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ICU Nurses’ Noncompliance of Critical Care Nursing Standards

Kwon, Soon-Jung’ « Yi, Young-Hee?

Nursing Department, Seoul National University Bundang Hospital
*Graduate School of Clinical Nursing Science, Sungkyunkwan University

Purpose: This study was to determine ICU nurses’ noncompliance of critical care nursing standards in order to
provide basic data for education aimed at improvement in practice and evaluation of quality of nursing care in ICU.
Methods: Data was collected from 150 nurses who work for three educational hospitals which have more than 800
beds and located in Gyeonggi province using questionnaires from September 2007 to October 2007. Results: The
highest categories of noncompliance of critical care nursing standards were admission care(2.71+.60) and infection
control(2.31+.70). The main causes of noncompliance critical care nursing standards that nurses regarded as causes
were lack of attention(80.7%). ICU nurses mainly reported their noncompliance to charge nurses(89.3%) within
30minutes (84.7%). The reasons they reported were to solve problems rapidly and correctly, to reduce a harm to
patients, and to prevent making noncompliance again. The reasons they didn’t report were that they thought it
might be not a problem and there was no change of patients’ conditions. Conclusion: ICU nurses’ noncompliance
of critical care nursing standards was determined, therefore it can be used for prevention of further noncompliance.

Keywords: Nurses, Intensive Care Units, Guideline Adherence

l. ME P ol o e e B S G | R o e o L S e e

Hge vhgon AL AT RO2 A, 24, B

1 04710 = QA 7F, AAY s A9 1HE S A-8ske] 2] A7 3l
2l 2218 F=rtHAmerican Association of Critical Care

SEA O WA A oA SR A8E EEst Nurses, 1981), o S8kt 1t3.9] Hix s PAdstr] 9l
A Holl upel F3A} 7kE o] F o Ao tigk 914]o] F718Fal American Association of Critical Care Nurseso A& 7H&

F20{|: SER oA SER ASHFHEE, 201Y
Address reprint requests to: Kwon, Soon-Jung
Nursing Department, Seoul National University Bundang Hospital
300 Gumi-dong Bundang-gu, Seongnam-si, Gyenggi-do, 467-707
Tel: 82-31-787-3460 CP: 82-10-8890-1296 E-mail; ksjunge@naver.com
2319): 2000, 2. 26 AAFe]E|2: 2009. 2. 26 AABAL: 2009. 4. 4

36



e SHeR SR 1He o) e, AR He, FF0] &
o] Hof A3 tEE o|F= MY &5 ANTALH, oF
EEolRt A9 71T AlFS 8olsHA shal Brish]
Qs A2 A o)E tH American Association of Critical Care
Nurses, 1981), 7tS 33 AMEsto =2 A AL F2 71
SAbe] QB MRS 2ol S o7 7h59] A&Aol

tj(Halloran, Honkomp, & Mahaffeyl 1990),
29 2% B4E 4RGN A9 e
Aseoza g 7idfo] it U5 4
|83t 7P§/\P S ejQge]dat e =Y
B7HA 5
1999). j.EiEE ﬁ%ag 1 75 AR B2 )
24 Bolele] A|&HoZ 7150 A
4=3lojof gtk (Halloran et al, 1990)
selete) A9

O

)

ogé il ru{o

=

A THSwansburg & Sw

il

)

N

f
o
4|

AN AN

)

=
>

N
=]
f

N

2
o
X fofo

o
E3
I

o

)

o,

S~
ek
ofo

O
N{E HE
L 9

o2

i
o

~
ot
1o

,
==
2,

O

=i}
=

A3

rick

sl 2ol 4] 447
B A2 A

oo o o

2
=
o
=

2
jus)
%
=
=)
as,
o
)
S
S
S
>,
=
)
].ﬂ
ri
of
e 1o 30 oo

©

37

g asicy, o)e] 49200 | e
£ 715 oo digt A7} Be] 5
bahose Zolv] 9o AgdoR
oleh(Wears, 2001), ZZ2ju} ofo] yla o]
A A1 Lol W2, AEHel Ho) gelo el o
2 AEA5l 97 mzoﬂ i BASS rhHes o

