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CONCORSO PUBBLICO, PER TITOLI ED ESAMI, PER LA COPERTURA A TEMPO 

INDETERMINATO DI N. 40 POSTI DI INFERMIERE – RUOLO SANITARIO 

(AREA PROFESSIONISTI DELLA SALUTE E DEI FUNZIONARI) 

 

 

PROVE D’ESAME 

 

 
PROVA SCRITTA 

 
PROVA SCRITTA N. 1 (VEDI ALLEGATO) 
PROVA SCRITTA N. 2 (VEDI ALLEGATO) 
PROVA SCRITTA N. 3 (VEDI ALLEGATO) 

 
Prova Estratta: la prova scritta n. 2, (VEDI ALLEGATO). 

 
 

PROVA PRATICA 
 

PROVA PRATICA N. 1 (VEDI ALLEGATO) 
PROVA PRATICA N. 2 (VEDI ALLEGATO) 
PROVA PRATICA N. 3 (VEDI ALLEGATO) 

 
Prova Estratta: la prova pratica n. 1, (VEDI ALLEGATO). 

 

 

PROVA ORALE 

 
PROVA ORALE N. 1 – DOMANDE DEL GIORNO 7.1.2025 (VEDI ALLEGATO) 
PROVA ORALE N. 2 – DOMANDE DEL GIORNO 8.1.2025 (VEDI ALLEGATO) 
PROVA ORALE N. 3 – DOMANDE DEL GIORNO 10.1.2025 (VEDI ALLEGATO)  
 

Domande Estratte: VEDI ALLEGATI. 
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concorso per titoli ed esami, per n. 40 posti di infermiere (area professionisti della salute e dei funzionari) 

TITOLI DI 
TITOLI PUBBLICAZIONE CURRICULUM TOTALE COGNOME NOME ACCADEMICI E E TITOLI FORMATIVO E 

CARRIERA 
DI STUDIO SCIENTIFICI PROFESSIONALE TITOLI 

ABALASEI MARIA-MIHAELA 0,000 0,000 0,000 2,880 2,880 

AIELLO FILIPPO 0,000 0,000 0,000 0,020 0,020 

ALTOMARE ALESSIO 0,000 0,000 0,000 0,000 0,000 

AMBROSINO ALESSANDRA 15,000 0,000 0,000 0,000 15,000 

AMBROSIO CARLO 15,000 0,000 0,000 0,440 15,440 

AUTINO VIRGINIA 0,000 0,000 0,000 0,000 0,000 

BAIOCCHI SARA 0,000 0,000 0,000 0,000 0,000 

BENEDIC GABRIELA 0,000 0,000 0,000 0,000 0,000 

BERNUNZO DéSIRéE 4,600 0,000 0,000 2,475 7,075 

BISCEGLIA NICCOLO' 0,800 0,300 0,000 0,145 1,245 

BORGHET" SIMONA 9,800 0,300 0,000 1,380 11,480 

BUDESTEAN NADEJDA 15,000 0,000 0,000 0,000 15,000 

CALVI VALENTINA 0,000 0,000 0,000 1,033 1,033 

CANGIANIELLO DANIELA 0,000 0,000 0,000 0,000 0,000 

CAPOSECCO PASQUALE 0,000 0,000 0,000 5,260 5,260 

CARUGA! C�UDIA 15,000 0,000 0,000 0,830 15,830 

CASTRIO#A GIANMARCO 0,000 0,000 0,000 0,950 0,950 

CA TALANOTTO ANTONIETTA 0,000 0,000 0,000 0,000 0,000 

CERULLO ANNA 11,300 0,000 0,000 0,000 11,300 

CHELO VALENTINA 0,000 0,000 0,000 0,000 0,000 

COLOMBO MARINA 0,000 0,000 0,000 0,090 0,090 

COLOMBO MASSIMO 4,450 0,000 0,000 6,466 10,916 

CORAZZINI GIADA 0,000 0,000 0,000 0,000 0,000 

CRAPAROTTA NOEMI 0,000 0,000 0,000 0,000 0,000 

D'ALESSIO ROSSELLA 7,500 0,300 0,000 0,496 8,296 

D'ELIA SONIA 15,000 0,000 0,000 0,020 15,020 

DANI ELDA 7,683 0,300 0,000 0,359 8,342 

DE BENEDITTIS ALESSIA 0,000 0,000 0,000 0,000 0,000 

DI LEO MARIKA 5,500 0,000 0,000 1,340 6,840 

DI MARO ROSSANA 0,000 0,300 0,000 0,000 0,300 

DUCCI ERICA 15,000 0,200 0,040 0,910 16,150 

FABBRIZIO DEBORAH 15,000 0,000 0,000 0,220 15,220 

FAZIO CHIARA 8,200 0,000 0,000 0,000 8,200 

FERRARA DARIO 4,200 0,300 0,000 1,162 5,662 

FIGINI FRANCESCA 0,000 0,000 0,000 0,000 0,000 

FILPO PIERFRANCESCA 5,100 0,000 0,000 0,562 5,662 

FIORETTO CHIARA STELLA 15,000 0,000 0,000 0,250 15,250 



concorso per titoli ed esami, per n. 40 posti di infermiere (area professionisti della salute e dei funzionari) 

TITOLI DI TITOLI PUBBLICAZIONE CURRICULUM TOTALE COGNOME NOME ACCADEMICI E E TITOLI FORMATIVO E CARRIERA DI STUDIO SCIENTIFICI PROFESSIONALE TITOLI 
FRATIANNI SARA 0,800 0,000 0,000 0,080 0,880 

