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Abstract

:

Objectives: The need to incentivize the humanization of healthcare providers coincides with the development of a more technological approach to medicine, which gives rise to depersonalization when treating patients. Currently, there is a culture of humanization that reflects the awareness of health professionals, patients, and policy makers, although it is unknown if there are university curricula incorporating specific skills in humanization, or what these may include. Therefore, the objectives of this study are as follows: (1) to identify what type of education in humanization is provided to university students of Health Sciences using digital technologies; and (2) determine the strengths and weaknesses of this education. The authors propose a curriculum focusing on undergraduate students to strengthen the humanization skills of future health professionals, including digital health strategies. Methods: A systematic review, based on the scientific literature published in EBSCO, Ovid, PubMed, Scopus, and Web of Science, over the last decade (2012–2022), was carried out in November 2022. The keywords used were “humanization of care” and “humanization of healthcare” combined both with and without “students”. Results: A total of 475 articles were retrieved, of which 6 met the inclusion criteria and were subsequently analyzed, involving a total of 295 students. Three of them (50%) were qualitative studies, while the other three (50%) involved mixed methods. Only one of the studies (16.7%) included digital health strategies to train humanization. Meanwhile, another study (16.7%) measured the level of humanization after training. Conclusions: There is a clear lack of empirically tested university curricula that combine education in humanization and digital technology for future health professionals. Greater focus on the training of future health professionals is needed, in order to guarantee that they begin their professional careers with the precept of medical humanities as a basis.
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1. Introduction


Digital health is defined as the use of digital technologies for health [1]. It has gradually become a relevant topic of healthcare practice [2], including tools such as mobile health technology (mHealth), virtual reality (VR), or artificial intelligence (AI). Despite digital health having enormous potential [3], it is still poorly incorporated into healthcare workforce [4]. Therefore, several authors have claimed that digital health training should be included in the curriculum for healthcare professionals [4,5,6], so that they can reach their full potential [3,7,8]. One way to do this could be to combine digital health technology and training in humanization for the healthcare workforce, paving the way for future challenges and opportunities.



In this respect, the humanistic training of health professionals has given rise to quite different interpretations, including the understanding of “medical humanities” (MH). These range from positions that present MH as a discipline falling between objective technique and compassionate ethical attitude [9], to interdisciplinary approaches that help to integrate and interpret human experiences of illness [10], understanding the human condition of health and illness [11], and medical practice. Classically, among the tools used, mention is made of creative training processes such as the use of literature, art, creative writing, cinema forums, the narrative of patients and healthcare workers, ethical decision making, anthropology, and history in pursuit of the goals of humanized medical education [12].



The term humanization has an ethical connotation, as it refers to the evaluation of human actions according to values and, specifically, to the treatment of others in different human relationships. In the healthcare setting, a recently published and tested model [13,14,15] defined humanization as a “set of personal competencies that allow for the development of professional practice within the healthcare environment, respecting and ensuring dignity and respect for human beings. It is, therefore, an activity focused on improving physical, mental, and emotional healthcare, from the perspective of both patients and health professionals themselves”. For this reason, supported by the MH disciplines, educational tools are developed to improve personal skills in the humanization of future health professionals, which are aimed at improving the personal dimension of care.



Different studies suggest that this integration of MH in education can help students develop essential qualities such as professionalism, self-awareness, social and communication skills, and reflective practice [16,17]. It also encourages a more holistic approach to patient care [18]. A US multi-institutional survey [19] showed that medical students’ exposure to the humanities correlates with positive personal qualities and reduces stress, mitigates burnout, fosters resilience, and promotes well-being [18,20,21]. Finally, it helps them to think like doctors [22].



The inclusion of the humanities in medical education may offer significant potential benefits to individual future physicians and to the medical community. There should be no debate about the definition and precise role of the humanities in medical education, since this training must be present from the beginning of studies in health sciences, providing tools to health workers, which need to be continuously developed and recycled during their years of professional practice [23].



Wald et al. [24]. assert that it is essential for medical students to be taught, from the early stages of their training and throughout their careers, that the practice of medicine can never be black and white, and that—in line with Schon’s view [25]—dealing with greyness, uncertainty, and doubt will always be present in professional practice and human complexity. The inclusion of MH could thus support the need for medical education to respond to this complexity and help provide the necessary framework to cultivate competent and compassionate physicians [24].



Quantifying the long-term impact of humanities training is a commendable goal. In Ousager and Johannessen’s (2010) systematic review of 245 articles concerning the humanities in medical education [26], only nine papers provided evidence of attempts to document their long-term impact Humanities courses in medical schools should set specific, measurable goals for their curricula and determine methods to evaluate whether those goals are being met [27].



However, all this would be meaningless without a broader vision that leads from the disciplines of MH, through the different educational tools, to the personal competencies that enable “humanized medical care” (HMC). Therefore, several studies have tried to determine what this term (HMC) means concretely, and how best to implement it. In this regard, when analyzing the different actors involved in the delivery of HMC, the results show a clear gap between the expectations cited by stakeholders and the practices implemented in daily clinical practice [28].



When this concept is applied to the field of healthcare practice, it is noticed that two different expressions are used in the current literature, which, although related, refer to different specific realities: one is “humanization of healthcare”(HH); the other, “humanization of care” (HOC). The former, which is more inclusive, refers to actions aimed at the humanization of both healthcare management and practice, and focuses on all the agents involved in the clinical relationship. On the other hand, publications on the “humanization of care” focus on the role of nursing and specific actions such as the adoption of healthcare environments to make them more friendly.



The term “humanization of healthcare” (HH) originated in the scientific literature [29], yet there is currently no clear consensus on its definition [28,30]. The term HH implies consideration of the stakeholders involved in healthcare, such as patients themselves, patients’ caregivers, health professionals and policy makers, as well the interaction between them all [28]. However, future care providers, i.e., current healthcare students, are not included among them.



This absence is noteworthy. As early as the nineteenth century, William Osler coined the phrase “The good physician treats the disease; the great physician treats the patient who has the disease” [31]. Lately Ronnie Mac Keith in his essay “The tyranny of the idea of cure” cautioned that “Patients are not uninterested vehicles of interesting diseases” [27]. Therefore, this concern is at the root of the training of future health professionals, highlighting the importance of embracing uncertainty and restoring the integral balance between the sciences and the humanities.



Other authors [32] considered three illustrative areas related to learning that could serve as teaching tools for the medical humanities. These three areas would aim to improve the understanding of patients’ experiences of disease.



The HH has two dimensions that are the object of this humanization: firstly, the “structural”, relating to the management of the means for health activity; and, secondly, the “personal”, relating to the aptitudes and attitudes of healthcare workers. From the structural point of view, the automation and standardization of medical care, as well as the lack of time, have been highlighted as causes of dehumanizing treatment by health professionals [33]. It has even been suggested that patients are sometimes not treated as individuals, but as a “symptom cluster” [34]. Moreover, excessive bureaucracy, deficiencies in hospital structure, overcrowding, excessive workload, lack of material resources (as experienced during the COVID-19 pandemic), poor coordination between departments, and lack of assessments of dehumanizing behavior have been noted [35].



Regarding the skills and attitudes of healthcare personnel, these are linked to the ethcal codes that regulate the healthcare relationship with patients and their relatives. However, competence in the HOC, in addition to ethical competence, would include psychological competences such as empathic competence (closely linked to ethical competence). The concept of empathy towards the patient, respect for the patient’s dignity, and consideration for the patient as an individual have been cited in several studies as fundamental aspects of this “humanized care” [28]. On the other hand, the concept of moral sensitivity, defined as the ability to be aware that one’s actions may affect other people, has also been related to the concept of humanization [36].



