responsibility to 
guarantee their right to it. Nonetheless, this 
task is not easy, especially in an environment 
where different factors make it difficult.  

 
 
 
 
 
 
 
These factors are both characteristic of the 
patient’s situation and factors derived from 
the way in which intensive care units have 
been historically constructed. Therefore, 
critical patients do not often have the ability 
to receive information and/or make 
decisions, so this right is transferred to their 
families. Providing information in a suitable 
manner in highly emotional situations 
requires communication skills, yet many 
professionals have not received specific 
training in this field. In general, there are no 
specific policies on how this information 
process should be carried out in ICUs. 
Information is still limited to once a day and 
is not adapted to the specific needs of the 
patients and their families. In addition, joint 
information from the doctor and nurse is 
often not considered. Involvement from 
nurses regarding regulated information is 
generally insufficient and not clearly defined, 
despite the essential role they play in caring 
for critical patients and their families. 
 
Finally, many patients who pass away in the 
ICU do so without being able to report their 
needs or wishes at the end of their lives or do 
not have the chance to give messages to 
their loved ones. Therefore, it is essential to 
improve communication processes with 
patients with difficulties or limitations to 
express themselves, encouraging the use of 
augmentative communication systems 
(which complement oral language when it is 
not enough for effective communication) 
and alternative communication systems 
(which replace oral language when it is not 
comprehensible or is absent). 
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Strategic 
line 2 COMMUNICATION  

COMMUNICATION IN THE TEAM 

COMMUNICATION AND INFORMATION FOR THE 
FAMILY 

COMMUNICATION WITH THE PATIENT 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  



 

 

Strategic 
line 2 COMMUNICATION COMMUNICATION IN THE TEAM 

Correct transfer of relevant information regarding the patient and their family among all 
team members is ensured and tools that promote teamwork are used. 

Good 
practice 

2.1 
There is a structured protocol to transfer information when 
shifts/on-call shifts are changed.  

 

Good 
practice 

2.2 
There is a structured protocol to transfer information when the 
patient is moved to a ward.  

 

Good 
practice 

2.3 

Training activities are carried out for ICU professionals on 
teamwork and effective communication, using tools such as 
clinical simulation and CRM (Crisis Resource Management).  

 

Good 
practice 

2.4 

Joint sessions and/or daily rounds are carried out by the 
healthcare team.  

 

Good 
practice 

2.5 

Specific tools are used to improve effective communication: 
daily goals/verification lists/briefings/real-time randomised 
security analysis/SBAR technique.  

 

Good 
practice 

2.6 
There are tools to identify conflicts among ICU professionals.  

 

 

 

Strategic 
line 2 COMMUNICATION 

COMMUNICATION AND INFORMATION FOR THE 
FAMILY 

Enable elements that help to have suitable and empathetic communication with families by 
all team members in order to have satisfactory assistance, as well as access to information.  

Good 
practice 

2.7 
There are adequate physical spaces to give families 
information.  

 

Good 
practice 

2.8 
There is a joint doctor-nurse information protocol for patients 
and families, and it is often used.  
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Good 
practice 

2.9 

Training activities are carried out on non-technical and 
relationship skills that include giving bad news, difficult 
situations and grief.  

 

Good 
practice 

2.10 

As well as the programmed information, there are other 
strategies that facilitate communication and giving information 
to patients and families, such as making visiting and 
information times flexible, as well as providing information on 
the telephone or other digital means in selected cases. 

 

 

Good 
practice 

2.11 

In the case of competent patients, the will that families or 
relatives be informed is enquired with the patient themselves.  

 

 

Strategic 
line 2 COMMUNICATION COMMUNICATION WITH THE PATIENT 

Provide information to patients and encourage the use of augmentative and/or alternative 
communication systems when necessary.  

Good 
practice 

2.12 
Augmentative/alternative communication systems are 
available. [7.14]  

 

Good 
practice 

2.13 
There is a protocol in place to favour communication with 
patients who have difficulties to communicate.  

 

Good 
practice 

2.14 

There is a procedure in place to assess patients with language 
difficulties and their needs in this sense.  

 

Good 
practice 

2.15 

There is an interprofessional team that can support 
communication strategies for patients with language 
limitations (ENT specialists, speech therapists).  