GUI GIULIA 0,000 0,000 0,000 0,000 0,000 

HOXHAJ SILVANA 2,600 0,000 0,000 0,808 3,408 

HYRA MONIKA 2,800 0,000 0,000 0,354 3,154 

ITALIA ANGELO 0,000 0,300 0,000 0,000 0,300 

JOY PEREIRA GLINDA 0,000 0,000 0,000 0,020 0,020 

LATAGLIATA LEONARDO 0,000 0,000 0,000 0,770 0,770 

LEONE SONIA 0,000 0,000 0,000 0,000 0,000 

LO CASTRO MARIKA 0,000 0,000 0,000 0,000 0,000 

LOMBARDI SUSMITA 0,000 0,000 0,000 0,000 0,000 

LOPRESTI CARLO&A 0,000 0,000 0,000 0,000 0,000 

MAKSYMYK HALYNA 0,000 0,000 0,000 0,925 0,925 

MANCINI CAMILLA 0,000 0,000 0,040 0,000 0,040 

MARCU MARCELA AURELIA 0,000 0,000 0,000 0,562 0,562 

MARINELLI SARA 15,000 0,000 0,000 2,104 17,104 

MASPERI GIULIA 0,000 0,000 0,000 0,000 0,000 

MASSARO LOREDANA 5,400 0,000 0,000 0,687 6,087 

MATTAVELLI NICOLO' 0,000 0,000 0,000 0,000 0,000 

MATTEUCCI SOFIA 0,000 0,000 0,240 0,300 0,540 

MAZZOTTA DEBORAH 0,000 0,300 0,000 0,750 1,050 

MERAVIGLIA IRENE 0,000 0,000 0,000 0,000 0,000 

MINGIARDI LORENZO 15,000 0,000 0,000 0,020 15,020 

MO� FEDERICA 15,000 0,000 0,000 0,293 15,293 

MONINA CHIARA 5,500 0,000 0,000 0,208 5,708 

MURA MONICA 15,000 0,000 0,000 0,000 15,000 

OLIVERIO VALENTINA 4,800 0,000 0,040 0,000 4,840 

PALLADINO MA'EO 0,000 0,000 0,000 0,000 0,000 

PARENTELA LAURA 5,400 0,300 0,000 1,666 7,366 

PERNICE MAURIZIO 15,000 0,000 0,000 0,125 15,125 

PEZZONI ILENIA 15,000 0,000 0,000 0,210 15,210 

PICARIELLO ANNITO 0,000 0,000 0,000 0,500 0,500 

PIPITONE SALVATORE 8,300 0,600 0,010 0,926 9,836 

PIZZARELLI SIMONE ADRIANO 0,000 0,000 0,000 0,000 0,000 

PONZINI MARTA 0,000 0,000 0,000 0,020 0,020 

ROCCA JESSICA 4,700 0,000 0,000 0,330 5,030 

RUSSO PAOLA 0,000 0,000 0,000 0,000 0,000 

SACCO LUCIA 4,400 0,300 0,000 1,958 6,658 



concorso per titoli ed esami, per n. 40 posti di infermiere (area professionisti della salute e dei funzionari) 

TITOLI DI TITOLI PUBBLICAZIONE CURRICULUM TOTALE COGNOME NOME ACCADEMICI E E TITOLI FORMATIVO E CARRIERA DI STUDIO SCIENTIFICI PROFESSIONALE TITOLI 

SALVO VERONICA SOLANGE 0,000 0,000 0,000 0,020 0,020 

SANTOSTEFANO GIOVANNA 15,000 0,000 0,000 0,282 15,282 
SARMIENTO CATALINA 2,900 0,300 0,000 5,810 9,010 
SCHILLACI GIANLUCA 8,300 0,000 0,000 0,000 8,300 
SCIARA ROSARIA VALENTINA 15,000 1,400 0,120 0,100 16,620 
SFLIGIOm CRISTINA 9,500 0,000 0,000 0,437 9,937 
SIMONI VJOLLCA 12,916 0,300 0,000 1,997 15,214 
SOLDANO SARA 0,000 0,000 0,000 0,000 0,000 
SPINELLI ROSARIA 4,400 0,300 0,000 1,500 6,200 
STASI MARCELLA 1,000 0,300 0,000 2,689 3,989 
STRINGAR O GIUSEPPE 0,900 0,000 0,000 0,025 0,925 
TANSELLA LUCA 0,000 0,000 0,000 0,000 0,000 
TREVISOL EVA IDA 15,000 0,200 0,000 0,000 15,200 
TRIOLO TOMMASO 0,400 0,000 0,000 0,000 0,400 
TURRA LISA 0,000 0,000 0,000 0,000 0,000 
URSO ANDREA 5,600 0,000 0,000 0,000 5,600 
VELUDO ILARIA 0,000 0,000 0,000 5,120 5,120 
VERARDO MARGHERITA 15,000 0,000 0,000 0,000 15,000 
VITOBELLO GAIA ANNA 0,000 0,000 0,000 0,000 0,000 
WYPLER KRYSTYNA BEATA 0,000 0,000 0,000 7,000 7,000 





N. 40 POSTI DI INFERMIERE (AREA PROFESSIONISTI DELLA SALUTE E DEI FUNZIONARI).

10. Se giunge in PS un paziente che ha ingerito acido cosa è senz'altro da evitare?
a. Somministrare liquidi endovenosa
b. Contattare il Centro anti veleni
c. Indurre il vomito al paziente

11. Cosa si intende con il termine disfagia?
a. Di5icoltà a deglutire cibi solidi e/o liquidi
b. Sensazione dolorosa durante i rappoDi sessuali
c. alterazione o dall'indebolimento della capacità di percepire e distinguere i sapori

12. in un paziente che giunge in Ps con trauma cranico quale strumento utilizzeresti per monitorare lo
stato di coscienza?
a. Scala Glasgow
b. Scala Morse
c. Indice di Apgar

13. Un tetraplegico ha interessati:
a. Due arti omolaterali
b. Entrambi gli arti inferiori
c. Tutti e 4 gli arti

14. A cosa è dovuto l'idrocefalo?
a. Aumento del contenuto idrico nel volume cerebrale
b. Aumento del volume dei ventricoli
c. Aumento della pressione intracranica

15. La principale misura di prevenzione nella trasmissione delle malattie infettive risulta essere:
a. Garantire una buona qualità dell'aria
b. Potabilizzazione dell'acqua
c. Lavaggio delle mani

16. La pressione arteriosa diastolica di un adulto è compresa nei seguenti range di normalità:
a. 100-140 mmHg
b. 70-90 mmHg
c. 90-110 mmHg

17. L'iscrizione all'ordine professionale è obbligatoria ai fini dell'esercizio professionale?
a. Sì, per tutti gli infermieri
b. Solo per gli infermieri della sanità pubblica
c. solo per gli infermieri della sanità privata o liberi professionisti
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N. 40 POSTI DI INFERMIERE (AREA PROFESSIONISTI DELLA SALUTE E DEI FUNZIONARI).

18. Quale Legge ha abolito definitivamente la parola "mansionario" riferendosi alla professione
infermieristica?
a. Legge 833/78
b. Legge 502/1992
c. Legge 42/1999

19. In un paziente con emorragia polmonare l'infermiere potrà osservare
a. Emoftoe
b. Ematuria
c. Melena

20. Il modello assistenziale caratterizzato da un'organizzazione del lavoro in serie per linee di attività
in cui ad ogni infermiere sono assegnati specifici compiti, prende il nome di:
a. Modello per intensità di cura
b. Modello per piccole équipe
c. Modello funzionale o per compiti

21. In un paziente con tromboflebite acuta agli arti inferiori cosa è assolutamente vietato?
a. Riposo a letto
b. Massaggio della zona dolente
c. Assunzione di liquidi

22. In presenza di un paziente in arresto cardiocircolatorio e riferendosi alle azioni o interventi
possibili sul medesimo, quale tra le seguenti affermazioni é falsa?
a. Il massaggio cardiaco esterno non dev'essere effettuato prima dell'arrivo del medico
b. Il massaggio cardiaco esterno va iniziato prima possibile
c. Il massaggio cardiaco deve essere eseguito su paziente supino su supporto rigido

23. Generalmente, la relazione di aiuto nei confronti del paziente si realizza:
a. Quando si informa il paziente su procedimenti diagnostici e terapeutici che lo riguardano
b. Quando attraverso la comunicazione nasce un clima di fiducia e di rispetto
c. Ogni volta che l'infermiere si sostituisce al paziente per risolvere le sue esigenze cliniche