Therefore, the MH are transformed into the HH when they are grounded in human action and values, both incorporated into specific academic curricula. This will promote the psychological, relational, and ethical attitudes of future health professionals that favor “humanized care” for the patient. Although it has not yet been empirically proven, it is postulated that humanistic training applied to the education of healthcare professionals can have a positive influence on improving the treatment of patients, as well as the management of healthcare environments to make them friendlier or more appropriate for patients and their vulnerabilities.



It is the responsibility of the scientific and teaching community to provide future health professionals with training in humanities for the exercise of their profession. Pursuing this goal and measuring the impact of humanization of healthcare through digital health strategies represents the challenge itself.



Given that there is no international consensus on the concept of humanization of healthcare, nor, therefore, on the best way to teach it, and that its effective implementation has been linked to students’ prior training, as have digital health strategies, this research study aims to systematically review the existing scientific literature regarding the explicit training that undergraduate students receive regarding the concept of humanized healthcare, using digital technology. Specifically, the following objectives are sought: (1) to identify what type of education in humanization is provided to university students of health sciences, developed through digital health strategies; and (2) to determine its strengths and weaknesses.



The following sections will further explain the methodology developed for data collection, as well as the main outcomes and conclusions.




2. Methods


To develop the present study, the following methodology was adopted.



2.1. Overview


The current systematic review was performed and reported using the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) Statement (see study protocol in Supplementary Material S1) [37,38,39,40]. The protocol was registered with the PROSPERO International Prospective Register of Systematic Reviews (CRD42022382146).




2.2. Selection Criteria


Articles were considered potentially relevant if they were published in English or Spanish between the years 2012 and 2022 inclusive and included a training protocol or education in the “humanization of healthcare” for undergraduate students of any of the branches of health sciences, provided as part of their university education. We excluded abstracts or conference papers, study protocols, narrative reviews, and articles that were published in a language other than English or Spanish, as well as those that did not include training or results in “humanization of healthcare” of university students (for example, training in “humanization of healthcare” for active professionals in hospital settings).




2.3. Outcomes


The primary outcomes were the types of humanization training provided to students at university and if digital technologies were used for that purpose; whether the humanized skills were assessed before or after training; and the efficacy of the training provided (in terms of increasing humanization skills in students). The secondary outcomes were the level of satisfaction of the students involved and the strengths and weaknesses of the forms of training examined.




2.4. Search Methodology


A comprehensive search was carried out in EBSCO (Academic Search Complete, CINAHL Plus with Full Text, Communication Source, eBook Collection, E-Journals, ERIC, Fuente Academica Premier, Humanities International Complete, MEDLINE, MLA Directory of Periodicals, MLA International Bibliography, OpenDissertations, PSICODOC, Psychology and Behavioral Sciences Collection, PsycInfo), PubMed, Scopus, Ovid, and WOS (Web of Science Core Collection) from its inception until November 2022. The detailed search strategies used in all the databases are provided in Supplementary Material S1. The original versions of all the research articles were retrieved for examination, and a search library was created using RefWorks©, a bibliography management program.




2.5. Data Collection and Analysis


For the sake of completeness, two reviewers (M.G.-M. and E.R.) independently evaluated and reviewed all the titles and abstracts of identified references to determine their eligibility for inclusion in the study. In case of discrepancies, a third author was consulted (C.M.-V.). After that, Cohen’s kappa coefficient for inter-observer agreement [41] was calculated in order to determine the degree of agreement between the data of the two investigators (E.R. and M.G.-M.). The interpretation of the data obtained from Cohen’s kappa was calculated using SPSS version 27 (IBM Corp., Armonk, NY, USA), based on the categories established by Douglas Altman [42] as 0.00–0.20 (poor), 0.21–0.40 (fair), 0.41–0.60 (moderate), 0.61–0.80 (good), and 0.81–1.00 (very good). One author (M.G.-M.) independently extracted data on outcomes from all the studies. All extracted data were reviewed for completeness by two reviewers (E.R. and C.M.-V.).



A data extraction tool was developed in Microsoft Excel, which was used to retrieve relevant information. Cross-checking was undertaken to identify any inaccuracies or oversights. Discrepancies were resolved amongst the core team with the involvement of the broader research team when necessary.




2.6. Data Extraction and Management


We extracted data on (1) publication year, (2) country, (3) study design, (4) study aim, (5) sample size, (6) mean participant age, (7) university course, (8) type of training provided (using digital technologies—yes/no—), (9) assessment of prior/subsequent level of humanization, (10) outcomes, and (11) student satisfaction, (12) strengths, and (13) weaknesses.




2.7. Quality of Studies Included


The study designs of the articles included varied widely; therefore, the quality of the studies included was appraised using the Mixed Methods Appraisal Tool (MMAT), developed in 2006 [43] and revised in 2018 [44]. Total scores with higher values indicated a lower risk of methodological bias (see Multimedia Supplementary Material S2). The critical evaluation of designing and developing educational interventions was made through a checklist for critically appraising reports of educational interventions [45] (see Supplementary Material S3). One author (C.M.-V.) independently extracted data on outcomes from all the studies. For completeness, all extracted data were reviewed by two reviewers (E.R. and A.P.-M.).




2.8. Statistical Analysis


Data were pooled using SPSS version 27 (IBM Corp., Armonk, NY, USA), allowing for frequency analysis (percentages).





3. Results


The following outcomes were obtained.



3.1. Search Results/Characteristics of Included Studies


The total number of articles retrieved when searching with the chosen keywords “humanization of care” and “humanization of healthcare” was 475. After discarding duplicates (288), 187 studies remained (39.3%) and these were evaluated on the basis of title and abstract. Of these, 174 (93%) were rejected as they clearly did not meet the inclusion criteria. Based on titles and abstracts, 13 (7%) articles were selected for full text screening; 7 (53.8%) out of these 13 [46,47,48,49,50,51,52] were discarded for various reasons (see Supplementary Material S4). A total of six publications (46.2%) were included in the end [53,54,55,56,57,58]. A PRISMA flow diagram is shown in Figure 1 [39]. Cohen’s kappa was good (κ = 0.72) based on the categories developed by Altman [42]. All the chosen studies were deemed to be of sufficient quality to contribute equally to the thematic synthesis.




3.2. General Characteristics of Included Studies


A review of the general features of the six papers evaluated shows (Table 1) that three of the studies (50%) were carried out in Spain [53,54,58], one in Brazil (16.7%) [56] one in Chile (16.7%) [57], and one in Canada (16.7%) [58], and that were published—except for a paper published in 2017 [53] (Feijoo-Cid et al., 2016) almost all (83.3%)—between 2019 and 2022.



The total number of participants in the various trials was 295 students, with the work of Moya et al. [57] in Chile comprising the largest number of participants, concretely 112 students in the second year of their nursing degree (Table 1).



Only in the study by Mega et al. [56] were the participants medical students, while the rest (83.3%) [53,54,55,57,58] involved students from different nursing courses. One study [53] specifies that the participants in the study were enrolled in the Module in Medical Anthropology. It is important to note that studies were developed in different countries (Table 1).