 

Good 
practice 

2.16 

Professionals, patients and families are taught to use 
augmentative and alternative communication systems.  

 

Good 
practice 

2.17 

There is a system in place for patients to call healthcare 
professionals when needed.  
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STRATEGIC LINE 3 
 

PATIENT WELL-BEING 
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Patient well-being should be just as an 
important goal as curing them, even more 
important if the latter is not possible. 
Being ill generates discomfort and pain and, 
if we add interventions that have already 
been carried out, some of which are painful 
(techniques, implanting devices, immobility, 
etc.), it is obvious that this discomfort 
increases. 
There are many factors that cause critical 
patients suffering and discomfort. Patients 
feel pain, they are thirsty, hot and cold, they 
find it difficult to rest due to excess noise and 
light, they cannot move properly (often due 
to unnecessary limitations) or they find it 
difficult to communicate. Assessing and 
controlling pain, dynamic sedation in 
accordance with the patients’ condition and 
preventing and managing acute delirium are 
essential parts of improving their well-being.  

 
Apart from the physical causes, emotional 
and psychological suffering can also be high. 
Patients are afraid, feel lonely, isolated, a 
loss of identify, privacy and dignity, have 
feelings of dependency, uncertainty due to a 
lack of information, and a lack of 
understanding, among others. Assessment 
and support of these needs must be 
considered as a key element for quality care. 
Guaranteeing professionals have 
appropriate training and promoting 
measures to deal with or mitigate these 
symptoms to ensure patient well-being are 
the main goal when caring for critical 
patients.  
The working conditions in our ICUs do not 
often favour us in terms of being able to 
prioritise these aspects, although it has been 
significantly addressed in recent years.

 
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

     
Certification programme to humanise intensive care units.              

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Strategic 
line 3 PATIENT WELL-BEING 

PHYSICAL WELL-BEING 

PSYCHOLOGICAL WELL-BEING 

PROMOTING PATIENT AUTONOMY 

ENVIRONMENTAL WELL-BEING AND NIGHT-TIME 
REST 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

 
 

Strategic 
line 3 

PATIENT WELL-BEING PHYSICAL WELL-BEING 

Promote measures that avoid or decrease physical discomfort and favour early motor 
recovery. 

Good 
practice 

3.1 
There is an updated protocol on analgesia and sedation. [5.2]  

 
 

Good 
practice 

3.2 
Levels of analgesia and sedation are monitored by means of 
validated scales. [5.3]  

 

Good 
practice 

3.3 
There is an updated protocol on preventing and managing 
delirium. [5.5]  

 

Good 
practice 

3.4 
Therefore is a protocol on physical restraints. 

 
 

Good 
practice 

3.5 
There is an early respiratory physiotherapy protocol in place for 
critical patients. [5.6]  

 

Good 
practice 

3.6 
There is an early mobility protocol in place. [5.7] 

 
 

Good 
practice 

3.7 
A physiotherapist is part of the healthcare team. [5.8] 

 

 

Good 
practice 

3.8 

There is a hygiene protocol (washing and hydration) in place for 
bedridden patients.   

 

 
Strategic 

line 3 PATIENT WELL-BEING PSYCHOLOGICAL WELL-BEING 

Promote actions aimed at reducing patients’ psychological suffering and meet spiritual 
needs. 
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Good 
practice 

3.9 

The use of entertainment media is enabled for patients with 
regulated use (reading, games, multimedia devices, radio, 
TV ...). [7.32]  

 

Good 
practice 

3.10 
Interventions are applied to support the patient’s spiritual 
needs.  

 

Good 
practice 

3.11 

Psychologists are part of the healthcare team.  
 

 

Good 
practice 

3.12 

A protocol is available for selected patients to walk outside the 
ICU when they can benefit from it. [5.10]  

 

Good 
practice 

3.13 
The possibility is given for self-care (hairdressing, make-up, 
hair removal ...) to improve the patient’s self-perception.  

 

 
Strategic 

line 3 PATIENT WELL-BEING PROMOTING PATIENT AUTONOMY 

Patient autonomy: establish measures that promote patient autonomy and enable being 
connected to the outside. 