24. La manovra di heimlich è utile per:
a. Prevenire il rischio di malnutrizione
b. Disostruire le vie aeree da corpi estranei
c. Cambiare postura in una persona allettata

25. Il virus dell'epatite B si introduce nell'organismo attraverso:
a. Via ematica, attraverso saliva, sudore, sperma, muco vaginale
b. Le particelle di droplet nell'aria
c. Via oro-fecale da acque, verdure o cibi contaminati
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N. 40 POSTI DI INFERMIERE (AREA PROFESSIONISTI DELLA SALUTE E DEI FUNZIONARI),

PROVA PRATICA 2 

Il signor Massimo è un assistito di 70 anni, ricoverato nel reparto di Urologia per essere sottoposto a 
intervento a seguito di diagnosi di tumore vescicale. Durante l'accertamento l'infermiere rileva le 
seguenti informazioni: PA 120/70 mmHg, FC 105 bpm, FR 20 atti/m, SpO2 97% aa, DTX 40 mg/di, BMI= 
20, Scala di Braden= 22; NRS=7. Il signor Massimo presenta sudorazione profusa ed è molto pallido. 

Domanda 1: Rispetto alla frequenza cardiaca il signor Massimo risulta: 

a. Dispnoico
b. Piretico
c. Tachicardico

Domanda 2: L'infermiere somministra la scala di Braden al fine di: 

a. Identificare la classe di scompenso cardiaco
b. Identificare il rischio di malnutrizione
c. Identificare il rischio di sviluppare lesioni da pressione

Domanda 3: Durante la valutazione del dolore, quali altri dati può raccogliere l'infermiere? 

a. Solo l'intensità
b. Tipologia, localizzazione, eventuale irradiazione
c. Solo la tipologia

Domanda 4: L'infermiere, dopo aver rilevato i parametri vitali, comunicherà al medico che il paziente 
presenta: 

a. Valori pressori inferiori alla norma
b. Valori pressori superiori alla norma
c. Valori pressori nei range di riferimento

Domanda 5: L'infermiere può correlare la sudorazione profusa e il pallore del signor Massimo a: 

a. Ipertensione
b. Dispnea
c. Ipoglicemia

Domanda 6: Quale tra i seguenti interventi è fondamentale per prevenire complicanze nell'immediato 
post operatorio del signor Massimo? 

a. Monitorare il flusso urinario e la presenza di ostruzioni nel catetere
b. Rimuovere il catetere vescicale prima possibile indipendentemente dal flusso
c. Somministrare antibiotico senza prescrizione medica
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N. 40 POSTI DI INFERMIERE (AREA PROFESSIONISTI DELLA SALUTE E DEI FUNZIONARI).

PROVA ORALE 1 

1. Quali sono le fasi del processo di assistenza infermieristica?

2. Nutrizione enterale: complicanze e prevenzione.

3. La prevenzione delle lesioni da pressione.

4. Quali sono gli stadi della lesione da pressione?

5. Quali sono gli strumenti per la valutazione del rischio di caduta?

6. Quali sono gli obiettivo della valutazione precoce del rischio di caduta nel paziente anziano?

7. Quali parametri sono da monitorare in un paziente con insufficienza respiratoria?

8. Gestione di un paziente sottoposto a tracheostomia.

9. Quali sono le complicanze del diabete mellito di tipo 2?

1Q. Educazione sanitaria nella persona affetta da diabete mellito di tipo 2? 

11. Gestione del paziente diabetico.

12. Gestione del paziente con iperglicemia.

13. La pianificazione assistenziale al paziente con ICTUS ischemico acuto.

14. Quali sono i sintomi della malnutrizione nell'anziano?

15. La relazione di cura: definizione e scopo.

16. Gestione del paziente operato di resezione gastrica in prima giornata post-operatoria.

17. Esecuzione del primo soccorso in caso di arresto cardiaco.

18. Gestione di un paziente sottoposto a chemioterapia

19. li lavaggio sociale delle mani secondo le indicazioni dell'OMS.

20. Posizionamento di un catetere vescicale in una donna

21. Prevenzione della diffusione delle infezioni correlate all'assistenza.

22. Gestione di un paziente con Clostridium Difficile

23. Somministrazione di emoderivati.

24. Indicazioni al posizionamento di un sondino naso gastrico.

25. Quale intervento potrebbe mettere in atto l'infermiere in un paziente con mancato

svuota mento gastrico?

26. L'assistenza infermieristica alla persona sottoposta a paracentesi.
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N. 40 POSTI DI INFERMIERE (AREA PROFESSIONISTI DELLA SALUTE E DEI FUNZIONARI).

27. L'assistenza infermieristica al paziente nel post-operatorio

28. Rischi e complicanze nell'uso della contenzione fisica.

29. La valutazione del dolore: scale di rilevazione

30. Gestione infermieristica della persona con BPCO

31. Gestione infermieristica della persona in terapia anticoagulante a basso peso molecolare.

Garbagnate, 07/01/2025 
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N. 40 POSTI DI INFERMIERE (AREA PROFESSIONISTI DELLA SALUTE E DEI FUNZIONARI).

PROVA ORALE INFORMATI� 1 

1. Cosa si intende per hardware?

2. Cos'è il mouse?

3. Cos'è una e-mail?

4. Cos'è la PEC?

5. Cosa si intende per hard disk esterno?

6. Cos'è power point?

7. Cos'è un browser?

8. Cos'è una rete wi-fi?

9. Cos'è una password?

10. Perché è importante utilizzare delle password?

11. Che cos'è un bit?

12. Cos'è un virus informatico?

13. A cosa serve la firma digitale?

14. Il termine login a cosa fa riferimento?

15. Cos'è una tastiera wireless?

16. Che cos'è un file?

17. Come si elimina un file?

18. Quali file hanno come estensione "exe"?

19. Che cos'è una pendrive?

20. Qual è l'unità di misura della memoria?

21. Cosa indica la locuzione "on line"?

22. Cosa si intende per pixel?

23. Definizione di cd rom

24. Cos'è una web-cam?

25. Che tipo di computer è il notebook?

26. Cos'è un motore di ricerca?

27. Cos'è Bing?
Pag. 1 di 2 
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N. 40 POSTI DI INFERMIERE (AREA PROFESSIONISTI DELLA SALUTE E DEI FUNZIONARI).