Finally, regarding the general features of the studies, it should be noted that only three of the six studies (50%) mention the mean age of the participants, which was 23 years old [53], 24 years old [55], and 25 years old [58]. The papers can be organized into several subgroups according to the number of participants and the type of study conducted. On the one hand, the studies involving a semi-structured interview, which is 50% of them [55,56,58], worked with groups of 12-26 participants, while those that worked with a training methodology (33%)—”Expert Patient Illness Narratives”(EPIN) [53] or virtual simulation-based training [54] —using surveys and quasi-experimental studies, evaluated between 60 and 64 participants. The work of [57], whose objective was to develop learning experience through guided group encounters and the use of surveys, involved 112 students. Only one study [54] included digital health strategies to improve humanization (Table 1).




3.3. Assessment of Methodological Quality of Included Studies


Of the six studies analyzed using the Mixed Methods Appraisal Tool (MMTA) [44], three of them (50%) are qualitative studies, while the other three (50%) correspond to mixed methods (see Supplementary Material S2). A detailed analysis of the six studies yields results that are consistent with the question posed and the tools chosen to answer it. The analysis of the results obtained from the corrected data and their interpretation shows consistency among the different studies.




3.4. Outcomes


With regard to the analysis of the results (Table 2), only one of the studies (16.7%) [54] evaluated the level of humanization before/after training, using digital technologies to develop it. Meanwhile, another study (16.7%) [53] evaluated the level of humanization after training.



In one study [53], after training, a self-administered written questionnaire was distributed, which had been developed by the authors specifically for this study, taking into account the learning objectives, skills, and abilities to be acquired by the students. Meanwhile, in another study [54], a validated questionnaire—the Healthcare Professional Humanization Scale (HUMAS)—was used to evaluate the acquisition of humanization competencies by comparing the levels obtained in these competencies at baseline (pre-test) and after the virtual simulation experience (post-test).



The results of the study by Feijoo-Cid et al. [53] show that students valued the use of EPIN in their nursing training, both in terms of expanding their current knowledge and acquiring new nursing skills. The nursing students were satisfied with EPIN as a learning and teaching methodology. On the one hand, they reported an improvement in various aspects of their training, as well as the integration of new knowledge, meaning, applicability of theory and critical reflection. On the other hand, EPIN also offered a new humanized perspective of care.



In this paper, however, it was emphasized that women more frequently found the new learning methodology helpful for expanding their competency “to rationalize the presence of the Health–Illness–Care triad in all groups, societies and historical moments”; therefore, it was established as a learning outcome. Men, however, found that this methodology facilitated the development of critical thinking, as well as the ability to identify situations of normalized or deviant care.



Turning to the work of Jiménez-Rodríguez et al. [54], their results show that following the virtual simulation sessions, students’ total scores for levels of humanization improved, as did their competencies in emotional understanding and self-efficacy, with large effect sizes in all of them (rB = 0.508, rB = 0.713, and rB = 0.505, respectively). In other words, there was a significant improvement in the acquisition of humanization competencies according to the “Healthcare Professional Humanization Scale” model (HUMAS) [15].



As for the rest of the studies (66.7%) [55,56,57,58], none of them included assessments of pre- or post-training knowledge by means of any objective tools. In one study [55], the phenomenological analysis of participants’ recommendations revealed five key themes: (1) pedagogical strategies, (2) educators’ approach, (3) considerations in teaching humanistic caring, (4) work overload, and (5) volunteerism and externship. In other study [56], the researchers’ assessment of the students accounts led them to conclude that the model incorporates the idea that literature enhances the humanization of care and is capable of departing from the biomedical model (Table 2).



In turn, a high percentage of the students who had participated in the research with groups guided [57], viewed the content and experiences in a positive light, claiming that the subject adds value to their life projects, and further reinforces the vocational dimension.



Finally, the training based on learning experiences in “Healthcare Improvement Science” [58] was valued positively, with empowerment and horizontal health organizations being two of the most recurrent units of meaning, together with professional values such as teamwork and humanization of care (Table 2).




3.5. Strengths and Weaknesses


With regard to the strengths and weaknesses (Table 2), one of the main strengths of the work of Feijoo-Cid et al. [53] refers that the training involved is shown to be a practical, real, truthful, and complete way of applying theoretical concepts learned in the classroom, and therefore facilitates the acquisition of a certain level of narrative competence. Furthermore, Sierras-Davó et al. [58] highlight the theoretical–practical approach of the sessions, in addition to the cultural diversity, as strengths.



Jiménez-Rodríguez et al. [54] see strength in using validated scales for measuring competence in humanization, while using digital technologies for student training. Other study [55] showed a key strength by highlighting the effect of clinical externships on humanistic caring, empathy, and compassion, which has rarely been reported.



The work of Mega et al. [56] addressed humanization of care as being enhanced due to a representative model of the experience—based on their created categories—that relays the students’ satisfaction with literature in medical education.



Regarding the weaknesses, one study [53] indicate certain drawbacks that need to be considered: there was little evidence of patients being included in the teaching process; results must be treated with caution as the questionnaire used was not validated; the research conducted was based on a local experience, with data from an elective course, which may have had a positive impact on the results due to a high level of student motivation; and the greater proportion of female students (78.1%) may have obscured the perspective of male nurses. Other limitations would include technical aspects, as in the work of Jiménez-Rodríguez et al. [54], who underline the specific disadvantage of the lack of adequate network access and correct functioning of virtual platforms as the main limitation of their study.



Finally, the qualitative studies [55,57,58] speak of limitations associated with the qualitative study design itself, ranging from the diversity of recommendations given by the participants [55], to the need for uniformity in the curriculum [57], or the timing of the intervention [57]. In this regard, Mega et al. [56] show another limitation to be the lack of systematization in the evaluation of internal experience processes.





4. Discussion


Although previous systematic reviews have discussed the assessment of medical humanities in undergraduate students [59,60], to the best of our knowledge, this is the first systematic review that addresses how education in humanization is delivered to undergraduate health science students using digital technologies.



The main objectives were to determine the educational characteristics of the humanization programs studied, as well as to identify their advantages and limitations, in order to propose a university training model in “the humanization of healthcare” for future health professionals.



In recent decades, the intensified use of technology has improved the prevention, diagnosis, and treatment of diseases, which has generally enhanced medical care, increasing the quality, efficiency, and safety of patient treatment [61].



However, this technification in clinical practice implies, in many cases, a fragmentation in medical specialization, which results in great experts treating illness in a complex and specific manner, under highly specific conditions. Although this should favor and give greater security to the patient, in many cases, the patient feels as though they are seen as a set of symptoms, rather than as an individual with particular needs [33,62].



Automation and standardization of care, together with the fragmentation of work often-limited time and personnel, can lead to depersonalized and, for some patients and their families, dehumanized healthcare [61].



Some studies suggest that the general perception of patients, i.e., their satisfaction with their care, seems to be linked not only to the technical skills of the professionals treating them, the conditions of care in terms of waiting time, the total time in which they receive care, and the amount of information received, but also to a certain “humanistic” attitude exhibited by healthcare personnel [61].



In view of this demand, it is worth asking whether this “certain humanistic attitude” [61] can be taught and, if so, how it could be included in the curriculum of health sciences degrees, using digital health strategies. In other words, how should be taught the treatment of patients as people, in an increasingly digitalized healthcare environment?



Subjects in “humanization of healthcare”—defined as a mental, emotional, and moral attitude that forces the professional to continually rethink they own mental framework, and to reshape intervention habits so that they are oriented towards the good of the patient (a vulnerable person in need of care) [52] —allow for the identification of parameters such as the protection of patient values (autonomy, confidentiality, dignity), personalized treatment, and active listening, to be the focus of students’ training.



