
Nursing in the new millennium: Ten
skills every nurse manager will need
Managers must be able to communicate effectively, meet new challenges

Exploding information technology. The ICU without walls. An
increasingly frustrated, aging work force. These are just a few of
the challenges awaiting nurse managers in the new millennium.

As critical care nursing enters the 21stcentury, the successful man-
ager will be one with strong people skills and the ability to adapt under
rapidly changing circumstances, according to a sampled cross section of
critical care leaders.

Nurse managers’ skills will be tested on many fronts, including
financial management, adaptability to increasing responsibilities, and
the ability to transition from authority figure to collaborator in partner-
ship relationships with others, including physicians.

The good news is that the health care world is shrinking. The ICU is
becoming an integrated part of other segments of health care delivery
such as acute care and home care. As a result, the ICU manager of the
future is likely to function as a member of a network of nursing care
professionals in a broad continuum-of-care team environment.

The bad news is that head nurses are likely to inherit a bigger
scope of practice and a larger piece of the health care pie to oversee.
Furthermore, issues such as the severe nurse shortage, increasing
patient census and acuity, and outside pressures to make the ICU a
responsive yet cost-efficient engine are not likely to go away. Rather,
they’ll demand quicker action and new responses, experts say.

“These are not new skills for managers,” says Justine Medina, RN,
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MS, CCRN, a clinical practice specialist with the
American Association of Critical Care Nurses in
Aliso Viejo, CA. “Most managers already pos-
sess these abilities. But they’re going to have to
really hone these skills to meet the changing
environment.”

People skills will be paramount

Topping the skills list and ultimately affecting
all others will be the manager’s ability to work
with people — the nursing staff, physicians,
administrators, and third-party payers. Indeed,
everyone interviewed by Critical Care Management
for this report spoke about people skills as an
absolute requirement.

“I call these ambassador skills,” says Medina.
“It’s the ability to communicate effectively, to deal
with adversity, to make people feel like they are
important and a part of the solution [to problems].”

“The head nurse of the future will have to be a
true caretaker of the ICU. Someone who has the
keen ability to work with people and their differ-
ences,” says Debra Byram, RN, MSN, a nurse con-
sultant in acute and critical care with the National
Institutes of Health in Bethesda, MD.

Supplementing the menu of new millennium
skills, the manager of the future also will have to:

• Understand and work with complex informa-
tion systems. “The ability to study, analyze, and
interpret patient data and work with ease in a tech-
nology-oriented environment will be a must for the
future nurse manager, according to Tom Rainey,
MD, an intensivist and president of CriticalMed, a
hospital consulting firm in Bethesda.

“It’s not just the data but the information pro-
cess itself that will make demands on managers’
attention,” Rainey says. Virtually everything
known about patients from their acuity level to
the cost of their care is translated into digital lan-
guage and stored in information systems, which
in turn make the ICU a small but integral part of
a much large complex of a data-dependent health
care delivery system.

Furthermore, new information regarding
patient classifications, severity of illnesses, and
quality-of-care benchmarks are filtering into hos-
pitals daily in digital form. Managers who don’t
understand the Web and other technologies will
not keep pace, Rainey adds.

• Adapt quickly to an expanding universe.
The traditional ICU’s walls are breaking down,
and critical care medicine is moving rapidly into
new and uncharted territory. Patients are being

discharged from the ICU directly into intensive
home care programs under supervision of
licensed critical care nurses.

The shift to home care is still isolated but
already shows signs of becoming a trend in
neonatology. Payers and patients’ families have a
common interest in getting babies home as
quickly as possible where they are likely to do
better, says Frances Strodtbeck, RNC, DNS, co-
director of the neonatal nurse practitioner pro-
gram at the University of Cincinnati School of
Nursing.

The ICU manager will have to learn the land-
scape and adapt quickly to its demands, says
Strodtbeck, who also serves as president of the
12,000-member National Association of Neonate
Nurses in Des Plaines, IL.

• Respond to an aging work force. A critical
task for the manager of the future will be the abil-
ity to effectively address the severe nurse short-
age in critical care, according to some experts.
“We have yet to see the full effect of this crisis,”
Medina says.