28. Cos'è un database?

29. Cosa significa "cliccare"?

30. Cos'è un programma di videoscrittura?

31. Esempio di programma di videoscrittura

Garbagnate, 07/01/2025 
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other disciplines, depending on the patient and care environment. In the scenario involving Peter (Box 1 ), the theories that might inform the care you provide include those relateci to grief and loss, for example Kiibler-Ross's (2014) 6ve stages of grief model, and to self-care, for example the Roper-Logan-Tierney model of nursing (Roper et al 1996), which is based on activities of daily living. Relevant theories to help establish a relationship with Peter include Peplau's interpersonal relations theory and Orlando's dynamic nurse-patient relationship theory (Peden et al 2015). Another relevant theory is the Neuman systems model (Neuman and Fawcett 2011), which is a framework for thinking about patients' relationship to stress. 
Clinical-reasoning process Once relevant theories have been identi6ed, the nurse can then progress to the clinical­reasoning process and develop a care pian for the patient (Conroy et al 2016). In Peter's case, this would involve assessing his risk of pressure injury, given his reduced mobility. You might also observe the way in which Peter communicates as an indication of his cognitive state. You might monitor his progress by observing him and talking to him and his family to establish his level of dependence or independence. You could talk to Peter and his family to understand his ability to undertake self­care activities, the social support he has at home, and any additional support he might require once he returns home. 
Benefits of using the Fundamentals 
of Care Practice Process The use of the Fundamentals of Care Practice Process (Conroy et al 2016) to approach the scenario in Box 1 demonstrates how the possibility of making assumptions about a patient's care needs may be reduced, and the most appropriate ways to address these needs can be identi6ed. Unless relevant theories and frameworks are considered, patient care may become task-based. It is necessary to undertake the Fundamentals of Care Practice Process (Conroy et al 2016) with each patient the nurse cares for, and it may be necessary to For related CPD articles visit 

evidenceandpractice.nursingstandard.com carry out this process multiple times for the same patient. Progressing from concepts to theories and practice is an ongoing process; multiple working hypotheses will likely be identi6ed for each patient, and the outcome of care interventions should be evaluated to determine whether the hypotheses were correct. This is reflected in the arrow in that moves from the clinical-reasoning process back to concepts in Figure 2. New concepts will also arise while caring for a patient, which should be addressed. For example, while caring for Peter you might learn that he has a dog at home and he is worried about the dog's care while he is in hospital. 
TIME OUT 6 
Using the Fundamentals of Care Practice Process (Conroy 
et al 2016), reflect on a time when you provided person­
centred fundamental care to a patient and their family. 
ldentify what the actions you took and map them to the 
stages of the Fundamentals of Care Practice Process. How 
close to the process was your practice? Has the process 
helped you to make sense of the complex information you 
had to manage, and if so, in what way? It is important for nurses to consider the feasibility of implementing the Fundamentals of Care Practice Process (Conroy et al 2016) in the complex, time­poor settings in which they may practise. However, this process does not require nurses to learn a new set of skills or to focus on fondamenta! care at the expense of other aspects of nursing care; nor does it require additional documentation. Rather than adding to existing documentation or duplicating it, the process provides guidance for nurses on how they can combine the knowledge and skills they already have to prioritise and provide 
Concepts 

Frailty and potential risk tor subsequent falls 

Loneliness resulting from the death of his 
partner 

Difficulties undertaking daily self-care 
activities 

Confusion and distress 

Pain 

Working hypothesis 

Falls risk assessment 

Social support 

Assistance with fundamental care needs 

Cognitive assessment 

Pain management  ntîiWJI§l�PJWJ;g,fiWi.com by $ { individualUser.displayName} on Apr 1 O, 2017. For person���§�WWB�e1�/es5��iHt �é*R�on 
Copyright © 2017 RCNi Ltd. All rights reserved. 









Allegato n. ��ai Verbale del 7 gennaio 2025 

CONCORSO PUBBLICO, PER TITOLI ED ESAMI, PER N.40 POSTI DI INFERMIERE {AREA 
PROFESSIONISTI DELLA SALUTE E DEI FUNZIONARI). 

7 GENNAIO 2025 

CANDIDATI CONVOCATI -TURNO ORE 8.30 
· . DOMANDA COGNOME NOME 

. . ESTRl�TT.4 
ABALASEI MARIA-MIHAELA 24 
AMBROSINO ALESSANDRA 4 
AMBROSIO CARLO 3 
AUTINO VIRGINIA 19 
BENEDIC GABRIELA 21 
BERNUNZO DéSIRéE 5 
BISCEGLIA NICCOLO' 25 
CALVI VALENTINA 30 
CANGIANIELLO DANIELA 20 
CAPO SECCO PASCOUALE 16 

CANDIDATI CONVOCATI - TURNO ORE 10.30 

COGNOME NOME DOMANDA 
EST #A 

CARUGATI CLAUDIA 6 
CASTRIO�A GIANMARCO 27 
CATALANOTTO ANTONIETTA 11 
CERULLO ANNA 29 
CHELO VALENTINA 14 
COLOMBO MARINA 15 
COLOMBO MASSIMO 31 
CORAZZINI GIADA 17 
CRAPARO�A NOEMI 10 
D'ALESSIO ROSSELLA 7 
D'ELIA SONIA 8 
DANI ELDA 1 
DE BEN EDi#iS ALESSIA 13 
DI LEO MARIKA 2 
TANSELLA LUCA 28 
BUDESTEAN NADEJDA 26 
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N. 40 POSTI DI INFERMIERE (AREA PROFESSIONISTI DELLA SALUTE E DEI FUNZIONARI).

PROVA ORALE 2 

1. Cos'è la "posizione di sicurezza" e quando deve essere adottata.

2. Le principali complicanze associate alla somministrazione di farmaci per via endovenosa.

3. Prevenzione delle cadute in ospedale.

4. Prevenzione e gestione del delirium nell'anziano

5. Prevenzione e gestione delle infezioni correlate all'assistenza

6. Segni e i sintomi di uno shock anafilattico.

7. Gestione del paziente con ipoglicemia

8. Gestione di un paziente con ferita chirurgica.

9. I rischi legati all'immobilizzazione prolungata.

10. Ruolo dell'infermiere nella gestione del dolore.

11. Cos'è l'asfissia e come può essere trattata?

12. Cosa si intende per empowerment del paziente.

13. Definire il concetto di cure palliative.

14. Come si svolge un controllo del bilancio idrico e perché è importante?

15. Gestione del paziente con colostomia intestinale.

16. Gestione assistenziale della persona con iperpiressia

17. Segni e sintomi dell'Infarto Miocardico Acuto.

18. Ruolo dell'infermiere nella gestione del sospetto Infarto miocardico acuto in ambito

ospedaliero.

19. Assistenza infermieristica alla persona con wandering.

20. Gestione infermieristica del paziente con edema polmonare acuto.

21. Emottisi ed Emoftoe: differenza e accertamento

22. Gestione infermieristica al paziente con emottisi

23. Prevenzione della sindrome da allettamento

24. Assistenza alla persona sottoposta a toracentesi

25. Gestione di una reazione allergica ad un farmaco.

26. Nutrizione parenterale totale: definizione e gestione assistenziale
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27. Assistenza infermieristica pre-operatoria

28. Tipologie di isolamento.

29. Rischi e complicanze nell'uso della contenzione farmacologica

30. Gestione della persona con dolore cronico

31. Assistenza infermieristica al paziente sottoposto ad emotrasfusione

32. Assistenza infermieristica alla persona sottoposta a trapianto di midollo

33. Assistenza infermieristica alla persona affetta da Morbo di Alzheimer

34. Gestione infermieristica del paziente affetto da Malattia di Parkinson

Garbagnate,08/01/2025 
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1. Cosa si intende per periferica?

