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Metodo strutturato per la trasmissione delle informazioni cliniche che
richiedono un’immediata attenzione e decisione.

R

Recommendation

Costituisce un tipo di tecnica codificata, standardizzata e sicura per |l
trasferimento delle informazioni tra professionisti.
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La nostra esperienza
BACKGROUND

— Patologia e terapia intensiva neonatale Istituto Giannina Gaslini
— 21 posti letto di cui 6 di TIN e 15 di cure intermedie

- Unico centro regionale di terapia intensiva

—  Unico centro regionale per lo STEN

— 45 infermieri pediatrici

—  Handover momento comunicativo piu critico all’interno dell’” U. O.
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La nostra esperienza
OBIETTIVO

Migliorare |la comunicazione in Terapia intensiva neonatale
attraverso l'utilizzo di uno strumento di comunicazione
standardizzata (SBAR) per lo scambio di informazioni sul

paziente al momento dell’handover.
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La nostra esperienza - METODO

\
e Incontri di gruppo
aerauaer ® Creazione SBAR
SBAR )
N

e Riunione informativa

Nuepizea ® Periodo di prova: 13 giorni, 23 pazienti=>653 consegne
J

SBARIN TIN

¢ |ncontro finale

VALUTAZIONE e Analisi dei dati
DELL’ESPERIENZA
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1. ADATTAMENTO SBAR

SITUATION
Cognome Nome
Data di nascita E.G.

Provenienza Motivo ingresso

O parto eutocico O parto distocico

BACKGROUND

Patologie materne (specificare quale):

Rianimazione alla nascita: O SI OO NO
Funzione respiratoria; 0 AUTONOMA

OO NON AUTONOMA ( specificare tipo di device respiratorio)

O Prima minzione O Emissione meconio

Particolarita:

Compliance familiare:

ASSESSMENT

Formulazione diagnosi infermieristica :

Parametri vitali: Sp02:] F.R. :]
P.A. [:

Fe. ()
e (]

Funzione respiratoria: 0 AUTONOMA OAF O IF ORA 0OHFVO 0O NO
Accessi vascolari: O SI O NO O Periferico
Sede
O Centrale
Alimentazione: O AOG O os
Procedure eseguite:
Terapia antibiotica: 0 SI O NO Emocomponenti/ emoderivati: COO0SI  ONO

(tipologia):
Altri farmaciincorso.

Punteggio N—Pass[:

Lesioni cutanee: SI O NO sede; 0000

Segnali di allerta:

RECOMMENDATION

Interventi infermieristici da eseqguire:

Monitoraggio parametri vitali ogni .... h
Esecuzione esami ematici h....
Esecuzione esami strumentali:
Monitoraggio dolore

Controllo della diuresi/bilancio idrico
Controllo accessi venosi: rimozione/ riposizionamento
Monitoraggio lesioni cutanee
Esecuzione procedure:

Consulenze

Trasferimento/dimissione

Altro

Ooooooooooao
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1. ADATTAMENTO SBAR

SITUATION

E.G. nascita E. G. ingresso

PESO nascita PESO ingresso DATA ingresso

PROVENIENZA

MOTIVO INGRESSO

O PARTO EUTOCICO O PARTO DISTOCICO

BACKGROUND

HCV

HBV

HIV

Diabete gestazionale
Tossicodipendenza
Infezioni vie urinarie
Preclampsia
Malattie autoimmuni
Anomalie placenta
Obesita

Patologie materne:

OooooooooD

Rianimazione alla nascita: O3 SI O NO

Funzione respiratoria: O autonoma
O nonautonoma  Device respiratorio

Altri dispositivii: & CvC O DVE 0O STOMIA 0 DRENAGGIO TORACICO

Situazione familiare:

4-3 Bisogno prioritario di salute:
E Parametri vitali: [ Stabili O Instabili
g Funzione respiratoria:C0Eupnea O Dispnea O Tachipnea [ Polipnea O Apnea
:BEJ Tipologia secrezioni: Aspirazioneogni ____h
N TN: O + Emocolture: 1 +
I o - O -
Accessi vascolari: O SI O Centrale O Periferico Sede

O NO
Alimentazione: O AOG O os [ Gavage [ Sospesa O Residuo

Addome: [ Trattabile O Non trattabile [ Meteorico

Alvo: [ Regolare ] Non evacua da

Diuresi: &J Regolare [ Oliguria O Anuria da

Fototerapia: [ SI O NO

Monitoraggio glicemico: O SiI O NO

Drenaggi: O Toracico O DVE: ml nelle 24 h O Peritoneale
Procedure eseguite:

Terapia antibiotica: [ SI O NO Altri farmaci in corso:

Emocomponenti/emoderivati: & SI O NO Tipologia:

N- PASS:

Lesioni cutanee: [J S| O NO Sede:

Monitoraggio ogni h

Monitoraggio temperatura corporea
Isolamento da contatto

Esecuzione procedure / somministrazione farmaci

Accessi venosi: [ Posizionamento O] Medicazione 0 Rimozione
Alimentazione

Diuresi: O BUL O Controllo diuresi

DVE

Esecuzione esami ematici / EGA h

Esecuzione esami strumentali

Monitoraggio dolore
Prescrizione posturale

Consulenze

Trasferimento
Dimissione
Indicazioni situazione familiare

Z0~PuZECE00rH

Segnali di allerta:
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2. INTRODUZIONE SBAR IN TIN

PERIODO DI PROVA: 13 giorni, 23 pazienti—=>653 passaggi di consegne

Numero di SBAR compilate

Numero passaggio di consegne durante il periodo di prova

INDICATORE -
Standard di riferimento: 80%
RISULTATO >

SBAR NON COMPILATE 56
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3. VALUTAZIONE DELLESPERIENZA

“Hai dei commenti sulla tua esperienza, in termini di benefici/utilita/difficolta?”
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This brochure explains what nursing shift
handover is and how patients and families
can participate at the bedside.