AAolol A o|mr|wel A Bl
21 74of) Batalrh Ao| HdA
& 724 A7) ai Eﬁoﬂﬁﬁh

o
=L

Rtorr
3o

]
>
fr mlo

s}
L1
e

o
o

s
=
)
=]
aQ

2
Ea)
o

=

re
-
rr
£Q
fr

ofN ol
ot -
=
i1ad
1o
oN,
Ho
N
u



SEXUSESX| M2H 15

(American Association of Critical Care Nurses, 1981) ¥ &
TFo A= HY7SALS](Hospital Nurses Association, 2006)
oA AARE FEAE T, Em7IH FIE AR A
(Ministry for Health, Welfare and Family Affairs, 2005)2]
A & HYS3A S AL (Korean Association of
Critical Care Nurses, 2007)o]| 4] A *]i{ FEA} P A
& uigom 1 AvAph QA A 75, A4 % 2k, B4 A

, HZE
2459 37 0.2 FR3fo] AT PHEATRES e,

al,,
Eold AEE WrH4z
Ay, slek1d) < 44

=
o2l
~

| 7R QTER), 79 T
=2 olgato] A4 Uerpolt,

4
ik

2,97 e

A71% Ao Gl 80094 o4 thet
F3) e SRS 2Reks

Qo ST,

=

oF Md

o

©.3}]
o

/\}Q(Hospltal Nurses Association, 2006)]A]
3 s 2T o)27)# B7} A (Ministry
for Health, Welfare and Family Affairs, 2005)2] ZZ-#}
HE O H=2351x171 5 AL (Korean Association of Critical

Care Nurses, 2007)o]| A A|AgE S84} o] 3o &

UGS HigOR B ATAL AEA Y 2S A F
8ol AE7E 1H(HEt W 19), HERA 19, $7HEAt
6)9 W AES AR £ neste] HF HEAZ Y

st tHContent Validity Index=0.76).

A& W& A didAte] dutd 540 S s
FEE ol HF =S Al F FELRE FAH
e, o] F =old AHREE YA Al 222, YA
T 1T(692%), HA A 2 (429) 5 3 99, 65272
2 A A T e oA 785 (1729), FoF
(102, #0206, AtE6E7), SAHA
AAE o8 1E(1289), =F 2 FEFRANEUEED),
O]FENTMUER), 7IHHGBERD Y AR FHom FEEIH.
=0 A %‘é‘ol TGl Agshe &S sl

14y 9 44 A== =A35}9c}
AFEF AFE BEL 93 F3bAs

3L 10

Al
=
Yoz AAste] AP 2ARE AA5F92 ™ Chronbach's
= 0.910]91t},
4 X2 4717 el
Abg RS 20079 99 23U FE 109 5U71A] o] FolFl e
o, & 165td-4 "41”11'0“71] A TrE':Z]% 23 HH—rOHﬂ Z]-7} ok

2 TS 93] AT B BEFAC] AP B
2 Agela AT Aol it S B F AL Sayst
it

AR

A% A2 = SPSS £4) =2 13(12.0 version)S o|-&
sfol wAjatolrt,

1) gi/d=ke]

e
=
)
Am
o,

Hr o rlo
L
o

2) 84 HEATRE Bold ot thke] YA
Aol w2 Bol3 Y WpT REUAE oS4,
3) FHA ATARRE BB U % Aol B &



il
M
1%
flo
rE

A AR URbA ] Abe oh 3t
26 9N 2 26~30A]7} 6478(42.7%) .2 714 wkoka
Bl vl&o] 1117(74%) &2 diFso]glom,
55%4(36.7%), 7153 507(33.3%), A1 3092
Zo] 889(58.7%) 0=
A= WakA 747(49.3%)3 Q1A 768
AL P 43490 1 o]A~4

20

I 15%(10,0%) £

g gk, 2%

(50.7%)°]1 32

I, ¢4 Zz}

1. thedRle| et S

ot} shele

2o A

0w rlo
=2 ro o,
e dlo ok Ml

=)
R
<

1
=
o gGF 421902 2~30] 56T(37.3%) S 2 714 Wkt
aE)3 AR 3 146(97.3%)2 1

(2.7%)Fo] A3}/ Y 7F2AFAEKTable 1),

= 1.90+0.412 ZA 4
TR, 0) A2 Yl tTable
-“ﬁiﬁﬂ
% +5(2,31+,70)