2. Cos'è excel?

3. Cos'è word?

4. Cosa si intende per software?

5. Cos'è una rete di computer?

6. Cosa significa "backup" di un file?

7. Che cos'è una chiavetta USB?

8. Cosa significa "download"?

9. Cosa indicano le icone sullo schermo di un PC?

10. Cos'è un firewall?

11. Cosa sono le credenziali?

12. Quali file hanno come stensione ".doc"?

13. Quali file hanno come stensione ".ppt"?

14. Che cos'è un power point?

15. Cos'è uno "spam"?

16. Cos'è un APP?

17. Cos'è un monitor touch screen?

18. Che cos'è un pdf?

19. Qual è la combinazione rapida di tastiera per il comando COPIA?

20. Qual è la combinazione rapida di tastiera per il comando INCOLLA?

21. Che cos'è un CD-Rom?

22. Che cos'è Windows?

23. Che cos'è un Socia!?

24. Esempio di social media?

25. Definizione di Sistema Operativo

26. Definizione di modem

27. Definizione di server
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28. Cos'è un link?

29. Cos'è una memoria di massa?

30. Cos'è una rete wireless?

31. A cosa serve il cavo ethernet?

32. Cos'è un hard disk?

33. Cosa significa password "forte"?

34. Esempio di programma di elaborazione di calcolo

Garbagnate, 08/01/2025 
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J ��ractice a11d Policy Worldwide through Research a11d Scholarship Editoria! The generai results of the �4CAST survey in Italy The issue of health workforce shortage and in particular of nurses, has been debated globally for almost three decades (Aiken & Mullinix 1987, Aiken et al. 1996, 2001, 2010), and has been exacerbated by the recent global Unancial cri­sis.jThe European RN4CAST project has shifted focus from "�bnsidering only nursing workforce planning and workforce volumes to considering the impact of adeguate nurse-pa­tient ratios and work environment on patient safety and the quality of care (Sermeus et al. 2011). The common RN4CAST international protocol (Sermeus et al. 2011) enables data to be analysed and compared with those of 13 other countries European countries. Italy became a partner of the RN4CAST European Consor­tium in 2013 (Sasso et al. 2016), thus becoming the 14th European country to participate in this study. Data collection took place Wom September-December 2015 across Italy, involv­ing 13 Regions, 40 hospitals, 292 units of genera! medicine and surgery, 3716 patients and 3667 nurses. It is important to note that in Italy, the three-year baccalaureate degree has been the entry-level requirement for nursing practice since 1999. Italy's hospital patient-nurse stafUng ratio was shown to be 9.5 patients per nurse, which was higher than the average of approximately eight patients per nurse reported by other European countries (Aiken et al. 2012, Ausserhofer et al.2014). This is statistically signiUcant if we consider that each additional surgical patient per nurse results in a 7% increase in the likelihood of dying in 30 days of admission, a 23 % increase in burnout, and a 15% increase in job dissatisfaction (Aiken et al. 2002, 2014). This implies that in Italian hospi­tals where each nurse cares for an average of nine surgical patients, the risk of mortality is 21 % higher than those where nurses care for six patients. However, data collection needs to be Unalized before this can be deUnitely conXrmed. Linked to patient safety and the quality of care is also the concept of 'care left undone'. Care left undone or missed nursing care refers to 'any aspect of required patient care that is omitted (either in part or in whole) or delayed. Missed care is an error of omission' (Kalisch et al. 2009). 2028 Care left undone has been identiUed as a factor that medi­ates the relationship between nurse stafUng and patient out­comes, and the chances of care being left undone are halved when nurses care for six patients compared with when they care for ten patients (Ball et al. 2016). In the Italian RN4CAST study, the patient care activities mostly left undone (mean 41 %) included oral hygiene, frequently change patient's position, comfort/dialogue with patients, patient and family education, developing or updating care plan, appropriate patient surveillance and planning care. This result also shows that Italian nurses mainly tend to leave undone relational, communication, educational and planning activities, which instead are the ones that mostly distinguish nursing competencies from those of other health professionals, and are obliged to conduct purely practical activities such as administering painkillers, treatment and procedures, and documentation of nursing care. In the Italian RN4CAST study, 36% of the nurses reported that, if they had the opportunity, they would abandon their profession in the next 12 months and the mean age of these nurses was 41 years, and not those who were dose to retirement. Considering Italy's high patient­nurse stafVng ratio, this conXrmed the Undings of Aiken et al. (2014), whereby each additional surgical patient per nurse results in a 15% increase in job dissatisfaction. Job dissatisfaction is also influenced by the work environment, which leads to burnout in 38-5% of the Italian nurses, mostly caused by poor professional autonomy, the lack of educational and career opportunities, and low salaries. These factors negatively influenced way Italian nurses perceived their roles and their professional identity, but did not greatly aTect the way patients perceived the quality of care they received. In fact, 65% of the patients reported that they would deUnitely recommend the hospital they were admitted to friends and relatives, and 78 % of declared that they were listened and respected by nurses. This shows that, notwithstanding the great difXculties, Italian nurses on a daily basis work make an enormous effort to ensure the best possible care but at their own expense in terms of burnout and dissatisfaction. The RN4CAST@IT study has demonstrated that in Italy, there are high patient to nurse workloads in hospitals that © 2016 John Wiley & Sons Ltd 







Allegato n. 4 al Verbale del 8 gennaio 2025 

CONCORSO PUBBLICO, PER TITOLI ED ESAMI, PER N.40 POSTI DI INFERMIERE (AREA 
PROFESSIONISTI DELLA SALUTE E DEI FUNZIONARI). 

8 GENNAIO 2025 

CANDIDATI CONVOCATI - TURNO ORE 8.30 

COGNOME NOME DOMANDA 
s:gTRATTA 

DUCCI ERICA 16 
FABBRIZIO DEBORAH 27 
FAZIO CHIARA 22 
FERRARA DARIO 15 
FIGINI FRANCESCA 18 
FIORETTO CHIARA STELLA 12 
FRATIANNI SARA 1 
GUI GIULIA 32 
HOXHAJ SILVANA 5 
JOY PEREIRA GLINDA 30 
LATAGLIATA LEONARDO 6 
LEONE SONIA 34 

CANDIDATI CONVOCATI - TURNO ORE 10.30 

COGNOME NOME DOMANDA 
EST�"A 

LOCASTRO MARIKA 10 
LOPRESTI CARLOTTA 21 
MAKSYMYK HALYNA 13 
MANCINI CAMILLA 24 
MARCU MARCELLA AURELIA 3 
MARINELLI SARA 20 
MASPERI GIULIA 28 
MASSARO LOREDANA 11 
MA�AVELLI NICOLO' 14 
MATTEUCCI SOFIA 29 
MAZZOTTA DEBORAH 17 
MERAVIGLIA IRENE 8 
MINGIARDI LORENZO 7 
MOLA FEDERICA 9 
MONINA CHIARA 2 
MURA MONICA 33 



Sistemo Socio Sonìtorio 
�Regione KM Lombardia 
ASST Rhodense 

N. 40 POSTI DI INFERMIERE {AREA PROFESSIONISTI DELLA SALUTE E DEI FUNZIONARI).

PROVA ORALE 3 

1. Gestione infermieristica del paziente con disfagia

2. La contenzione: strategie di prevenzione e responsabilità professionale

3. La check list preoperatoria

4. Modalità di rilevazione della glicemia.

5. Gestione infermieristica del paziente con deficit cognitivo

6. Rilevazione del rischio di lesione da pressione

7. Gestione infermieristica di una donna sottoposta a mastectomia bilaterale.

8. Nutrizione enterale: definizione e gestione infermieristica

9. Accertamento infermieristico: metodi e strumenti per la raccolta dei dati dall'assistito e

dalla sua famiglia.