Staff development, recruitment, and retention
are likely to become the biggest challenges in nurs-
ing in the new millennium, says Byram. Mentoring
young nurses and cultivating new nursing school
talent will become priorities. The present median
age of nurses in critical care and certain other spe-
cialties is 45. New nurses are reluctant to go into
intensive care, and nursing staff turnover at hospi-
tals in large cities and rural areas alike has defied
efforts to reverse a growing shortage.

The aging factor will raise concerns about pro-
ductivity, nurse-patient ratios, declining skill lev-
els, and potential on-the-job injuries. The new
nurse manager “will have to pay attention to the
ergonomics of the ICU and create a stable, recep-
tive work environment where nurses will feel
needed and supported,” Byram notes. The nurse
of the future will have to manage not only people
but their working environment as well.

• Participate in evidence-based research.
Encouraging nurses to incorporate evidence-
based research into clinical practice is already
occurring in some ICUs but will accelerate as
clinicians continue to face concerns from payers
for better, faster patient outcomes. Advanced
practice nurses, nurse educators, and clinical spe-
cialists are playing important roles in knowledge
transfer, says Byram. Savvy nurse managers can
help facilitate those advancements by encourag-
ing best practices and prioritizing new learning
among staff.
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• Identify and promote similar incentives. The
ability to work with colleagues outside the ICU is
likely to become more important as step-down
and intermediate care units flourish and patient
lengths of stay are trimmed, Rainey says. The
nursing world is increasingly becoming a place
where managers have to negotiate and align their
incentives with others to get things done, he adds.

Getting patients admitted or transferred in a
timely manner should proceed like clockwork, but
doesn’t because of misaligned incentives. Everyone
is working with separate agendas, Rainey says.
Effective managers must build positive relation-
ships with colleagues. That means working outside
of the ICU’s narrow box. “The system is built for
smooth patient flow, but there are dozens of times
in a day when vested interests create traffic jams.
The manager of the future will have to know how
to sail these waters,” he concludes.

Manage environments, not just people 

• Manage shifting environments and grow-
ing responsibilities. Downsizing and integration
are the two biggest operational challenges that
will affect ICU nurses in the next decade. The
effective manager will have to be a quick study
and learn to adapt to sudden drops in allocated
beds and census and sharp increases in job
responsibility, says Kathleen Taylor, RN, MSN,
CCRN, ICU clinical manager at 200-bed Liberty
Hospital near Kansas City, MO.

Nurse managers are already seeing their
responsibilities double and triple as medical, sur-
gical, and pediatric acute care departments once
considered completely outside the ICU’s purview
fall under a single critical care management wing.
The cost-saving objectives of the trend coincide
with efforts to reduce occupancy and save dollars
by shrinking the size of ICUs whenever possible,
Taylor says.

• Master financial concerns. A decade or so
ago, when Taylor became an ICU manager, finan-
cial management wasn’t a head nurse’s job.
Today without some financial skills, an ICU nurs-
ing director will not last long. The ability to create
practical, effective budgets that control costs has
become an imperative for nursing management,
says Taylor.

Ever since health care took on the qualities of a
business, nurses and physicians have been thrown
into the dual roles of caregivers and entrepreneurs.
But the trend has been positive for nursing, Taylor
says. More and more nurses have earned advanced

business degrees, which in turn have given nurses
greater voice and influence in corporate decision-
making, which bodes well for nursing’s future,
Taylor says.

• Provide leadership in a growing partnership
environment. According to veteran critical care
nurse Bonnie Wesorick, RN, MSN, the workplace
of the future for nurses will be one in which the
team will prevail over the individual. In that set-
ting, nurse managers won’t be authority figures as
much as lead partners with other professionals
such as therapists and social workers.

And they won’t be subordinates clinically to
physicians as much as true colleagues in a collab-
orative relationship, says Wesorick, president of
The CPM Resource Center in Grand Rapids, MI,
an organization that advises providers on staff
development issues.