The studies discussed, which all fall under the umbrella concept of “humanization of healthcare”, involved different training strategies. However, they share common ground in focusing on an experience that aims to change the student’s mental and emotional patterns so that their practice is oriented towards the patient’s values as a result of their own personal and professional development due to these experiences.



The development of critical thinking about what the areas of professional practice are, the concepts on which it pivots (e.g., what is health, what is disease), the social implications of clinical–medical proceedings, and the mutual interdependence between social normativity and medical practice all imply the deliberate shaping of the student’s thinking about how they will be as a health professional and, on a deeper level, what kind of health professional they want to be.



In the studies included, there is discussion of narrative training strategies [53] and phenomenological training strategies [55,58] as tools for cognitive learning of the humanistic competence of caregiving. Virtual simulation may be seen in a similar light [54]. The objective of these studies is to evaluate the effects of this kind of training on the development and honing of humanization competencies. In other cases [56,57], the research evaluates the competencies acquired in subjects specific to the degrees taken by students who have already developed their own curricular strategies, either through literature [56] or through guided encounter groups, as a method of enabling them to recognize themselves and others in their health–illness process [57].



This evidences the strong link between the idea of “humanization of healthcare” and the idea of care, namely, the vulnerability of the patient. This is reinforced by the health professional’s own attitude towards training in this context. As an example, nursing students, i.e., those closest to care-based services who used the Expert Patient Illness Narratives (EPIN) methodology [53], were proactive in terms of improving different aspects of their training and integrating new knowledge, meaning, and applicability of theory, as well as in terms of strong critical reflection.



From the perspective of medical students accustomed to intrinsically practical competencies, humanities do not provide useful skills for clinical practice; they may understand and value the content but do not recognize its significance for professionalization [63]. As opposed to scientific, empirical evidence, which is built on medical–epidemiological knowledge, and which becomes a legitimizing factor for intervention on patients [64], the concept of “medical humanities” refers to a conscious habit of thought, a more humane and at the same time less tangible type of knowledge that is directly undervalued as “evidence” [65].



The belief that some professors of humanistic disciplines do not understand the reali-ty of medical practice, and that reflection on values is intrusive, unnecessary, and has little real effect on their empathy as professionals, has been raised [66]. In this regard, the differences according to gender as revealed by the answers to the training questionnaires from the methodology “Expert Patient Illness Narratives”(EPIN) are considered to be of particular importance [53].



Thus, women, who comprised the majority in the trial (88%), more frequently found that the new learning methodology helps them to “develop the competence to rationalize the presence of the Health–Illness–Care triad in all groups, societies and historical moments”, thus being solidified as a learning outcome; while the men who participated in the study—only 22%—stated that the methodology helped them to “develop critical thinking and reasoning”; therefore, the ability to “identify normalized or deviant care situations” was established as a learning outcome. Very few students considered the methodology to be helpful in “incorporating therapeutics as a unit of analysis in health–illness–care processes”. This remains a representation of the more rational and technological position of males (in a similar way to medical students), coherent with the positions presented by Shapiro [66].



The impact of all these strategies is evidenced by the level of satisfaction shown by the participants in the training sessions. Létourneau et al. [55] highlight the importance that nursing students placed on enhancing the development of humanistic caring as a core competency in education programs. Mega et al. [56] conclude that literature enhances the humanization of care and is able to establish a break from the biomedical model. In turn, a high percentage of the students who participated in the research with groups guided by facilitators valued the content and experiences positively [57], claiming that the subject that formed part of the study contributed to their life projects, and also reinforced the vocational dimension.



Training based on learning experiences in “Healthcare Improvement Science” was positively valued by the students in their training in humanization, with nursing empowerment and horizontal healthcare organizations being two of the most recurrent units of meaning, together with professional values such as teamwork and humanization in care [58].



The results of the questionnaire evaluations are even more significant. The study by Feijoo-Cid et al. [53] shows that nursing students found the Expert Patient Illness Narratives (EPIN) methodology satisfactory as a teaching and learning method. On the one hand, they described improvements in different areas of their training and the integration of new knowledge, meaning, applicability of theory, and critical reflection; on the other hand, EPIN also provided them with a new humanized perspective on care.



Finally, Jiménez-Rodríguez et al. [54] reported an increase in total humanization scores in post-testing after the sessions, quantified as statistically significant differences in the dimensions of emotional understanding and self-efficacy, as well as in the total score for the humanization scale (self-efficacy, sociability, affection, emotional understanding, and optimism). Surprisingly, it was the only study that used digital technologies to develop humanization training. In this study, there was a significant improvement in the acquisition of humanization competencies according to the model of the “Healthcare Professional Humanization Scale” (HUMAS) [13,15].



This outcome reveals the potential of the different strategies used, and on this basis, it allowed the authors to offer a training program in humanization for healthcare students. Given that much of medical education is currently framed in terms of competencies [67], it is argued that the humanization curriculum should be designed as an overarching competency, i.e., to be taught through the acquisition of other types of skills. As such, competency in humanization may be measured in a similar way to other outcomes in the medical and health sciences curriculum.



This program, which uses the HUMAS model [13,15] as its backbone, is innovative because it has been adapted to the university environment, especially considering that HUMAS was initially conceived as a humanization protocol for health professionals, instead of university students. Furthermore, through its scale, it becomes a tool that will allow for the evaluation of the competencies acquired by university students.



Thus, according to the dimensions contemplated by HUMAS [13,15], this training proposal would be aimed at the acquisition of the following skills, all of which are considered to be powerful recontextualization tools.



Optimistic disposition: This would be trained through “Expert Patient Illness Narratives” [53], by looking at accounts from patients who have witnessed positive aspects in the course of their illness, as well as accounts given by health professionals who have struggled in adverse situations, such as those that occurred during COVID-19.



Sociability: This would be trained through mindfulness techniques, self-reflection, and social skills, since they have proven useful for health professionals to recognize, regulate and demonstrate empathy [68,69].



Emotional understanding: Students would be trained through reading literary texts, which is an idea taken from one of the studies discussed [56] wherein literary texts were used to train humanization. Thus, Knight’s text [70] would be used because she analyzes the model of the humanization of healthcare previously proposed by another author [71]. Furthermore, real patients would be included, who would observe the students’ performance in various real cases in order to evaluate them in terms of their competency in “emotional understanding”. As such, “involving patients in teaching and assessment” has previously been identified as important for improving person-centeredness [72].



Self-efficacy: Training would be provided through workshops that foster emotional intelligence, understood as the capacity for successful achievement and well-being.



Affection: This would be trained through problem-solving therapy [73], as well as through teaching different effective coping techniques and self-management of negative emotions through digital health technologies such as virtual or mixed reality.



The scarcity of standardized protocols which involve digital health strategies to train humanization in healthcare professionals highlights that it could be an innovative and promising research topic. Digital health strategies could be useful to widely disseminate humanization training to expert groups worldwide. Perhaps this kind of training, developed through digital health tools, could represent a fast way of disseminating successful humanization protocols that could become a productive and efficient practice to include in the undergraduate healthcare students’ curriculum, enhancing their digital health literacy at the same time.



Limitations


There were even fewer studies that combine humanization and digital health strategies. Because only six studies were finally included in this systematic review, and they were developed in different countries, the conclusions must therefore be interpreted with caution.