10. La rachicentesi: definizione e gestione del paziente nel post procedura

11. Gestione infermieristica delle complicanze legate alla puntura lombare

12. Gestione del paziente con accesso venoso centrale

13. Educazione sanitaria nel paziente in terapia con anticoagulanti orali

14. L'assistenza infermieristica alla persona sottoposta a toracentesi.

15. Rilevazione del rischio di malnutrizione.

16. Assistenza al paziente sottoposto a ventilazione non invasiva

17. L'isolamento respiratorio

18. Gestione della persona con dolore acuto

19. Assistenza infermieristica al paziente immunocompromesso

20. Assistenza infermieristica al paziente dializzato

21. Valutazione dello stato di coscienza

22. Assistenza al paziente con emorragia del tratto gastrointestinale

23. Gestione e modalità di somministrazione della nutrizione parenterale

24. Medicazione e cura dello stoma tracheale

25. Assistenza infermieristica nel fine vita

26. Educazione sanitaria: ruolo dell'infermiere
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27. Gestione infermieristica della persona malnutrita

28. Il personale di supporto: responsabilità dell'infermiere

29. Gestione infermieristica della persona con insufficienza respiratoria acuta

30. Gestione infermieristica della persona con scompenso cardiaco.

31. Gestione infermieristica della persona con cirrosi epatica

32. Assistenza infermieristica alla persona sottoposta a trapianto di fegato

33. Il ruolo dell'infermiere nei trapianti d'organo

34. Infermiere di famiglia e comunità: ruolo e responsabilità

35. Gestione di un paziente sottoposto a chemioterapia

36. Assistenza infermieristica al paziente sottoposto ad emotrasfusione.

Garbagnate, 10/01/2025 
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1. Cosa si intende per "Malware"?

2. Cos'è un "cavallo di troia"?

3. Cosa si intende per PDF?

4. Cosa si intende per file ZIP?

5. Cos'è una memoria RAM?

6. Cos'è un hard disk esterno?

7. Cos'è una cartella in un computer?

8. Qual è la differenza tra hardware e software?

9. Cosa significa Cloude in informatica?

10. Cos'è Google?

11. Cos'è un sito?

12. Cos' è un calcolatore?

13. Cos'è una LAN (Locai Area Network)?

14. Cosa significa navigare?

15. Cos'è internet?

16. La combinazione dei tasti Ctrl+Alt+Canc premuti contemporaneamente una sola volta a

cosa serve?

17. Qual è la prima azione da fare se il PC non risponde?

18. Cos'è una mailing list?

19. La firma digitale ha valore legale?

20. Cos'è un programma antivirus?

21. Cosa sono i Cookie?

22. A cosa serve il parental contrai?

23. Per cosa posso utilizzare il comando "copia"?

24. Cos'è un Hacker?

25. Differenza tra internet e intranet

26. Cosa sono Facebook, lnstagram, Twitter, TikTok?
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27. A cosa serve il mouse?

28. Qual' è il sistema alla base di un calcolatore?

29. Se volessi scrivere un articolo quale programma utilizzeresti?

30. Cos'è una chat?

31. Cosa si intende per "allegato"?

32. In che cosa è diviso il foglio di lavoro excel?

33. Cosa significa password "debole"?

34. Cos'è un Monitor?

35. Quali file hanno come estensione "exe"?

36. Definizione di cd rom e dvd

Garbagnate, 10/01/2025 
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Exploring the experiences of nurses' moral 
distress in long-term care of older adults: a 
phenomenological study 
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Abstract 

Background: Moral distress is a poorly defined and frequently misunderstood phenomenon, and little is known 
about its triggering factors during ICU end-of-life decisions for nurses in Iran. This study aimed to explore the 
experiences of nurses' moral distress in the long-term care of older adults via a phenomenological study. 
Methods: A qualitative, phenomenological study was conducted with 9 participants using in-depth semi-structured 
interviews. The purpose was to gain insight into the lived experiences and perceptions of moral distress among ICU 
nurses in hospitals a&iliate� with Tehran University of Medicai Sciences during their long-term care of older adults. 
Results: Five major themes are identified from the interviews: advocating, defense mechanisms, burden of care, 
relationships, and organizational issues. In addition, severa! subthemes emerged including respectful end of life 
care, symptom management, coping, spirituality, futile care, emotional work, powerlessness, relationships between 
patients and %milies, relationships with healthcare teams, relationships with institutions, inadequate staffing, 
inadequate training, preparedness, education/mentoring, workload, and support. 
Conclusions: This qualitative study contributes to the limited knowledge and understanding of the challenges 
nurses face in the ICU. lt also o'ers possible implications (r implementing supportive interventions. 

Keywords: Moral distress, Older adult, Aging, Nursing, Qualitative research, Intensive care, Criticai care 

Background Nursing, as a profession, requires regular ethical decision making, which is a vital component of the nurse-patient relationship [1]. In other words, nurses make decisions based on their moral beliefs during the di!erent stages of a patients' li  cycle [2]. These decisions can be in#u­enced by the unique situation or context a patient is in, a patient's �mily or the perspectives of other physicians and nurses [3, 4]. 
* Correspondence: a.yaghoobzadeh@yahoo.com 
5School of Nursing, Arak University of Medicai Sciences, Arak, Iran 
Full list of author information is available at the end of the article

Moral distress is one of the most challenging ethical issues in nursing [5]. Jameton [6] de"ned moral distress as a psychological discom$rt that occurs when a person is unable to complete what they believe to be an ethic­ally responsible action due to internal or external �ctors. Based on this de"nition, nurses may have pro ssional work requirements that con#ict with their personal morals and belie& [5]. Corley [7] drew %om Jameton's work in her descrip­tion of the concept of moral distress. She de"ned it as the physical and intellectual pain accompanied by worry­ing about the impact of decisions involved in patient care on interpersonal relationships [4]. 
BMC © The Author(s). 2021 Open Access This article is licensed under a Creative Commons Attribution 4.0 lnternational License, 

which permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give 
appropriate credit to the originai author(s) and the source, provide a link to the Creative Commons licence, and indicate if 
changes were made. The images or other third party materiai in this article are included in the article's Creative Commons 
licence, unless indicate+ otherwise in a credit line to the materiai. lf materiai is not included in the article's Creative Commons 
licence and your intended use is not permitted by statutory regulation or exceeds the permitted use, you will need to obtain 
permission directly from the copyright holder. To view a copy of this licence, visit http://creativecommons.org/licenses/by/4.0/. 
The Creative Commons Public Domain Dedication waiver (http://creativecommons.org/publicdomain/zero/l .0/) applies to the 
data made available in this article, unless otheHise state, in a credit line to the data. 