Good 
practice 

3.14 
Controlled walking is encouraged.  

 
 

Good 
practice 

3.15 
Use of bathroom/toilet is facilitated in selected cases. 

 
 

Good 
practice 

3.16 

Regulated use of mobile phone and other technologies is 
facilitated to favour contact with family and friends.  

 

Good 
practice 

3.17 

There is a guide that includes indications for self-care aimed at 
patients or the main carer.  

  
Good 

practice 
3.18 

Occupational therapy is available as a prevention measure and 
delirium treatment for critical patients. [5.12]  

  

Good 
practice 

3.19 
Fun and entertaining activities are allowed in the unit. 

 

 



 

 

 
 

Strategic 
line 3 PATIENT WELL-BEING 

ENVIRONMENTAL WELL-BEING AND NIGHT-TIME 
REST 

Environmental well-being: promote measures that help the wake-sleep rhythm and night-
time rest, as well as other measures for environmental well-being. 

Good 
practice 

3.20 

Measures to control environmental noise are defined and 
encouraged. [7.11]  

 

Good 
practice 

3.21 

There are decibel meters with a light warning when the 
established limits are exceeded.  

 

Good 
practice 

3.22 
There is a protocol for night-time rest measures. 

 
 

Good 
practice 

3.23 

The volume of alarms and other devices are adjusted according 
to the time of day.  

 

Good 
practice 

3.24 

Night-time light is adjusted with the possibility of decreasing 
general intensity at night in communal spaces and customising 
them in each room.  

 

Good 
practice 

3.25 

Times of interventions are adapted to the rest periods of the 
patients and included in the night-time rest protocol.  

 

Good 
practice 

3.26 
Quality of sleep is assessed and monitored. 

 
 

Good 
practice 

3.27 

Outdoor lighting is favoured during the day (rooms with natural 
light).  

 

Good 
practice 

3.28 
Interventions with music and/or music therapy are carried out. 
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STRATEGIC LINE 4 
 

CARING FOR PROFESSIONALS 
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Healthcare professionals mainly 
perform their work from a deep 
vocational perspective. Daily dedication 
to the unit and helping critical patients 
requires great commitment and 
involvement, which leads to enormous 
job satisfaction when expectations are 
met, quality work is carried out, patients 
improve, suffering is avoided, the 
deserved recognition is given, etc. 
However, when things do not go well, 
emotional drain is significant. When this 
emotional drain appears alongside not 
looking after their own health and well-
being, the so-called “Burnout Syndrome” 
emerges. Burnout syndrome is a 
psychosocial syndrome characterised 
by three basic aspects: emotional drain, 
depersonalisation and feelings of low 
professional self-esteem. It is generally 
considered a response to chronic work 
stress with negative connotations, as it 
implies harmful consequences for the 
individual and organisation.  
 
From an individual perspective, this can 
lead to post-traumatic stress disorder 
and other serious psychological 
disorders, even suicide. From a 
professional view, it influences the 
quality of care, the results on the patient 
and their satisfaction.  

 
 
 
 
 
 
For the institution, it is related to 
professional turnover at organisations. 
The contributing factors include 
individual personal characteristics, as 
well as environmental and 
organisational factors. These factors, 
directly or through intermediate 
syndromes such as moral distress, the 
perception of offering inappropriate care 
or compassion fatigue, can lead to 
occupational burnout. 
Recently, different scientific 
associations have sought to discuss and 
bring visibility to occupational burnout 
by providing recommendations to 
reduce its appearance and mitigate its 
consequences, establishing specific 
strategies for an adequate response to 
the physical, emotional and 
psychological needs of intensive care 
professionals resulting from the 
dedication and effort of their work. 
We can now admit today that society and 
organisations have a moral duty, an 
ethical imperative and a legal obligation 
to “take care of their carers”. In order to 
comply with this obligation, a series of 
basic and priority objectives should be 
set to guide us towards preventative and 
therapeutic actions. 
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Strategic 

line 4 CARING FOR PROFESSIONALS 

AWARENESS OF OCCUPATIONAL BURNOUT AND 
ASSOCIATED FACTORS 

PREVENTING OCCUPATIONAL BURNOUT AND 
PROMOTING WELL-BEING 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

Strategic 
line 4 CARING FOR PROFESSIONALS 

AWARENESS OF OCCUPATIONAL BURNOUT AND 
ASSOCIATED FACTORS 

Improve knowledge on occupational burnout by favouring its visibility. 