What is nursing shift handover?

Nursing shift hendover is the time when outgoing nurses
share the most up-to<date information about their
patients with incoming nurses.

SickKids wants to make sure that pstients and families
are partners in care. While nursing shift hendover
usually takes place st the nursing station, we now
offer pstients and families the opportunity to have
nursing shift handover take place at the bedside,

with their participation.

Do | have to participate in
nursing shift handover?

No. Itis your choice to participste in nursing shift
handover. For exarnple, some may prefer to sicep or inay
not be present gt the time of handover. Your nurse will
ask you if you will be avsilable and plan to participats

in advance of every nursing shift handover. Even if

you do not participate in the discussion, your nurse

will check the patient end bedside equipment st each

nursing shift handover.

A few benefits of nursing shift

handover at the bedside:

,/ Enhances partnership. Nursing shift handover
gt the bedside enhances partnership and
promotss comimunication between patients,
farnilies and nurses,

/ Enhances patient safety. Nursing shift handover
gt the bedsids helps ensure that important and
correct information about the plan of care is
shared and understood.

¢ Gets patients and families involved in care at
handover. Patients and families are encouraged
to add or clerify heslth infonmation providad during
nursing shift handover.

/ Is another opportunity to ask questions. Your input
during nursing shift handover is valued. If there is
& question or concem that cannot be answered
during handover, the incoming nurse can come
back after nursing shift handover to spend more
time answering any questions.

We now offer patients and families
the opportunity to have nursing
shift handover take place at the
bedside, with their participation

What should | expect if | decide
to participate?
1. Two nurses come to the bedside.

2. The nurses will ssk you if you want any family
or visitors st the badside to stay during nursing
shift handover.

3. Nurses will then begin discussing the plan of cars.

How can | participate?

« Listen to get cornplete information asbout treatiment
plans and care.

» Share inforrnation about your care, as well as
what imatters most to you over the next shift.

* Ask for clarification if there is something you
did not understand or if any of the informstion
shared is confusing.

What about my privacy?

n We believe that child and family
n involvernent in nursing shift handover
is an important part of providing
excellent child and family-centred care. We will
&sk for your permission before we go shead
with nursing shift handover st the bedside.
Please tell us if you are not comfortable with
nursing shift handover st bedsids or if thers is

certain informstion that you prefer not to share
if others are around.
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This brochure explains what nursing
handover is and how patients and f¢
can participate at the bedside.

What is nursing shift handover?

Nursing shift handover is the time when ouf
share the most up-to<date informstion abou
patients with incoming nurses.

SickKids wants to make sure that pstients 4
are partners in care. While nursing shift hai
usually takes place st the nursing station,
offer pstients and families the opportunity 4
nursing shift handover take place at the bey
with their participation.

Do | have to participate in
nursing shift handover?

No. It is your choice to participate in nursing
handover. For example, some may prefer to
not b present gt the time of handover. You
ask you if you will be available and plan to f
in advance of every nursing shift handover.
you do not participate in the discussion, you
will check the patient and bedside equipme
nursing shift handover.

A few benefits of nursing shift

handover at the bhedside:

/ Enhances partnership. Nursing shift handover
gt the bedside enhances partnership and
profmotes cormimunication between patients,
farnilies and nurses,

& Enhances patient safety. Nursing shift handover
gt the bedside helps ensure that important and

correct information about the plan of care is
shared and understood.

/ Gets patients and families involved in care at
handover. Patients and families sre encoursged
to add or clerify health inforrnation provided during
nursing shift handover.

/ Is another opportunity to ask questions. Your input
during nursing shift handover is valued. If there is
8 question or concem that cannot be answered
during handover, the incoming nurss can come
back after nursing shift handover to spend more
tirme snswering any questions.

hould | expect if [ decide
cipate?
Ises come to the bedside.

ses will ask you if you want any family
rs st the badside to stay during nursing
ndover.

will then begin discussing the plan of care.

n | participate?

b gt cornplete information about treatiment
hd care.

fortnation about your care, as well ss
ktters most to you over the next shift.

clarification if there is something you
inderstand or if any of the informstion
s confusing.

it about my privacy?
i We belfieve that child and family

involvernent in nursing shift handover
is an important part of providing
ent child and family-centred care. We will
br your permission before we go shead
pursing shift handover st the bedside.
le t=tl us if you are not comfortable with
hg shift handover at bedside or if therz is
n informstion that you prefer not to share
prs are around.
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