Similar to previous studies [28], the number of participants in the included studies varied widely, ranging from 12 [56] to 112 [57]. There is a lack of studies involving students as future healthcare agents, who will have to provide care, based on the humanization of healthcare. This is one of the most important limitations found, and it is further exacerbated by the lack of studies conducted with non-nursing students.



In the present analysis, except for the case of Mega et al. [56], which involved medical students, all the studies involved nursing students [53,54,55,57,58].





5. Conclusions


There is a clear lack of university curricula that incorporate education in humanization for future health professionals involving digital technology, at least that are subject to empirical validation and therefore published in a journal paper. Greater focus on the training of future health professionals is needed in order to guarantee that they start their professional careers based on the precept of medical humanities.



As a second conclusion, this scarcity of university curricula incorporating humanization education is sustained by methodological and substantive problems.



From a methodological point of view, it is necessary to design curricula that include tools that allow for the development of skills culminating in the acquisition of competencies by university students that can be evaluated by the system. For this purpose, a training program has been provided as a training strategy to improve skills and competencies, based on HUMAS [13,15].



Finally, there is a need for more studies on medical graduates, and also studies involving more balanced groups of female and male participants, in order to analyze and gain a deeper understanding of the reason for this perception of “soft skills” as a prior step to the development of strategies for the revaluation of “health humanities”. In this regard, it is important to highlight the need to develop awareness programs for undergraduate students so that they understand the influence of “soft skills” in their future professional practice.








Supplementary Materials


The following supporting information can be downloaded at: https://www.mdpi.com/article/10.3390/technologies11040088/s1, Supplementary Material S1: Study protocol; Supplementary Material S2: Quality assessment of included studies; Supplementary Material S3: Appraisal of included educational interventions; Supplementary Material S4: Reasons for studies’ exclusion.





Author Contributions


Conceptualization, M.G.-M. and E.R.; methodology, E.R.; formal analysis, M.G.-M.; investigation, M.G.-M.; resources, M.G.-M.; data curation, M.G.-M. and E.R.; writing—original draft preparation, E.R. and M.G.-M.; writing—review and editing, M.G.-M., C.M.-V., A.P.-M. and E.R.; visualization, M.G.-M., C.M.-V., A.P.-M. and E.R.; supervision, E.R.; project administration, E.R.; funding acquisition, A.P.-M. All authors have read and agreed to the published version of the manuscript.




Funding


This work was supported by the grant “MPFI20AP” from the Universidad San Pablo CEU, CEU Universities (Madrid, Spain).




Informed Consent Statement


Not applicable.




Data Availability Statement


Not applicable.




Conflicts of Interest


The authors declare no conflict of interest.




References


	



World Health Organization. WHO Guideline: Recommendations on Digital Interventions for Health System Strengthening. Executive Summary; World Health Organization: Geneva, Switzerland, 2019; Available online: https://apps.who.int/iris/bitstream/handle/10665/311977/WHORHR-19.8-eng.pdf?ua=1 (accessed on 14 April 2023).

	



Khurana, M.P.; Raaschou-Pedersen, D.E.; Kurtzhals, J.; Bardram, J.E.; Ostrowski, S.R.; Bundgaard, J.S. Digital health competencies in medical school education: A scoping review and delphi method study. BMC Med. Educ. 2022, 22, 129. [Google Scholar] [CrossRef] [PubMed]

	



Makri, A. Bridging the digital divide in health care. Lancet Digit. Health 2019, 1, 204–205. [Google Scholar] [CrossRef]

	



Machleid, F.; Kaczmarczyk, R.; Johann, D.; Balčiūnas, J.; Atienza-Carbonell, B.; von Maltzahn, F.; Mosch, L. Perceptions of digital health education among european medical students: Mixed methods survey. J. Med. Internet Res. 2020, 22, e19827. [Google Scholar] [CrossRef] [PubMed]

	



Rampton, V.; Mittelman, M.; Goldhahn, J. Implications of artificial intelligence for medical education. Lancet Digit. Health 2020, 2, 111–112. [Google Scholar] [CrossRef]

	



Topol, E. The Topol Review. Preparing the Healthcare Workforce to Deliver the Digital Future. 2019. Available online: https://topol.hee.nhs.uk/wp-content/uploads/HEE-Topol-Review-2019.pdf (accessed on 14 April 2023).

	



Chen, Y.; Banerjee, A. Improving the digital health of the workforce in the COVID-19 context: An opportunity to future-proof medical training. Futur. Healthc. J. 2020, 7, 189–192. [Google Scholar] [CrossRef]

	



Wong, B.L.H.; Khurana, M.P.; Smith, R.D.; El-Omrani, O.; Pold, A.; Lotfi, A.; O’leary, C.A.; Saminarsih, D.S. Harnessing the digital potential of the next generation of health professionals. Hum. Resour. Health 2021, 19, 50. [Google Scholar] [CrossRef] [PubMed]

	



Pellegrino, E. The humanities in medical education: Entering the post-evangelical era. Theor Med. 1984, 5, 253–266. [Google Scholar] [CrossRef]

	



Evans, M. Reflections on the humanities in medical education. Med. Educ. 2002, 36, 508–551. [Google Scholar] [CrossRef] [PubMed]

	



Klugman, C.M. Medical humanities teaching in North American Allopathic and Osteopathic Medical Schools. J. Med. Humanit. 2017, 39, 473–481. [Google Scholar] [CrossRef]

	



Kirklin, D. The centre for medical humanities, royal free and University College Medical School, London, England. Acad. Med. 2003, 78, 1048–1053. [Google Scholar] [CrossRef] [PubMed]

	



Pérez-Fuentes, M.C.; Jurado, M.D.M.M.; Peco, I.H.; Linares, J.J.G. Propuesta de un Modelo de Humanización basado en las Competencias Personales: Modelo HUMAS [Proposal of a Humanization Model based on Personal Competencies: HUMAS Model]. Eur. J. Health Res. EJHR 2019, 5, 63–77. [Google Scholar] [CrossRef]

	



Pérez-Fuentes, M.D.C.; Herrera-Peco, I.; Molero Jurado, M.D.M.; Oropesa Ruiz, N.F.; Ayuso-Murillo, D.; Gázquez Linares, J.J. A cross-sectional study of empathy and emotion management: Key to a work environment for humanized care in nursing. Front. Psychol. 2020, 11, 1–10. [Google Scholar] [CrossRef] [PubMed]

	



Perez-Fuentes, M.D.C.; Herera-Peco, I.; Molero Jurado, M.D.M.; Oropesa Ruiz, N.F.; Ayuso-Murillo, D.; Gázquez Linares, J.J. The development and validation of the healthcare professional humanization scale (HUMAS) for nursing. Int. J. Environ. Res. Public Health 2019, 16, 3999. [Google Scholar] [CrossRef] [PubMed]

	



Mann, S. Focusing on Arts, Humanities to Develop Well-Rounded Physicians. Washington (DC). AAMC News. 2017. Available online: https://news.aamc.org/medical-education/article/focusing-artshumanities-well-rounded-physicians/ (accessed on 28 May 2018).

