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INTRODUCTION
─

• Evidence-based clinical care guidelines improve medical 

treatment by reducing error, improving outcomes, and 

lowering healthcare costs 

• Challenges in clinical guideline implementation include a low 

number of internationally recognized PICU guidelines, health 

care perception of guideline trustworthiness, passive 

dissemination, and lack of actual data of compliance 

measurement

• While there is some data on strategies that can be used to 

increase individual guideline compliance, no data exists on 

practicality and feasibility of measuring the overall 

compliance to multiple guidelines in an ICU



OBJECTIVES
─

Primary Objective:

• Investigate the plausibility of accurately measuring compliance in 

multiple complicated guidelines in the PICU

• We anticipated an increase in compliance as the study progressed in 

response to observation (Hawthorne effect)

Secondary Objectives:

• Record reasons for non-compliance

• Measure related to patient outcomes to identify areas for improvement



METHOD
─

Design: Prospective single center observational cohort. Adherence to 19 difference clinical practice 

guidelines were prospectively measured by a research coordinator.

Setting: Tertiary academic pediatric medical-surgical ICU. 

Patients: 814 patients admitted between June 22, 2016, and June 21, 2017

Inclusion: PICU admission > 24 hours 

Exclusion: None

Analysis: Compliance score generated for each patient by assigning a binary compliance score (0 for non-

compliant, 1 for compliant) for each relevant guideline. A “non-compliance reason score” (NCRS) was 

generated when a guideline element was not adhered to; NCR1 - good reason, NCR2 - no time for 

guideline, NCR3 – guideline not believed by care provider/individual practice variance, and NCR4 – no 

reason was given.

From this, a 5-element guideline event compliance vector defined with a Boolean compliance value and 4 

mutually exclusive Boolean NCR. The mean of all these values became the criteria compliance vector. 

Linear regression was completed on compliance over time to investigate possible Hawthorne effect



RESULTS
─

• Overall facility compliance was 77.8% over 4512 compliance 

events, involving 826 admissions by 814 patients

• Guidelines with the highest compliance were stress ulcer 

prophylaxis (97.1%) and transfusion administration such as fresh 

frozen plasma (97.4%) and platelets (94.8%)

• Guidelines with the lowest compliance were ventilator associated 

pneumonia prevention (28.7%), central venous line protocol (44.6%) 

and vitamin K administration (34.8%)

• There was no significant change in compliance over time. 



CONCLUSION
─

• Measuring PICU guideline compliance was complicated and time intensive

• Overall compliance was surprisingly high, despite a lack of electronic medical record forced 

functionality. 

• Guideline compliance did not improve over time as was anticipated. 

• Compliance varied widely between guidelines, and similarities in highly adhered to guidelines 

included easy readability (single page decision flow diagrams or checklist), simplicity and binary 

decision branch points, and multidisciplinary stakeholder engagement when done well. 

• Poor compliance was more often seen with physician or nursing perception of guideline 

trustworthiness, and when clinicians had limited time to review/implement guideline steps. 

• Measuring guideline compliance, though onerous, and correlating this to patient outcomes, allows 

for evaluation of current clinical practices and identifies actionable areas for institutional 

improvement. 
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