[bookmark: _GoBack]Table S1 SBAR Handover Checklist for the ICU
Instructions: This form shall be completed by the checking nurse, including the patient's basic information in the header section. When filling out the form, verify the contents that have and have not been completed by the handing-over nurses during the shift handover process according to the four sections above. Mark "Yes" if completed, "No" if not completed. No check is required if the item does not apply to the patient.
	Date：     Shift：     Bed No：     Name：       Receiver/Handover Nurse：            Checker：     

	Situation
	Yes No Dual verification of patient identification (bed card and wristband: name, gender, age, bed number)
Yes No Current diagnosis  Yes No Admission date  Yes No Clinical symptoms

	Background
	Yes No Past medical history  Yes No Drug allergy history  Yes No Positive findings/results
Yes No Diagnosis and treatment plan  Yes No Admission risk assessment scores (pressure injury, nutrition, fall risk, etc.)

	Assessment
	Condition Assessment:
Yes No Verify vital signs  Yes No Assess level of consciousness (call/verbal stimulation to patient)
Yes No Observe pupils and light reflex

	
	Oxygen Therapy Assessment
	Invasive Ventilator:
Yes No Check ventilator parameters  Yes No Circuit and humidifier activation time
Yes No Humidification effectiveness and condensate management

	
	
	Non-invasive Ventilator (NIV):
Yes No Check ventilator parameters  Yes No Circuit and humidifier activation time
Yes No Humidification effectiveness and condensate management  Yes No Leak check and facial skin protection

	
	
	Nasal Cannula/Oxygen Mask:
Yes No Oxygen concentration (FiO₂)  Yes No Oxygen flow rate  Yes No Oxygen source check  
Yes No Humidification water check and nasal cannula replacement 
Yes No Humidification effectiveness and condensate management

	
	Tubing Assessment
	Nasogastric Tube/Enteral Tube/ERCP:
Yes No Labeling and insertion date  Yes No Depth verification  Yes No Position confirmation 
Yes No Gastric residual volume (GRV)  Yes No Enteral nutrition/GI decompression/ERCP drainage observation

	
	
	Tracheostomy/Endotracheal Tube:
Yes No Insertion date  Yes No Tube insertion depth  Yes No Cuff pressure monitoring  
Yes No Auscultation of lungs  Yes No Sputum characteristics

	
	
	Venous Catheter:
Yes No Labeling (catheter type, insertion date, depth)  Yes No Insertion site observation and dressing condition  Yes No Secondary securement   Yes No Blood return/backflow   Yes No Infusion rate
Yes No CVP transducer kit expiration date, waveform display, and zeroing

	
	
	Arterial Line:
Yes No Insertion date  Yes No Insertion site observation and dressing condition
Yes No Secondary securement  Yes No Check pressure transducer kit expiration date
Yes No Pressure transducer waveform display and zeroing

	
	
	ECMO Cannulation:
Yes No Labeling (cannula type, insertion date, insertion depth, external length)
Yes No Insertion site and dressing condition  Yes No Secondary and tertiary securement
Yes No SpO₂ clip position  Yes No Check rotational speed, flow rate, and water bath (temperature, fluid level)
Yes No Oxygenator condition and sweep gas (adjust oxygen flow back)  Yes No ECMO monitoring sheet
Yes No Oxygen source, oxygen flow rate/air-oxygen blender parameters  

	
	
	CRRT Catheter:
Yes No Labeling (catheter type, insertion date, insertion depth/external length) Yes No Puncture site observation and dressing condition Yes No Secondary and tertiary securement Yes No Check parameters, prescription, and operational status Yes No Calcium, sodium bicarbonate, and citrate infusion sites Yes No CRRT flow sheet/record

	
	
	Drainage Tube:
Yes No Labeling (catheter type, insertion date, insertion depth)  Yes No Patency (color, character, volume)  
Yes No Puncture site observation and dressing condition  Yes No Secondary securement  
Yes No Special handover 

	
	
	Closed Thoracic Drainage:
Yes No Labeling (catheter type, insertion date, insertion depth)
Yes No Patency (color, character, volume, water column fluctuation)
Yes No Puncture site observation and dressing condition  
Yes No Secondary securement
Yes No Drainage bottle expiration date, fluid change, and scale marking

	
	
	Urinary Catheter:
Yes No Insertion date  Yes No Labeling/Identification  Yes No Patency (color, character, volume) 
Yes No Secondary securement  Yes No Urine bag expiration date and position

	
	Medication Assessment:
Yes No Drug name and preparation time  Yes No Special medication labeling  Yes No Check infusion/pump rate
Yes No Check remaining volume  Yes No Check add-on devices

	
	Skin Assessment：
Yes No Pressure injury (site, size, management)  Yes No Incontinence-associated dermatitis (extent, grade, management)
Yes No Others (edema and management, breakdown and management, rash and management, etc.)

	
	Restraint：Yes No Restraint Order    Yes No Skin condition of restrained areas and necessary protection

	
	Other：Yes No Special Handover (limb mobility, diet, sleep, mood changes, special medications, albumin, counting of patient's own medications)    

	Recommendation
	Yes No Nursing priorities and preventive measures requiring attention from the next shift