Good 
practice 

4.1 

Training activities are carried out on understanding and 
managing stress, occupational burnout, as well as promoting 
engagement, emotional competences and psychosocial skills 
at work.  

 

 

Good 
practice 

4.2 
The process of occupational burnout and engagement are 
assessed frequently using validated tools.  

 

 

Strategic 
line 4 CARING FOR PROFESSIONALS 

PREVENTING 
OCCUPATIONAL 
BURNOUT AND 
PROMOTING WELL-
BEING 

Prevent occupational burnout and promote engagement. 

Good 
practice 

4.3 

There are plenty of staff, therefore current 
recommendations are complied with.  

 

Good 
practice 

4.4 

Newly incorporated staff: a welcome programme is 
offered to all ICU healthcare staff (with adequate 
explanation of its organisation, internal ICU dynamics, 
expectations of new professionals, motivation, 
dissemination of humanisation proposals, etc.). 

 

 

Good 
practice 

4.5 

Staff over 55 years of age are offered the possibility to 
reduce/be exempt from being on call.  

 

Good 
practice 

4.6 

The chance to change shifts or adapt schedule to the 
professionals’ individual needs is enabled.  

 

Good 
practice 

4.7 

There are pre-established and frequent meetings with the 
ICU team in order to establish participatory guidelines for 
action and organise work.  

 

Good 
practice 

4.8 
Learning, training and research is enabled. 
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Good 
practice 

4.9 

Professional participation and opinion in the unit’s 
organisational culture is promoted, as well as 
management and goals.  

 

Good 
practice 

4.10 

Prevention strategies are available regarding emotional 
problems and professional support, including being able 
to talk to a psychologist.  

 

Good 
practice 

4.11 

Regarding critical incidents or difficult/traumatic 
situations for the healthcare team (due to unexpected 
complications with a patient, mistakes, violent attitudes 
from relatives, etc.), actions are carried out to help 
process the situation, promote the well-being of the team 
and detect emotional disturbances in the professionals 
early.  

 

 

Good 
practice 

4.12 
Professionals have an appropriate resting area. 

 

 

Good 
practice 

4.13 

Work material and devices are available to move patients, 
therefore minimising injuries.  

 

Good 
practice 

4.14 

Group activities are promoted to encourage positive 
relationships within the group.   
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STRATEGIC LINE 5 

 
POST-INTENSIVE CARE SYNDROME (PICS) 
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Post-intensive care syndrome (PICS) 

affects a significant number of 
patients (30-50%) after overcoming a 
critical illness. It is characterised by 
physical symptoms (persistent pain, 
weakness from being in the ICU, 
malnutrition, pressure ulcers, sleep 
disturbances, need to use devices), 
neuropsychological symptoms 
(cognitive deficits, such as alterations in 
memory, attention, mental process 
speed) or emotional symptoms (anxiety, 
depression or post-traumatic stress). 
This can also affect families and lead to 
social problems.  
These problems can start to appear when 
the patient is in the ICU and can continue 
when they return home.  Their medium 
and long-term consequences impact the 
quality of life of both patients and their 
families.  
 

 
 
 
 
 
 
 
 
 
 
 
 
Interprofessional teams with specialists 
in intensive medicine, rehabilitation, 
physiotherapists, nurses, psychologists, 
psychiatrists, occupational therapists, 
and phoniatrists should provide the 
necessary continuous care to support 
these needs. Families are also an 
essential part of minimising PICS by 
being involved in caring for patients, 
helping them to stay orientated and, 
therefore, reducing stress.  
 