Nikbakht Nasrabadi et al. BMC Nursing (2021) 20:156 healthcare system that is unique Eom other countries [28, 33]. Shahriari et al. indicated that the Iranian health­care system is dominated by pillars underpinned by reli­gious and cultural views [29]. In Iran, patient care standards are directed by Iranian beliefs in Islamic moral and ethical [32]. Thus, nurses from di@erent social and cultural backgrounds have di@erent ethical and religious knowledge which may inCuence their moral distress [30]. Overall, consideration of moral distress in various cul­tural contexts and populations is necessary Dr improv­ing the understanding of moral distress in nursing [34]. 
Aim This study aimed to explore the nurses experience of moral distress in the long-term care of older adults via a phenomenological study. 
Methods 
Study design & setting This qualitative study Dllowed the phenomenological method described by Van Manen [35]. Its goal was to explore the nurses' experience of moral distress in the long-term care of older adults. According to Van Menen, interpretive phenomenology o@ers a systematic approach that allows a phenomenon to be analyzed, interpreted, and explored, in order to gain a deeper un­derstanding of lived experiences via the interpretation process. 
Procedure and participants Participants of this research were nurses who work in the ICUs of hospitals afAliated with Tehran University of Medical Sciences. The inclusion criteria involved having a Bachelor's or Master's degree and working in an ICU Dr at least a year. This project was approved by the eth­ical committee of Tehran University of Medicai Sciences. A purposive sampling method is common in phenom­enological studies. Therefore, this study used this type of sampling method with the intention of obtaining in­depth inDrmation Eom each individuai. In purposive sampling, participants are selected based on their spe­ciBc characteristics. According to Van Manen's analysis, stop-sampling (i.e., data saturation) includes abstract­ness, richness, relatedness, and depth. In this study, 9 ICU nurses were included: 4 males and 5 ?males. 
Data collection In-depth and semi-structured interviews were used to collect inDrmation. Interview questions were asked based on the purpose of the study. Three of these ques­tions included: 1. Please share your Brst care experience in the clinica! setting; 2. How do you ?el when you are Page 3 of 10 taking care of an older person who has been hospitalized Dr a long time in the ICU?; 3. What does caring Dr an older person look like in your point of view? Additional research questions were asked based on the inDrmation the patients provided in order to achieve an in-depth interview including "Can you explain more to me?" and "Can you give me an example?" Interviews were con­ducted by one of the researchers (A Y) with training in interview procedures and each interview was checked by ANNA. More interviews were conducted as needed. In order to assure the validity and accuracy of the data col­lection, transcriptions and the coding process were 7one and checked by ANNA. On average, each interview lasted between 20 and 60 min. All the interviews were recorded and transcribed verbatim as soon as possible aFer the interview took place. All participants were coded according to the order of the interview. Van Manen's 6-step analysis method was used Dr data analysis. These steps are as Dllows: turning to the nature of lived experience, investigating experience as we live it, reflecting on the essential themes that characterize the phenomenon, describing the phenomenon in the art of writing and rewriting, maintaining a strong and orien­tated relation to the phenomenon, and balancing the re­search context by considering both the parts and the whole [35]. Two holistic and selective approaches of Van Manen's thematic analysis process were used to extract themes. According to this approach, the interview was tran­scribed on paper, then reviewed several times to gain an overall understanding. AFerward, it was written in 2-3 paragraphs, which helped the researcher immerse in the data. Then based on a selective approach, the text of each interview was read out loud, and the sentences or phrases that seemed to describe the essence of the moral distress in long-term care of older adults were selected and revealed. Research team members then shared and discussed the topics and extracted themes. This process kept motivating other interviews. During these conversations, new Bndings were obtained, and changes were made to previous Bndings. The process of returning to the texts was repeated multiple times, in order to resolve any disagreements and inconsistencies in the interpretations. This process continued until the themes were best communicated with each other. 

The trustworthiness of the study Lincoln and Guba's method was also used in the present study [36]. The assessed items of this method were as Dllows: credibility, dependability, trans?rability, and confirmability. T o examine the validity of the re­search, a trusted relationship was established with the participants. Each interview was provided to the partici­pants aFer analyzing it, and their comments were sought 



Nikbakht Nasrabadi et al. BMC Nursing (2021) 20:156 CCNs described how they were able to advocate "doing the right thing." In other words, knowing these things did not always mean that patients achieved their wishe.s Furthermore, when nurses were unable to advocate on behalf of the residents or their rela­tives, the sta4 3lt powerless to change or influence the care provided, which contributed to their experi­ence of moral distress. Regarding this, participant No. 9 stated: "I myseB feel more responsibility when I care for end-stage patients like cancer patients in ICU. I know that they eventually will die, but I do my best to do alt the needed care. I do believe that, although he/she can't understand what I am doin4 I know that I have to be responsible for his/her care". Major contributors to moral distress include de5cits in knowledge related to end-of-li3 care and symptom man­agement. The interviewed CCNs recognized providing education as one way to improve end-of-li3 care and symptom management. The 6llowing statements were mentioned by participant No.5: '�s it is obvious when a patient is admitted to the JCU, he/she needs critica/ care which requires a competent and knowledgeable nurse to provide alt the care as soon as possible. Unfortunately, some nurses can't contro/ the condition and that makes them feel distressed. lmagine you have a dehydrated old patient who has hypotension. Surely, if you cannot manage this condition, his/ her leve/ of consciousness will be decreased soon and make him/her to ,perience hazardous condi­tions. Knowledgeable nurses can intervene imme­diately before negative things happen. � is great that working in such di0cult ward-needed cert<­cation. This made nurses to be updated and re­1esh their information. Having experienced nurses in each shi2 make me feel at ease and confident ... "
Defense mechanisms Two of the subthemes indicated that nurses use coping strategies when 2cing moral distress. Based on the inter­views, these methods help nurses contro! their condi­tions and more com6rtably partake their duties. When participants were questioned about coping tech­niques, each of the nine participants stated at least one method 6r coping with moral distress. All these methods were related to maintaining self-care and man­aging persona! stress. Methods reported by various par­ticipants included talking to peers and crying. Page 5 of 10 Participant No. 2's beliefs about her colleagues' coping mechanism were particularly interesting. She stated, "Talking with everybody else that went through it with you ... because nobody else could realty understand it the same way." Participant No. 3 said, "Working as a nurse, especialty with older adults who are at the end-stage of /;e, makes you feel uncomfortable. 1t wilt be exacerbated when you continualty work with these kinds of patients. So using techniques which distract you to think about these things will help you to adapt more. I myseB start doing yoga re­cently. Participating in this class makes me feel at ease and relaxed. I recommend you to participate, too." More than half of the CCNs in the current study ver­balized that they considered themselves to be "spiritual or religious" persons. They stated that spirituality is one of the components of moral distress. For example, par­ticipant No. 8 stated that: "Mora/ distress is kind of like an everyday thing par­ticularly in ICU. lt's emotional, spiritual, and even physical at times." Moreover, half of the participants pointed to spiritual­ity as a self-care practice 6r indirectly coping with moral distress. Participant No. 6 noted: "I think spirituality is a kind of seCcare that I have to care of my health and welt-bein5 $en facing older adults in critica/ conditions, I have to relieve mysel/ Thinking and recalling of the most poweLl nature helps me to tolerate these situations and con­tinue to be a nurse. Without any ,a6eration, being a nurse, especially in IC" help me to be more spirit­ual than before. However, I am working in this unit for about 2 years." Also, participants 7equently used phrases and words that described calming, com6rt, belief, peace8l, and mys­terious ways. Here is the statement of participant No.4: "I feel like I have a very strong spiritual sense. I feel like some of my patients can feel that just by me go­ing in the room and calming them... I feel like I don't have an issue with ... end of /;e. So I kind of help families through that. And I think that they do feel that." 