	



Wald, H.; Anthony, D.; Hutchinson, T.; Liben, S.; Smilovitch, M.; Donato, A. Professional identity formation in medical education for humanistic, resilient physicians: Pedagogic strategies for bridging theory to practice. Acad. Med. 2015, 90, 753–760. [Google Scholar] [CrossRef]

	



Gordon, J. Medical humanities: To cure sometimes, to relieve often, to comfort always. Med. J. Aust. 2005, 182, 5–8. [Google Scholar] [CrossRef]

	



Mangione, S.; Chakraborti, C.; Staltari, G.; Harrison, R.; Tunkel, A.R.; Liou, K.T.; Cerceo, E.; Voeller, M.; Bedwell, W.L.; Fletcher, K.; et al. Medical students’ exposure to the humanities correlates with positive personal qualities and reduced burnout: A multi-institutional U.S. survey. J. Gen. Intern. Med. 2018, 33, 628–634. [Google Scholar] [CrossRef]

	



Wald, H.S.; Haramati, A.; Bachner, Y.; Urkin, J. Promoting resiliency for interprofessional faculty and senior medical students: Outcomes of a workshop using mind-body medicine and interactive reflective writing. Med. Teach. 2016, 38, 525–528. [Google Scholar] [CrossRef]

	



Wald, H.S.; White, J.; Reis, S.P.; Esquibel, A.Y.; Anthony, D. Grappling with complexity: Medical students’ reflective writings about challenging patient encounters as a window into professional identity formation. Med. Teach. 2018, 41, 152–160. [Google Scholar] [CrossRef] [PubMed]

	



Chiavaroli, N. Knowing how we know: An epistemological rationale for the medical humanities. Med. Educ. 2017, 51, 13–21. [Google Scholar] [CrossRef]

	



Wershof Schwartz, A.; Abramson, J.S.; Wojnowich, I.; Accordino, R.; Ronan, E.J.; Rifkin, M.R. Evaluating the impact of the humanities in medical education. Mt. Sinai J. Med. N. Y. 2009, 76, 372–380. [Google Scholar] [CrossRef]

	



Wald, H.S.; McFarland, J.; Markovina, I. Medical humanities in medical education and practice. Med. Teach. 2019, 41, 492–496. [Google Scholar] [CrossRef] [PubMed]

	



Schon, D.A. The Reflective Practitioner: How Professionals Think in Action; Basic Books: New York, NY, USA, 1983. [Google Scholar]

	



Ousager, J.; Johannessen, H. Humanities in undergraduate medical education: A literature review. Acad. Med. J. Assoc. Am. Med. Coll. 2010, 85, 988–998. [Google Scholar] [CrossRef]

	



Ronen, G.M.; Kraus de Camargo, O.; Rosenbaum, P.L. How Can We Create Osler’s “Great Physician”? Fundamentals for Physicians’ Competency in the Twenty-first Century. Med. Sci. Educ. 2020, 30, 1279–1284. [Google Scholar] [CrossRef] [PubMed]

	



Busch, I.M.; Moretti, F.; Travaini, G.; Wu, A.W.; Rimondini, M. Humanization of care: Key elements identified by patients, caregivers, and healthcare providers. A Systematic Review. Patient Patient-Cent. Outcomes Res. 2019, 12, 461–474. [Google Scholar] [CrossRef] [PubMed]

	



Borbasi, S.; Galvin, K.T.; Adams, T.; Todres, L.; Farrelly, B. Demonstration of the usefulness of a theoretical framework for humanizing care with reference to a residential aged care service Australia. J. Clin. Nurs. 2012, 22, 881–889. [Google Scholar]

	



Sanz-Osorio, M.T.; Sastre-Rus, M.; Monistrol, O.; Pérez Criado, M.; Vallès, V.; Escobar-Bravo, M.A. Humanization of care in acute psychiatric hospitalization units: A scoping review. J. Psychiatr. Ment. Health Nurs. 2023, 30, 162–181. [Google Scholar] [CrossRef]

	



Centor, R.M. To be a great physician, you must understand the whole story. Med. Gen. Med. 2007, 26, 59. [Google Scholar]

	



Kemp, S.J.; Day, G. Teaching medical humanities in the digital world: Affordances of technology-enhanced learning. Med. Humanit. 2014, 40, 125–130. [Google Scholar] [CrossRef]

	



Behruzi, R.; Hatem, M.; Goulet, L.; Fraser, W.D. Perception of humanization of birth in a highly specialized hospital let’s think differently. Health Care Women Int. 2014, 35, 127–148. [Google Scholar] [CrossRef]

	



Kienzle, H.F. Fragmentation of the doctor-patient relationship as a result of standardization and economization. Z. Arztl Qual. 2004, 98, 193–199. (In German) [Google Scholar]

	



Plumed, C. Una Aportación para la Humanización. Arch. Hosp. 2013, 11, 261–352. Available online: https://n9.cl/bi2mg (accessed on 14 April 2023).

	



Lutzen, K.; Nordstro, G.; Evertzon, M. Moral Sensitivity in Nursing Practice. Scand. J. Caring Sci. 1995, 4, 131–138. [Google Scholar] [CrossRef]

	



Booth, A.; Clarke, M.; Dooley, G.; Ghersi, D.; Moher, D.; Petticrew, M.; Stewart, L. The nuts and bolts of PROSPERO: An international prospective register of systematic reviews. Syst. Rev. 2012, 1, 2. [Google Scholar] [CrossRef] [PubMed]

	



Moher, D.; Shamseer, L.; Clarke, M.; Ghersi, D.; Liberati, A.; Petticrew, M.; Shekelle, P.; Stewart, L.A.; PRISMA-P Group. Preferred reporting items for systematic review and meta-analysis protocols (PRISMA-P) 2015 statement. Syst. Rev. 2015, 4, 1. [Google Scholar] [CrossRef] [PubMed]

	



Page, M.J.; McKenzie, J.E.; Bossuyt, P.M.; Boutron, I.; Hoffmann, T.C.; Mulrow, C.D.; Shamseer, L.; Tetzlaff, J.M.; Akl, E.A.; Brennan, S.E.; et al. The PRISMA 2020 statement: An updated guideline for reporting systematic reviews. Br. Med. J. 2021, 372, n71. [Google Scholar] [CrossRef]

	



Shamseer, L.; Moher, D.; Clarke, M.; Ghersi, D.; Liberati, A.; Petticrew, M.; Shekelle, P.; Stewart, L.A.; PRISMA-P Group. Preferred reporting items for systematic review and meta-analysis protocols (PRISMA-P) 2015: Elaboration and explanation. BMJ 2015, 350, g7647. [Google Scholar] [CrossRef]

	



Cohen, J. A coefficient of agreement for nominal scales. Educ. Psychol. Meas. 2016, 20, 37–46. [Google Scholar] [CrossRef]

	



Altman, D.G. Practical Statistics for Medical Research; Chapman and Hall: London, UK, 1990. [Google Scholar]

	



Pluye, P.; Gagnon, M.P.; Griffiths, F.; Johnson-Lafleur, J. A scoring system for appraising mixed methods research, and concomitantly appraising qualitative, quantitative and mixed methods primary studies in mixed studies reviews. Int. J. Nurs. Stud. 2009, 46, 529–546. [Google Scholar] [CrossRef]

	



Hong, Q.N.; Pluye, P.; Fàbregues, S.; Bartlett, G.; Boardman, F.; Cargo, M.; Dagenais, P.; Gagnon, M.-P.; Griffiths, F.; Nicolau, B.; et al. Mixed Methods Appraisal Tool (MMAT). Registration of Copyright (#1148552); Canadian Intellectual Property Office, Industry Canada: Gatineau, QC, Canada, 2018. [Google Scholar]

	