As well as PICS, the critical patient’s 
illness leads to a family crisis, and 
feelings of worry (making decisions, 
evolution of the illness) and confusion 
can lead to families not looking after 
themselves. Therefore, the healthcare 
team should also support families who 
need to both deal with stress and to make 
decisions to stay healthy (rest, sleep 
hygiene, eating, hydration, strategies to 
maintain personal space, etc.). 
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Strategic 
line 5 

POST-INTENSIVE CARE 

SYNDROME 
PREVENTION AND MANAGEMENT 

FOLLOW-UP 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

 

Strategic 
line 5 

POST-INTENSIVE CARE 

SYNDROME 
PREVENTION AND MANAGEMENT 

Prevent, detect and address post-intensive care syndrome (PICS), both for patients and 
families. 

Good 
practice 

5.1 

There is an interprofessional protocol in place to prevent and 
deal with PICS for patients and families.  

 

Good 
practice 

5.2 
There is an updated protocol for analgesia and sedation. [3.1] 

 

 

Good 
practice 

5.3 
Levels of analgesia and sedation are monitored by means of 
validated scales. [3.2]  

 

Good 
practice 

5.4 

There is an updated protocol to disconnect mechanical 
ventilation.  

 

Good 
practice 

5.5 

There is an updated protocol to prevent and manage 
delirium.[3.3]  

 

Good 
practice 

5.6 

There is an early respiratory physiotherapy protocol in place for 
critical patients.  

 

Good 
practice 

5.7 
There is an early mobility protocol in place.[3.6] 

 
 

Good 
practice 

5.8 
A physiotherapist is part of the healthcare team.  [3.7] 

 

 

Good 
practice 

5.9 

Other measures to prevent and treat neuromuscular diseases 
are applied (adequacy of myorelaxant medication, use of foot 
drop prostheses ...).  

 

Good 
practice 

5.10 
A protocol is available for selected patients to walk outside the 
ICU when they can benefit from it.  

 

Good 
practice 

5.11 
There is a protocol in place to use ICU diaries in the unit. 
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Good 
practice 

5.12 

Occupational therapy is available as a prevention measure and 
delirium treatment for critical patients.  

 

 

Strategic 
line 5 

POST-INTENSIVE CARE 

SYNDROME 
FOLLOW-UP 

Improve quality of life of patients and families identified before leaving the ICU to follow up 
on the ward and/or at home. Assess and introduce possible organisational measures in 

accordance with the reality of each hospital. 

Good 
practice 

5.13 
A physical functional assessment is conducted that is reflected 
in the patient’s discharge report.  

 

Good 
practice 

5.14 

A psychological assessment is conducted that is reflected in 
the patient’s discharge report.  

 

Good 
practice 

5.15 

A cognitive assessment is conducted that is reflected in the 
patient’s discharge report.  

 

Good 
practice 

5.16 

There is an intrahospital follow-up protocol for patients and 
families with PICS after being discharged from the ICU.  

 

Good 
practice 

5.17 

There is a specific follow-up consultation with patients at risk 
of PICS when they have been discharged from hospital.   

 

Good 
practice 

5.18 

Validated instruments are used to assess quality of life of the 
patient before and after being in the ICU.  

 

Good 
practice 

5.19 

Support groups are organised for former ICU patients and their 
families.   
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STRATEGIC LINE 6 
 

END OF LIFE CARE 
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Palliative and intensive care are not 
exclusionary options, but should coexist 
throughout the critical patient care 
process.  
Although the main aim of intensive care 
is to restore the patient’s health previous 
to admission, sometimes this is not 
possible and care must be dynamically 
modified to reduce suffering and offer 
the best possible care, especially at the 
end of a patient’s life. Palliative care 
intends to provide comprehensive care 
for patients and their surroundings, with 
the aim of having a death free from 
discomfort and suffering for the patient 
and families in accordance with their 
wishes and clinical, ethical and cultural 
standards.  
Limiting life-sustaining treatment is 
frequent in critically ill patients and 
should be performed in line with the 
guidelines and recommendations 
established by scientific associations. 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
It must be applied as part of a global 
palliative care plan, in a multidisciplinary 
way with the aim of meeting the 
physical, psychosocial, emotional and 
spiritual needs of patients and their 
families. Specific protocols and frequent 
assessments of the offered care are 
basic requirements.  
 