The emergence of advanced practice nurses
already has revealed a trend in which nurses will
be relied on for more than bedside management.
Their special skills and opinions will be valued in
a multidisciplinary team environment. The nurse
manager will be one of several important players,
Wesorick says. He or she will have to rethink the
traditional manager’s role from authority figure
to role model, or a “senior partner” on the clinical
team, Wesorick says.

• Create new work cultures for the next gen-
eration. Currently an embattled group, nurse
managers are exhausted by top-down demands
placed on them as individuals. But they will not
have to go it alone in the new team matrix, says
Wesorick. The team model will give managers an
opportunity to create healthy working relation-
ships with peers, as accountability for efficiency
and patient care becomes the team’s responsibil-
ity not just the manager’s alone.

The ICU itself is fast becoming part of a
larger integrated organization of diverse clinical
specialties. “The whole mindset of separate hos-
pital departments will be gone,” Wesorick says.
“Managers won’t be unit-focused anymore, but
true systems-thinking people.”

As gatekeepers of an integrated ICU model,
managers will play an important role in main-
taining a culture based on teamwork to attract a
supply of new nursing talent from schools and
mold the graduates into professional critical care
specialists, Wesorick predicts. 

“Nurses are going to be leading the next big
movement in health care because the patient-care
process has always begun with the nurse,”
Wesorick says.  ■
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Denver hospital reduces
sedation drug costs by 80%
Drug choices, dosing rules boost effectiveness

Effective management of sedation agents in the
ICU makes good medical sense. But ICU man-

agers also face keen cost-control pressures. That’s
why the news that a Colorado hospital’s ICU staff
got not long ago came as a welcome surprise.

Clinicians at Centura-St. Anthony Central
Hospital in Denver were stunned by the discov-
ery that their sedation drug costs in the medical
ICU had dropped by 80% without any adverse
reaction in patients.

According to a report issued last year, the criti-
cal care team at the 498-bed hospital began in the
spring of 1996 to streamline the use of an arsenal
of analgesics and benzodiazepines commonly
used to sedate ventilator-dependent and other
critically ill patients.

The goal was to study the optimum effective-
ness of an array of drugs most favored by physi-
cians in hopes of narrowing the list to the most
effective ones.

“We wanted to standardize their use to get an
accurate measure of how well they worked on
patients. It’s hard to know which medications are
most effective when there are so many different
regimens in use,” says Joseph Heit, MD, director
of the medical ICU at Centura.

The study’s objective wasn’t cost savings but
better patient outcomes. But the unexpected 80%

drop in costs per patient per day over a 12-month
period couldn’t be overlooked. “It came as some-
thing of a surprise,” Heit concludes.

Following the introduction of the unit’s new
sedation protocol, the average sedation cost per
patient/per day dropped to as low as $6.23 from
an average of $49 per day. The average amount
fell to $9.80, according to figures reported by the
hospital.

Formularies limit drug choices

In critical care, setting up an effective sedation
protocol can be elusive. Although the choices of
drugs are relatively limited to hypnotic propofols
and benzodiazepines, the variety of individual
sedatives that fall into these two categories and
their dosages on patients can vary broadly from
patient to patient.

Individual clinicians tend to order sedation
agents on the basis of what works best in their
opinion, says Heit. And nurses use their own
interpretation of pain and anxiety when adjusting
dosages. The dosage can vary substantially
depending on the patient’s condition at a given
time and the attending nurse’s own perceptions
of pain and discomfort.

Consequently, the wide variability in dosing
and the specific sedation agents used make
managing sedation in the ICU difficult, says
researcher Anne Pohlman, RN, MSN, CCRN, a
clinical nurse specialist in the adult ICU at the
University of Chicago Hospitals. “There is no
perfect drug.” 

But that shouldn’t deter nurses, adds Pohlman,
who spoke at last month’s National Teaching
Institute meeting in New Orleans, sponsored by
the American Association of Critical Care Nurses.

In reality, many of the decisions regarding
drug choice and cost already have been made by
the hospital in the form of drug formularies,
which indirectly dictate which drugs are
approved for use.