Table 1, General Characteristics of Subjects
Variable N(%) Mean
Age(yr) <25 62(41.3) 269
26~30 64(42.7)
31~35 18(12.0)
> 36 6(4.0)
Marital status Married 111(74.00
Unmarried 39(26.0)
Religion Christian 50(383.3)
Catholic 30(20.0)
Buddhist 15(10.00
None 55(36.7)
Education 3-year nursing school 54(36.0)
Bachelor 88(58.70
Master 8(5.9)
ICU type Medical 74(49.30
Surgical 76(50.7)
Clinical <1 23(15.3) 434
experience(yr) 1~4 54(36.0)
4~7 33(22.0)
>7 40(26.7)
ICU <1 23(15.9) 421
experience(yr) 1~4 56(37.3)
4~7 36(24.0)
>7 35(23,
Position Staff nurse 146(9

Charge nurse

3)
7.3)
42.7)
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Table 2, Noncompliance of Critical Care Nursing Standards in Each Category (N=150)
Category M(SD)

Admission care 2.71(0.60)

Basic care 1.99(0.77)

Medication 1.74(0.39)

Blood transfusion 1.41(0.56)

Infection control 2.31(0.70)

Patient monitoring 1.96(0.73)

Material and drug management 1.62(0.66)

Transport 1.76(0.71)

Other nursing care 1.30(0.52)

Discharge care 1.82(0.67)

Total 1.90(0.41)
£.58) &} T4 Q] AR B BHE S4% 2 2ol WA 1HFARY] o8 F2(80.7%)0 kL
Aol QIrk2.68+.62) 9 F BB HE Holy b o ekt 497} Y Wk, 1 e o huate QR 7
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Table 3, Noncompliance of Critical Care Nursing Standards for Each Item (N=150)
Category Item M(SD)
Admission care Nursing intervention was delayed due to a lack of advance informations about patients, 2.74(0.58)
Family membets complain of inconvenience due to a delay of providing information of ICU, 2.68(0.62)