Complex decisions made regarding 
critically ill patients at the end of their 
lives can cause discrepancies between 
healthcare professionals, patients and 
families. Professionals should have the 
necessary skills and tools to solve these 
conflicts by having open and 
constructive discussions, using 
strategies to reduce emotional burden 
caused by the situation.
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Strategic 
line 6 END-OF-LIFE CARE 

PROTOCOL FOR END-OF-LIFE CARE 

CONTROLLING PHYSICAL SYMPTOMS  

END-OF-LIFE ACCOMPANIMENT 

COVERING EMOTIONAL AND SPIRITUAL PREFERENCES 
AND NEEDS 

LIMITATION OF LIFE-SUSTAINING TREATMENT 
PROTOCOL 

MULTIDISCIPLINARY IMPLICATION IN DECISION AND 
DEVELOPMENT OF MEASURES OF LIMITATION OF LIFE-
SUSTAINING TREATMENT 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

 
 
 

Strategic 
line 6 END-OF-LIFE CARE PROTOCOL FOR END-OF-LIFE CARE 

Have an end-of-life care protocol in place. 

Good 
practice 

6.1 

There is an interprofessional protocol for end-of-life care for 
critical patients that is adapted to the recommendations 
provided by scientific associations.  

 

Good 
practice 

6.2 

There is a procedure in place to identify palliative needs in ICU 
patients.  

 

Good 
practice 

6.3 

The appropriate signs are used so professionals can identify the 
rooms of patients who are in an end-of-life situation.  

 

 

Strategic 
line 6 END-OF-LIFE CARE CONTROLLING PHYSICAL SYMPTOMS 

Detect and support physical symptoms in end-of-life patients. 

Good 
practice 

6.4 

Appropriate palliative sedation is used for end-of-life patients 
according to an established protocol.  

 

Good 
practice 

6.5 

There is a record of the decision made to use palliative sedation 
(informed consent, medication, indications ...).  

 

 

Strategic 
line 6 END-OF-LIFE CARE END-OF-LIFE ACCOMPANIMENT 

Allow end-of-life patients to be accompanied by someone. 

Good 
practice 

6.6 
Continuous accompaniment with the patient’s families is 
facilitated for end-of-life care.  

 

Good 
practice 

6.7 

Training on end-of-life accompaniment and grief support is 
provided to professionals involved in caring for the 
patient/family.  
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Strategic 
line 6 END-OF-LIFE CARE 

COVERING EMOTIONAL AND SPIRITUAL 
PREFERENCES AND NEEDS 

Detect and support emotional and spiritual needs of patients and families in end-of-life 
situations. 

Good 
practice 

6.8 
Emotional support strategies are applied for patients and 
families in end-of-life situations.  

 

Good 
practice 

6.9 

The record of advance directives is systematically checked for 
patients admitted to the ICU, especially those wanting 
limitation of life-sustaining treatments.  

 

Good 
practice 

6.10 

Advance directives are included in the decision-making 
process, with a record of the process being made in the 
patient’s medical record.  

 

Good 
practice 

6.11 

When no advance directives exist, the decision is made jointly 
with the patient and their family.  

 

Good 
practice 

6.12 

Emotional and supportive help is offered to professionals 
involved in end-of-life care with the aim of reducing syndromes 
such as moral distress, the perception of inappropriate care 
and compassion fatigue. 

 

 

Good 
practice 

6.13 

A representative for decision-making in incompetent patients is 
identified.  

 

Good 
practice 

6.14 
A consultation with the palliative care service is possible. 

 

 

 

Strategic 
line 6 END-OF-LIFE CARE 

LIMITATION OF LIFE-SUSTAINING TREATMENT 
PROTOCOL 

There is a limitation of life-sustaining treatment protocol in place that follows the 
recommendations of scientific associations. 

Good 
practice 

6.15 
There is a limitation of life-sustaining treatment protocol in 
place.  

 



 

 

Good 
practice 

6.16 
There is a specific record for limitation of life-sustaining 
treatment.  

 

Good 
practice 

6.17 

There are procedures to solve conflicts related to treatment 
considered potentially inappropriate.   

 

Good 
practice 

6.18 

Organ and tissue donation in end-of-life care is included when 
indicated.  

 

Good 
practice 

6.19 

Specific training is provided for professionals on bioethics and 
legal aspects related to decision-making and end-of-life care.  