Morrison, J.M.; Sullivan, F.; Murray, E.; Jolly, B. Evidence-based education: Development of an instrument to critically appraise reports of educational interventions. Med. Educ. 1999, 33, 890–893. [Google Scholar] [CrossRef]

	



Ávila, L.I.; Silveira, R.S.D.; Figueiredo, P.P.D.; Mancia, J.R.; Gonçalves, N.G.D.C.; Barlem, J.G.T. Moral construction of undergraduate nursing students to promote care humanization. Texto Contexto-Enferm. 2018, 27. [Google Scholar]

	



Casate, J.C.; Corrêa, A.K. A humanização do cuidado na formação dos profissionais de saúde nos cursos de graduação [The humanization of care in the education of health professionals in undergraduate courses]. Rev. Esc. Enferm. USP 2012, 46, 219–226. [Google Scholar] [CrossRef] [PubMed]

	



González-García, M.; Lana, A.; Zurrón-Madera, P.; Valcárcel-Álvarez, Y.; Fernández-Feito, A. Nursing Students’ Experiences of Clinical Practices in Emergency and Intensive Care Units. Int. J. Environ. Res. Public Health 2020, 17, 5686. [Google Scholar] [CrossRef] [PubMed]

	



Jimenez-Herrera, M.F.; Font-Jimenez, I.; Bazo-Hernández, L.; Roldán-Merino, J.; Biurrun-Garrido, A.; Hurtado Pardos, B. Moral sensitivity of nursing students. Adaptation and validation of the moral sensitivity questionnaire in Spain. PLoS ONE 2022, 17, e0270049. [Google Scholar] [CrossRef]

	



Moreira, M.A.; Lustosa, A.M.; Dutra, F.; Barros Ede, O.; Batista, J.B.; Duarte, M.C. Public humanization policies: Integrative literature review. Cien Saude Colet. 2015, 20, 3231–3242. [Google Scholar] [CrossRef] [PubMed]

	



Muñoz-Angel, Y.M. Patrón de conocimiento personal identificado en narrativas de profesores de enfermería [Pattern of personal knowledge identified in nursing faculty narratives]. Rev. Cuid. 2019, 10, 1–19. [Google Scholar] [CrossRef]

	



Veras, R.M.; Passos, V.B.C.; Feitosa, C.C.M.; Fernandes, S.C.S. Different training models in health and student conceptions of humanized medical care. Cien Saude Colet. 2022, 27, 1781–1792, (In Portuguese and English). [Google Scholar] [CrossRef]

	



Feijoo-Cid, M.; Moriña, D.; Gómez-Ibáñez, R.; Leyva-Moral, J.M. Expert patient illness narratives as a teaching methodology: A mixed method study of student nurses satisfaction. Nurse Educ. Today 2017, 50, 1–7. [Google Scholar] [CrossRef]

	



Jiménez-Rodríguez, D.; Pérez-Heredia, M.; Molero Jurado, M.D.M.; Pérez-Fuentes, M.D.C.; Arrogante, O. Improving Humanization Skills through Simulation-Based Computers Using Simulated Nursing Video Consultations. Healthcare 2021, 10, 37. [Google Scholar] [CrossRef]

	



Létourneau, D.; Goudreau, J.; Cara, C. Nursing Students and Nurses’ Recommendations Aiming at Improving the Development of the Humanistic Caring Competency. Can. J. Nurs. Res. 2022, 54, 292–303. [Google Scholar] [CrossRef]

	



Mega, M.N.; Bueno, B.C.; Menegaço, E.C.; Guilhen, M.P.; Pio, D.A.M.; Vernasque, J.R.D.S. Students’ experience with literature in medical education. Rev. Bras. Educ. Méd. 2021, 45, e059. [Google Scholar] [CrossRef]

	



Moya, C.; Pulgar, C.; Trajtmann, A. Grupos de encuentro: Desarrollo de habilidades para la humanización del cuidado, a partir de la experiencia de aprendizaje de estudiantes de enfermería [Encounter groups: Development of skills for the humanization of care, based on the learning experience of nursing students]. Foro Educ. 2019, 33, 53–77. [Google Scholar]

	



Sierras-Davó, M.C.; Lillo-Crespo, M.; Verdú Rodríguez, P. Qualitative evaluation of an educational intervention on health improvement in nursing students. Aquichan 2021, 21, e2112. [Google Scholar] [CrossRef]

	



Carr, S.E.; Noya, F.; Phillips, B.; Harris, A.; Scott, K.; Hooker, C.; Mavaddat, N.; Ani-Amponsah, M.; Vuillermin, D.M.; Reid, S.; et al. Health Humanities curriculum and evaluation in health professions education: A scoping review. BMC Med Educ. 2021, 21, 568. [Google Scholar] [CrossRef]

	



Hoang, B.L.; Monrouxe, L.V.; Chen, K.S.; Chang, S.C.; Chiavaroli, N.; Mauludina, Y.S.; Huang, C.D. Medical Humanities Education and Its Influence on Students’ Outcomes in Taiwan: A Systematic Review. Front. Med. 2022, 9, 857488. [Google Scholar] [CrossRef]

	



Lovato, E.; Minniti, D.; Giacometti, M.; Sacco, R.; Piolatto, A.; Barberis, B.; Papalia, R.; Bert, F.; Siliquini, R. Humanisation in the emergency department of an Italian hospital: New features and patient satisfaction. Emerg. Med. J. 2013, 30, 487–491. [Google Scholar] [CrossRef]

	



Langdon, L.O.; Toskes, P.P.; Kimball, H.R.M. The American Board of Internal Medicine Task Force on subspecialty internal medicine. Future roles and training of internal medicine subspecialists. Ann. Intern. Med. 1996, 124, 686–691. [Google Scholar] [CrossRef]

	



Quadrelli, A. La enseñanza de Humanidades en Medicina: Reflexiones a partir de una mirada antropológica [Teaching Humanities in Medicine: Reflections from an anthropological perspective]. Páginas Educ. 2013, 6, 127–137. [Google Scholar]

	



Castiel, L.D.; Álvarez-Dardet, C. La Salud Persecutoria: Los Límites de la Responsabilidad [Persecutory Health: Limitations of Liability]; Lugar Editorial: Buenos Aires, Argentina, 2010. [Google Scholar]

	



Van der Geest, S. Overcoming ethnocentrism: How social science and medicine relate and should relate to one another. Soc. Sci. Med. 1995, 40, 869–872. [Google Scholar] [CrossRef] [PubMed]

	



Shapiro, J.; Coulehan, J.; Wear, D.; Montello, M. Medical humanities and their discontents: Definitions, critiques, and implications. Acad. Med. 2009, 84, 192–198. [Google Scholar] [CrossRef] [PubMed]

	



Charon, R. Narrative medicine. A model for empathy, reflection, profession, and trust. JAMA 2001, 286, 1897–1902. [Google Scholar] [CrossRef]

	



Martín-Asuero, A.; Rodríguez Blanco, T.; Pujol-Ribera, E.; Berenguera, A.; Moix Queraltó, J. Evaluación de la efectividad de un programa de mindfulness en profesionales de atención primaria [Evaluation of the effectiveness of a mindfulness program in primary care professionals]. Gac. Sanit. 2013, 27, 521–528. [Google Scholar] [CrossRef] [PubMed]

	



Oro, P.; Esquerda, M.; Viñas-Salas, J.; Soler-González, J.; Pifarré, J. Mindfulness en estudiantes de medicina [Mindfulness in medical students]. FEM Rev. Fund. Educ. Médica 2015, 18, 305–312. [Google Scholar]

	



Knight, A. From nurse to service user: A personal cancer narrative. Brit. J. Nurs. 2018, 27, S18–S21. [Google Scholar] [CrossRef] [PubMed]

	



Todres, L.; Galvin, K.T.; Holloway, I. The humanization of healthcare: A value framework for qualitative research. Int. J. Qual. Stud. Health Well-Being 2009, 4, 68–77. [Google Scholar] [CrossRef]

	



Koopman, W.J.; LaDonna, K.A. Is person-centred medical education an aim or an empty promise? Med. Educ. 2022, 56, 472–474. [Google Scholar] [CrossRef] [PubMed]

	



Nezu, A.M.; Nezu, C.; D’Zurilla, T. Terapia de solución de problemas [Problem-solving therapy]. Psicooncología 2013, 10, 217–231. [Google Scholar]








[image: Technologies 11 00088 g001 550] 





Figure 1. Flowchart of the systematic literature review. 