Basic care I have an experience of doing bathing, perineal care or position change without considering 2.70(0.59)
patients’ privacy.
Patients experienced oral bleeding due to improper oral care, 2.37(0.65)
Patients reported vesicle bursts induced by inappropriate skin care and change of position, 2.46(0.64)
Skin condition and skin ulcer status of patients were recorded incorrectly. 2.21(0.70)
Bladder and bowel managements were not carried out due to inappropriate recording, 2.10(0.73)
There has been no collection of urine due to improper insertion or patency check of urinary catheter, 1.77(0.72)
There has been an incidence of urine bag touching floor, 2.12(0.84)
Patients almost fell from the bed due to improper assessment after sedative medication discontinued 1.56(0.61)
and an altered level of consciousness,
A 15 seconds or total of 5 minutes of suction has been administered. 2.00(0.85)
A suction has been administered to patients with E-tube without considering proper pressure 2.01(0.73)
and catheter size accordingly,
There has been an incidence of using same catheter for oral suction and E-tube suction, 1.66(0.84)
There has been an incidence of not doing hyperventilation after or before suction, 2.16(0.75)
A gastric feeding was administered prior to assessment, 1.81(0.75)
Patients experienced vomiting due to suction or position change during gastric feeding. 1.71(0.68)
There has been an incidence of discarding checked residual gastric contents before gastric feeding 1.63(0.72)
administration,
T-cannula was extubated during coughing or position change due to poor inspection placement 1.42(0.60)
and balloon,
Even with restraints, E-tube was extubated., 2.36(0.77)
Medication Drug administration time was delayed. 2.76(0.51)
Prescribed medication was not administered. 1.74(0.66)
Prescribed medication was over or under administered., 1.69(0.62)
Medication on hold has been administered. 1.48(0.56)
After medication was administered on verbal order, there has been a conflict due to unchecked 1.99(0.70)
written order .
There has been an incidence of administering conflicted medications which cannot be administered at 1.58(0.65)
the same time,
Medication was injected to where phlebitis or edema took place, 1.94(0.79)
There has been an incidence of changing method of medication administration, i.e) IM — IV 1.30(0.54)
There has been an incidence of administering wrong medication to a wrong patient as the medication 1.39(0.57)
were prepared by third party health care professional,
There has been an incidence of not returning wrongly delivered medication. 1.55(0.69)
Blood transfusion There has been an incidence of ordering blood without checking ABO Rh/ X-matching and such tests 1.82(0.75)
were ordered afterwards,
There has been a misunderstanding of patients information as previous patients’ ABO Rh were 1.21(0.45)
completely removed from boards,
22G route was used during red blood cell or whole blood transfusion, 1.22(0.49)
Infection control Hand washing was not carried out according to the guideline, 2.56(0.66)
Linens which were in direct contact with patients were placed on the floor during bed bathing or 2.68(0.70)
bed making,
-continued
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Table 3, Noncompliance of Critical Care Nursing Standards for Each Item (N=150)
Category Item M(SD)
After equipments were used, separations for recycling were not carried out according to 2.20(0.70)
germ identification,
Healthcare waste was discarded with regular garbage, 1.96(0.77)
Other healthcare professionals or family of patients were allowed to the room without verbal or written 2.30(0.72)
information,
Infection control guideline was not carried out with germ identification. 2.21(0.67)
Patient monitoring Electrodes were placed on wrong position for ECG monitoring., 1.63(0.65)
Rhythm or HR was incorrectly recorded for ECG patients. 1.88(0.70)
Setting or observation was incorrectly recorded for patients with ventilator, 1.85(0.68)
There has been an incidence of job difficulties due to misunderstanding of ventilator parameters, 2.02(0.73)
Condensation in ventilator tube was ignored and other duties were carried out, 2.14(0.75)
Distilled water was added even when there are distilled water presented in the ventilator, 2.33(0.79)
The monitor was set on suspended or silence alarm without setting the mode according to the patient 2.06(0.68)
condition,
While infusion pump was on use, infusion set was replaced for wrongly applied set, 1.69(0.76)
There has been a discrepancy between applied amount and left over amount due to miscalculated 2.02(0.75)
infusion rate,
The Alarm was on due to unchecked patency of infusion set, 2.17(0.77)
Zeroing for EVD patients was not carried out after patient transfer or position change, 1.68(0.70)
Zeroing for patients with A-line or CVP was not carried out after blood sampling or position change, 2.06(0.89)
Material and drug There has been an incidence due to improper recording of used or unused narcotics, 1.82(0.77)
management Loss had occurred as medication that was about to expire were not replaced promptly, 1.70(0.67)
Expired or about to be expired sterilizer were left in the room., 1.44(0.55)
Broken medical equipments were not reported to the managements, 1.52(0.65)
Transport Patients almost fell off the bed during transfer as the bed was not locked, 1.41(0.56)
Portable monitor or infusion pump was turned off as the status of rechargeable battery was not checked. 1.88(0.73)
Portable oxygen tank status was not checked before transfer and additional portable oxygen tank had 1.84(0.78)
to be used,
Without proper preparation (i.e, no consent, inappropriate IV setting), patients were sent to 1.94(0.77)
diagnostic room.,
Other nursing There has been an incidence of spark from the electrical outlet due to water on plug. 1.13(0.37)
care A Plaster was used for the removed wire insulator 1.14(0.45)
Due to unwritten DNR, there has been an incidence of conflict, 1.65(0.75)
Discharge care Patients were transferred without prescribed medication and equipments, 2.54(0.66)
There has been an attempt of discharging patient who did not pay the hospital account, 1.44(0.60)
Death certificate had to be reissued as all relevant information were not correctly checked, 1.43(0.65)
Loss had occurred as disposable supplies and medications were not applied to the hospital account 1.88(0.77)
of discharged patients immediately,
5(6.4%), AR At IAE dolug 67(4.8%), A 29(1.6%) 2= UETEH
O] QHHE SlolAl 37(2.4%), A 75 7t okstr] i NS ARRZE Bolg) A BIIsA] &S o]go B st
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Table 4, Causes of Noncompliance of Critical Care Nursing Standards (N=150)
Causes N(%)
Lack of attention 121(80.7)
Overwork 110(78.3)
Ineffective communication with doctors and nurses 96(64.0)
Lack of knowledge and skill 78(52.0)
Time limitation 66(44.0)
Some unavoidable circumstances 59(39.3)
Lack of a habit of practicing nursing standards 58(38.7)
Lack of conscience 47(31.3)
Malpractice by others 39(26.0)
Unpredictable patient’ s condition 29(19.3)
*responses are counted twice or more
Table 5, Noncompliance Management (N=150)
N(%)
Report to Charge nurses 134(89.3)
Head nurse 13(8.7)
Co-workers 42.7)
Doctors 2(1.3)
Time to be taken to report <0.5 hour 127(84.7)
0.5-1 hour 18(12.0)
1-6 hours 5(8.9)
Y6 hours 000
“responses are counted twice or more
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