 

Good 
practice 

6.20 

Satisfaction on end-of-life care of relatives of patients who 
passed away in the ICU is measured.  

 

 

Strategic 
line 6 END-OF-LIFE CARE 

MULTIDISCIPLINARY IMPLICATION IN DECISION AND 
DEVELOPMENT OF MEASURES OF LIMITATION OF 
LIFE-SUSTAINING TREATMENT 

Guarantee participation by all professionals involved in limitation of life-sustaining 
treatment. 

Good 
practice 

6.21 

Decisions on limitation of life-sustaining treatment are made 
with all the professionals involved in caring for the patient, 
seeking the highest possible consensus from the healthcare 
team. 

 

 

Good 
practice 

6.22 

Protocols and tools are available that facilitate prognostic 
assessment and decision-making in patients with a high 
probability of passing away.  

 

Good 
practice 

6.23 

A consultation procedure is available with the Healthcare Ethics 
Committee in the event of disagreement.  
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The physical ICU environment must 
allow the care process to be carried out in 
a healthy setting that helps to improve 
the physical and psychological state of 
patients, professionals and their 
families. There are published guidelines 
(evidence-based design) that aim to 
reduce stress and increase well-being by 
focusing on architectural and structural 
improvements in the ICU. They include 
proposals that adapt to the needs of the 
user of the space, working in the best 
possible location, designing work flows 
by process and establishing ergonomic 
conditions in terms of light, temperature, 
acoustics, materials, finishings, furniture 
and decoration.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Therefore, this promotes creating spaces 
where technical efficiency goes hand in 
hand with quality care and the well-being 
of all users, taking into account that an 
adequate design can help to reduce 
professional errors, improve patients’ 
results (reducing their stay in the ICU) 
and play a possible role in cost control. 
 
These modifications can positively 
influence feelings and emotions, 
favouring human spaces adapted to the 
functionality of the units. Spaces 
adapted to the processes that take place 
in them with the maximum possible 
functionality and considering the needs 
of all users involved. This concept is also 
applicable to waiting rooms that should 
be redesigned so they can be “lounge 
areas” and offer maximum comfort and 
functionality for families.  
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Strategic 
line 7 HUMANISED 

INFRASTRUCTURE 

PATIENT PRIVACY 
COMFORTABLE SURROUNDINGS FOR PATIENTS 
PATIENT ORIENTATION 
COMFORTABLE FAMILY AREAS 
COMFORTABLE AND FUNCTIONAL CARE AREA 
COMFORTABLE ADMINISTRATION AND STAFF AREA 
PATIENT DISTRACTION 
CREATING SPACES IN GARDENS OR PATIOS  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

Strategic 
line 7 HUMANISED INFRASTRUCTURE PATIENT PRIVACY 

Guarantee patient privacy. 

Good 
practice 

7.1 
There are individual rooms.  

 

 

Good 
practice 

7.2 

Individual rooms have windows and translucent doors that staff 
can darken when doing tests, procedures or anything else 
required for the patient and family’s privacy.  

 

Good 
practice 

7.3 

There are screens, curtains and separation elements to offer 
privacy and made from antibacterial materials that can be 
easily cleaned.  

 

Good 
practice 

7.4 

There is an accessible bathroom or portable toilets for patients 
to ensure privacy and avoid embarrassment.  

 

 

Strategic 
line 7 HUMANISED INFRASTRUCTURE COMFORTABLE SURROUNDINGS FOR PATIENTS 

Guarantee comfortable surroundings for patients. 

Good 
practice 

7.5 
Natural light is available so there is enough quality and quantity 
for patients, with the option of darkening the room.  

 

Good 
practice 

7.6 
Colours and images are included for patients. Ceilings and the 
top of the walls in front of the patient are paid attention to.  

 

Good 
practice 

7.7 

Appropriate furniture is available and correctly distributed to 
create a functional space, with optimal circulation and avoiding 
unnecessary obstacles.  

 

Good 
practice 

7.8 

Space customisation options are available (photos of family, 
pictures, cards with loving messages, photos of bands or 
football teams, etc.). 