Figure 1. Flowchart of the systematic literature review.



[image: Technologies 11 00088 g001]







[image: Table] 





Table 1. General characteristics of included studies (n = 6).
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	Authors
	Country
	Study

Design
	Study Aim
	Sample Size
	Mean Age of Participants
	University Course
	Type of Training Provided





	Feijoo-Cid et al. [53]
	Spain
	Mixed
	Evaluate nursing students’ satisfaction with EPIN * as a teaching and learning methodology.
	64
	N/A
	4th-year

Degree in Nursing
	No DT. Three expert patients (a woman living with HIV, a man caring for his dying parents, and a man living with cancer) shared their illness narratives with the students.



	Jiménez-Rodríguez et al. [54]
	Spain
	Mixed
	Evaluate the

effects of virtual

simulation-based training on developing and cultivating humanization competencies in

undergraduate nursing students.
	60
	23.83
	3rd-year Degree in Nursing
	DT involved. A virtual platform of online video conferences provided by the university (Blackboard Collaborate LauncherTM) was used to develop six simulated scenarios related to basic healthcare at patients homes.



	Létourneau et al. [55]
	Canada
	Qualitative
	Provide a description of nursing students and nurses recommendations aimed at improving the development of humanistic caring.
	26
	24
	1st-, 2nd-, 3rd-year Degree in Nursing
	No DT. The selected methodological approach was Benner’s (1994) interpretive phenomenology. Aims to understand human experiences in the particular worlds of research participants. In this case, the focus was on nursing students’ and nurses’ recommendations.



	Mega et al. [56]
	Brazil
	Qualitative
	This study aims to understand how literature can influence the humanistic training of medical students, creating a representative model based on the experience.
	12
	N/A
	2nd-year Degree in Nursing
	No DT. This

research was guided by the

methodological framework of Grounded Theory (GT), which aims to understand reality from the perception or meaning that a certain context or object has for the person, generating knowledge, increasing understanding, and providing a

significant guide for action.



	Moya et al. [57]
	Chile
	Mixed
	The aim of the

project consisted of establishing a

systematic observation of the subject, taught in the

second year of the degree, using the focus group

methodology, which aims to

foster growth and the realization of human potential.
	112
	N/A
	2nd-year Degree in Nursing
	No DT. To establish a systematic observation of second year students using the focus group methodology. About 15 students, seated in a circle together with a facilitator, met once a week (two continuous modules) in

order to stimulate self-knowledge and communication with one another.



	Sierras-Davó et al. [58]
	Spain
	Qualitative
	To explore the meaning of the

experience and knowledge

acquired by nursing students from

different European countries, trained through previous learning experiences in Healthcare Improvement

Science.
	21
	25.5
	Degree in Nursing
	No DT. A phenomenological

approach based on the Giorgi method was carried out through a group discussion of 21 European students. The analysis was also triangulated with three experienced researchers who broke down the data into eight units of meaning







* EPIN: “Expert Patient Illness Narratives”. DT: Digital Technologies used.
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Table 2. Main outcomes of included studies (n = 6).
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	Authors
	Assessment of Prior/Subsequent Level of Humanization
	Outcomes
	Student

Satisfaction
	Strengths
	Weaknesses





	Feijoo-Cid et al. [53]
	After training, a self-administered written questionnaire developed by the authors specifically for this study was distributed, taking into account the learning objectives, skills, and abilities to be acquired by the students.
	Students valued the use of EPIN in their nursing training, both in terms of expanding their current knowledge and acquiring new nursing skills. Women more frequently found the new learning methodology helpful for expanding their competency.
	The results of this study show that nursing students found EPIN satisfactory as a learning and teaching methodology. They reported an improvement to various aspects of their training, as well as the integration of new knowledge, meaning, applicability of theory and critical reflection. On the other hand, EPIN also offered a new humanized perspective of care.
	EPIN is presented as a practical, real, truthful, and complete way of applying theoretical concepts learned in the classroom,

facilitating the acquisition of a certain level of narrative competence.
	This study has some limitations that should be taken into account:

	-

	
Little evidence of patients being included in the teaching process.




	-

	
Results must be treated with caution as the questionnaire used was not validated.




	-

	
The research conducted was based on a local experience, with data from an elective course, which may have had a positive impact on the results due to a high level of student motivation.




	-

	
The greater proportion of female students (78.1%) may have obscured the perspective of male nurses.









	Jiménez-Rodríguez et al. [54]
	A validated questionnaire—the Healthcare Professional Humanization Scale (HUMAS)—was used to evaluate the acquisition of humanization competencies by comparing the levels obtained in these competencies at baseline (pre-test) and after the virtual simulation experience (post-test).
	Following the virtual simulation sessions, students total scores for levels of humanization improved, as did their competencies in emotional understanding and self-efficacy.
	N/A
	The use of validated scales included self-efficacy or

empathy as humanization competencies.
	The main limitation of this study lies in the specific disadvantage of both simulated and real-life nursing video consultations, namely, technical issues. Ensuring adequate network access and the correct functioning of virtual platforms could mitigate these potential problems.



	Létourneau et al. [55]
	N/A
	The phenomenological analysis of participants’ recommendations revealed five key themes: (1) pedagogical strategies, (2) educators’ approach, (3) considerations in teaching humanistic caring, (4) work overload, and (5) volunteerism and externship.
	N/A
	A key strength highlighted was the effect of clinical externships on

humanistic caring,

empathy and compassion.
	Participants voiced a wide

diversity of recommendations.



	Mega et al. [56]
	N/A
	The model incorporates the idea that literature enhances the humanization of care and is capable of breaking away from the biomedical model.
	N/A
	Humanization of care was enhanced due to the representative model based on the categories created, of the experience that relays the students’ satisfaction with literature in medical education.
	There is a need for uniformity in the curriculum, with the aim of organizing the activity and learning opportunities for other students.



	Moya et al. [57]
	N/A
	A high proportion viewed the content and experiences in a positive light, claiming that the subject adds value to their life projects, and further reinforces the vocational dimension.
	N/A
	N/A
	Lack of systematization of scientific quality for the evaluation of internal experience processes.



	Sierras-Davó et al. [58]
	N/A
	Nursing empowerment and horizontal health organizations were two of the most recurrent units of meaning, together with professional values such as teamwork and humanization of care.
	N/A
	The theoretical-practical approach of the sessions and cultural diversity.
	Due to the timing of the intervention, there is a lack of long-term results.
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