In most cases, these will be the cheaper, more
generic drugs that also may be shorter lasting. For
this reason, ICU managers and physicians need to
be keenly aware of the myriad effects these hospi-
tal drug-buying decisions will ultimately have on
patient outcomes, lengths of stay, and the ICU’s
cost structure. “It’s not enough to say that the
cheaper drug will be less effective. Nurses need to
work with what they have and reassess each
patient continuously,” Pohlman advises. “A
cheaper, shorter-lasting titratable drug may work
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Setting up an effective sedation protocol can be
tricky and elusive. Variability in drug choices and
dosing regimens defies most managers’ ability to
achieve uniform, measurable outcomes and cost
controls. But a Colorado hospital managed to
achieve both by:
• working with the clinical staff in narrowing a list

of sedation agents down to two;
• adopting concrete guidelines for dosing patients

using an agreed-upon pain rating scale;
• allowing physicians sufficient freedom to diverge

from the protocols but reporting each instance;
• agreeing to the selected drugs on the basis of

effectiveness but also acknowledging their lower
cost.

EXECUTIVE SUMMARY





CDC: Drug-resistant bugs
are on the rise in ICUs
Hospital infection control steps may need boosting

Recent news from the front lines in the war
against hospital-borne bacterial infections is

not encouraging. In January, the Centers for
Disease Control and Prevention (CDC) in Atlanta
quietly reported a disturbing increase in antibi-
otic-resistant nosocomial infection rates in inten-
sive care units.

The surveillance data hardly surprised some
hospital infection control workers. They’ve
known for years about the need for stronger
infection control measures.

But the CDC data and the hospital commu-
nity’s response to it seemed to beg two important
questions: Why aren’t existing infection controls
working and what can be done about it?

Some infection control experts say that effec-
tively managing endogenous (patient-borne) and
exogenous (environment-related) pathogens, the
two main causes of nosocomial infections, may be
more complex than faulting human error or inef-
fective policies. In fact, advancements in medical
care may be partly responsible for the growing
rates, some experts say.

The difficulty with attacking infection rates in

ICUs has coincidentally risen with the trend
toward better ICU care, according to Janet M.
Serkey, JD, RN, an infection control officer and
attorney at The Cleveland Clinic Foundation in
Ohio.

Medical advancements, better technology, and
stronger antibiotics have improved outcomes and
reduced mortality rates. Sicker patients are being
kept alive longer today than in the past. The
trend has saved lives but indirectly has con-
tributed to a higher incidence of pathogen
growth, Serkey says.

“We have bypassed the body’s natural defense
mechanism to fight off these pathogens” by an
over-dependence on antibiotics, she explains.
Antibiotics alone have contributed to the problem
by effectively quashing one type of infection only
to lay the foundation for another, often stronger
pathogen, she adds.

As a result, “we actually end up selecting in
favor of drug-resistant pathogens in the ICU,”
she concludes.

The subject is gaining importance because stud-
ies have shown that infections are a major deter-
minant of both morbidity and mortality rates in
critical care units (CCUs), and they prolong the
length of stay in both the CCU and hospital.1

In its surveillance data, which the CDC has
regularly published since the 1980s, the agency
identified rates of antimicrobial resistance in a
group of pathogens commonly responsible for
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weaning for some patients improved and patient
complaints of pain (reported retrospectively
through interviews with family members and satis-
faction questionnaires) had dropped significantly.

The rates of change in both categories were dif-
ficult to quantify exactly because additional vent-
weaning strategies were simultaneously being
used with the sedation protocol. They included
shorter intervals of nurse-patient monitoring and
specific changes in nutritional support.

But the patient satisfaction questionnaires indi-
cated that patients’ episodes of pain were being
effectively addressed up to 98% of the time. Prior
to the sedation protocol, patients reported their
pain episodes were controlled only about 70% of
the time, the hospital reported.

Yet, the drop in sedation cost was the most sur-
prising outcome, Heit says. Prior to the protocol’s
adoption, average sedation costs were quite dif-
ferent per patient. (See chart on p. 77.)

The average cost was obtained by dividing the

number of patient days per month into the unit’s
sedation cost (per pharmacy) each month.