 

 

Good 
practice 

7.9 

There is an independent and individualised control in each room 
in terms of temperature, humidity and ventilation, according to 
the published UNE and ISO standards.  
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Good 
practice 

7.10 

Light control systems are in place, with sufficient quantity in all 
rooms.  

 

Good 
practice 

7.11 
Environmental noise control measures are defined and 
promoted. [3.20]  

 

 

Strategic 
line 7 HUMANISED INFRASTRUCTURE PATIENT ORIENTATION 

Patient orientation and communication is promoted. 

Good 
practice 

7.12 

Visual connection with the outside is available (window at the 
right height) to not lose orientation and regulate the circadian 
rhythm.  

 

Good 
practice 

7.13 

There are elements that facilitate time orientation that are 
easily accessed and visible (such as a clock and/or a calendar).  

 

Good 
practice 

7.14 

There are augmentative/alternative communication systems 
available.[2.12]   

 

Good 
practice 

7.15 

There is a system in place so patients and families can call 
professionals when necessary.  

 

Good 
practice 

7.16 

When the room does not have natural light and/or a window, 
there are digital windows or a vinyl that resemble landscapes.  

 

 

Strategic 
line 7 HUMANISED INFRASTRUCTURE COMFORTABLE FAMILY AREAS 

Guarantee comfortable family areas. 

Good 
practice 

7.17 

There are appropriate and visible signs for the rooms indicating 
how to access them and in line with the aesthetics established 
for the unit.  

 

Good 
practice 

7.18 

There is a guide on the use of “lounge areas” where family 
members stay when they are not in the unit.   

 



 

 

Good 
practice 

7.19 

There are rooms for families when special situations arise, 
guaranteeing privacy, when possible.  

 

Good 
practice 

7.20 

There is a farewell room where a person can accompany the 
patient who is dying in private, without any pressure regarding 
time or space.  

 

 

Strategic 
line 7 HUMANISED INFRASTRUCTURE COMFORTABLE AND FUNCTIONAL CARE AREA 

Guarantee comfortable and functional care area. 

Good 
practice 

7.21 
Adequate acoustic control is carried out in the work area.  

 
 

Good 
practice 

7.22 

Adequate access to documentation is made possible with 
plenty of computers to check medical records and monitor 
alerts in doctor’s and nurse’s rooms.  

 

Good 
practice 

7.23 

There is a clinical information system (CIS) adjusted to the 
unit’s work flow that enables working on the Internet.  

 

Good 
practice 

7.24 

There is a central monitoring system that includes all monitors 
in the units and controlled by doctors and nurses from an easily 
accessible place.  

 

Good 
practice 

7.25 

There are appropriate visualisation systems of the patient from 
the control area.   

 

 

Strategic 
line 7 HUMANISED INFRASTRUCTURE COMFORTABLE ADMINISTRATION AND STAFF AREA 

Guarantee comfortable administration and staff area. 

Good 
practice 

7.26 
There are appropriate work spaces with the necessary facilities 
to look after patients.  

 

Good 
practice 

7.27 

 

There are rooms for staff on call, with appropriate spaces and in 
line with the unit’s aesthetics.  
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Good 
practice 

7.28 
There is a lounge area for professionals that is quickly accessed 
from the unit.  

 

Strategic 
line 7 HUMANISED INFRASTRUCTURE PATIENT DISTRACTION 

Promote patient distraction. 

Good 
practice 

7.29 
Light for reading is available.  

 

 

Good 
practice 

7.30 

Wi-Fi connection is available to use tablets and mobile phones 
to allow patients to communicate with relatives and be in touch 
with the outside world, therefore favouring distraction. 

 

 

Good 
practice 

7.31 
Mobile phones can be used in the room. 

 
 

Good 
practice 

7.32 

The use of entertainment media is enabled for patients with 
regulated use (reading, games, multimedia devices, radio, 
TV ...). [3.9]  

 

 

Strategic 
line 7 HUMANISED INFRASTRUCTURE CREATING SPACES IN GARDENS OR PATIOS 

Create spaces in gardens or patios for patients, guaranteeing access to them (wheelchairs, 
beds, etc.). 

Good 
practice 

7.33 

Gardens, patios or terraces are available for patients when 
indicated, guaranteeing access to them (wheelchairs, beds, 
etc.).  
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