Burden of care Caring 6r signi5cantly ili older-adult patients had some barriers that hampered the CCNs' ability to provide the wanted care. Three subthemes pointed to the 6llowing: Futile care was described by two nurses (participants No 7 and 8): 



Nikbakht Nasrabadi et al. BMC Nursing (2021) 20:156 I was not supported by my doctors and felt belittled and ignorant." Participants reported their experiences with moral dis­tress in the institutions where they were employed. Indi­viduai personalities and interpersonal interactions contribute to positive and negative experiences within the organization, which were also addressed by CCNs. Participant No. 3 explained that she enjoyed the sup­port of both her managers and nursing peers at a health­care ,cility when she was hired as a new nursing graduate. She benefitted 4om a healthy workplace envir­onment and had colleagues who "had your back." Al­though she does not have the same support at her current healthcare ,cility, she had every expectation of a similar work environment, so she now appreciates how "spoiled" she was in her 2rst job. She noted: "You see and you experience some pretty awful things on a day-to-day basis. So to not have a sense of teamwork, it would de0nitely make it hard to get through the 12-h shi2." "Our nursing sta. was very present in the medicai rounds in the moIing. He described the patients' conditions and let CCNs to share their medicai in­formation which they have leaIt. Beside this, he in­volves the patients as well as his/her family to explain what he has +perienced during his/her ill­nesses. He believed that 'each patient is a book' that can help nurses to leaJ more. You know, I think he was trying to limit the gap between theory and practice." 
Organizational issues Lack of sta. was problematic 3r end-of-li- care in ICUs. Speci2cally, the amount of time the sta. could spend with dying patients was reduced. This lack of time prevented the interviewees from providing the quality of care they -lt they were capable of. Subsequently, they experienced distress when unpredicted deaths occurred, especially when older-adult patients died alone because of sta0ng issues. For some patients whom death had been recognized, their ,mily members may choose not to be present and this choice was incongruent with the sta/s priority to have the ,mily present. This scenario can cause moral distress because the staff may think that "the right thing" is not being done. Participant No. 2 stated: "Because of lack of sta/ng was not due to lack of budget, but because no one wanted to work Sta/ng got even worse when someone called in sick, and the administration was not able to get a replacement." Page 7 of 10 "Sometimes, instead of one-hour lunch, you just do 30 minutes because you just want to 1nish it." The next subtheme is inadequate training, preparedness, education, or mentoring. Nurses describing this theme valued competence and expertise. Furthermore, they be­lieved that they were inadequate when they floated to an­other unit, were un,miliar with an older-adult patient' s medicai diagnosis, lacked skills required to care 3r pa­tients, or did not have su0cient skills to operate un,mil­iar equipment. Overall, the interviewees -lt a duty to their patients. But at criticai times, they were unable to act ap­propriately, due to a lack of training, preparedness, educa­tion, or guidance by another nurse. As one nurse expressed, "We need to be better advo­cates for ourselves." This sentiment included involving themselves in the creation of policies and procedures, and continually seeking training and support in order to develop expertise in un,miliar areas. Participants No. 1, 5, 7, and 8 noted, respectively: "This was not what I was prepared to do." "Nursing school did not prepare me for this." "Some nurses are unable to talk to patients [or fam­ilies] about [end-o-l:e decisions]." "We aren 't prepared for that." Participants in one-on-one interviews commented that a lack of support 4om the administration was evident when addressing sta1ng issues and dealing with the res­idents' care plans. Participants -lt unsupported and ig­nored by the administration, and they often -lt trapped in their situations. They claimed the administration did not value the nurses' input, made unilatera! decisions, and ignored their suggestions about improving their work conditions. This was concerning 3r participants who -lt that the administration would not provide the resources they needed. For example, participant No. 2 believed that: "�en you have some residents who are really prob­lematic, and you're not getting the type of response you want ... Not everyone in administration ... I have to be honest with you. You can have a supervisor who is very conceIed and into the problem and will jump into it. But you can get some who will keep on ... pushing everything back on you to do it, despite the fact that you are up to your neck" Moreover, participants No, 1, 4, 5, and 8 respectively stated: 



Nikbakht Nasrabadi et al. BMC Nursing (2021) 20:156 the ICU �om an Islamic lens. Given that nursing is a global pro�ssion, this study provides a new insight �r non-Muslim nurses who practice in Islamic countries. It also o�ers possible implications �r implementing sup­portive interventions to improve the wellbeing or nurses and reduce moral distress. 
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10 GENNAIO 2025 

CANDIDATI CONVOCATI - TURNO ORE 8.30 . COGNOME 
· .. 

OLIVERIO 
PALLADINO 
PARENTELA 
PERNICE 
PEZZONI 
PICARI ELLO 
PIPITONE 
PIZZARELLI 
PONZINI 
ROCCA 
RUSSO 
SANTOSTEFANO 
SARMIENTO 
SCHILLACI 
TREVISOL 

.· . . •. NOME 
·. 

VALENTINA 
MA�EO 
LAURA 
MAURIZIO 
ILENIA 
ANNITO 
SALVATORE 
SIMONE ADRIANO 
MARTA 
JESSICA 
PAOLA 
GIOVANNA 
CATALINA 
GIANLUCA 
EVA IDA 

·•· • ... DOMANDA
.· ��TR4�A 

18 
35 
24 
25 
27 
33 
16 
32 
14 
17 
2 
36 
29 
22 
20 

CANDIDATI CONVOCATI - TURNO ORE 10.30 
. · .. DOMANDA COGNOME NOME 

. EST� A 
BAIOCCHI SARA 10 
DI MARO ROSSANA 11 
SCIARA ROSARIA VALENTINA 1 
SFLIGIO  CRISTINA 13 
SIMONI VJOLLCA 15 
SOLDANO SARA 28 
SPINELLI ROSARIA 12 
STASI MARCELLA 23 
STRINGARU GIUSEPPE 34 
TRIOLO TOMMASO 31 
URSO ANDREA 8 
VELUDO ILARIA 21 
VERARDO MARGHERITA 5 
VITOBELLO GAIA ANNA 4 
WYPLER KRYSTYNA BEATA 3 
HYRA MONIKA 19 
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