Closing the variability gap in dosings and
drugs certainly helped. But “a significant factor
that drove down these costs was the fact that the
drugs ultimately selected were cheaper,” Heit
says. Yet, this doesn’t necessarily mean other hos-
pitals will arrive at the same results.

Managing sedation drugs remains a tricky affair,
Pohlman cautions. Sedation management should
always be patient-focused, not cost-based. “Are
some sedation drugs more expensive than others?
You’ll have to factor in how well it works on your
patient. That’s the bottom line,” Pohlman adds.

Reference

1. Kollef MH, Levy NT, Ahrens TS, et al. The use of con-
tinuous IC sedation is associated with prolongation of
mechanical ventilation. Chest 1998; 114:541-547.  ■





normally used to treat the infection.
In its report, the CDC recommended hospitals

carefully and regularly screen ICU patients for
the presence of VRE. Additional recommenda-
tions included:

• determining when vancomycin use is appro-
priate, for example, when specific infection-related
conditions such as colitis don’t respond to conven-
tional therapy and become life-threatening;

• regular monitoring of vancomycin use
through the hospital’s quality assurance and
improvement process;

• better screening methods involving regular
testing for the pathogen in urine, wounds, clinical
specimens, stool, and rectal swabs (The pathogen
is found in the normal gastrointestinal and
female genital tracts.);

• isolating infected patients;
• careful disposal of potentially contaminated

supplies such as gloves, patient gowns, and
fibrous materials.

For nursing staff, constant monitoring for drug-
resistant infection growth and faithful adherence
to hospital control policies are paramount to man-
aging the problem, according to the CDC. Major
endogenous indicators, or priorities, first identi-
fied in the 1980s by the Joint Commission on
Accreditation of Health Care Organizations, are
still relevant, according to most researchers.

They include indicators for: 1) surgical wound
infections; 2) post-operative pneumonia; 3) uri-
nary catheter usage; 4) ventilator-associated
pneumonia; 5) concurrent surveillance of primary
bloodstream infections; and 6) medical record
abstraction for the retrospective determination of
primary bloodstream infections.

But nurses should remember that external pas-
sage from health care workers or contaminated line
catheters to the patient is a constant threat, Serkey
says. Simple hand washing regimens and frequent
changes in resuscitation bags and ventilator circuits
are effective precautions that nurses should be
reminded about, says Frederick J. Tasota, RN,
MSN, a clinical instructor at the University of
Pittsburgh (PA) School of Nursing. “A lot of it
involves simple, direct precautions,” he notes.

So why are these steps so often missed?
They’re not intentionally, says Serkey. But ICUs
are busy places. Then, “the major thrust in health
care today is in managing resources. Infection
control tends to be a resource consumer. These
things cost money,” she observes.

But no one is indicating that hospitals are lax
in their efforts. Fridkin cautioned that the NNIS

data isn’t suggesting that current hospital infec-
tion control measures aren’t working. “What it
does say is that in this patient population — the
ICU patient — the problem of resistance is con-
tinuing despite some warnings and revised rec-
ommendations,” he told Critical Care Management.

References

1. Osguthorpe SG, Ormond L. Management constraints on
infection control. Crit Care Nurs Clin N Am 1995; 7:703-712. 

2. Centers for Disease Control and Prevention.
Recommendations for Preventing the Spread of Vancomycin
Resistance — Recommendations of the Hospital Infection Control
Practices Advisory Committee. Atlanta; 1998.

(Editor’s note: For the full text of the CDC report,
go to the agency’s Web site at: www.cdc.gov. Click on:
About CDC, then National Center for Infectious
Diseases, then Hospital Infections. Click on either
Antimicrobial Resistance or Surveillance links.) ■

Nurses conquer opposition
to ICU non-professionals
Hospital uses competency-based training on staff

According to estimates, about 10% or more of
an RN’s typical duties in an ICU involve per-

forming chores that are deemed extraneous to
direct patient care. Well-trained, well-paid critical
care nurses typically devote an aggregate of one
full hour of a 10-hour day involved in bathing,
feeding, and turning patients or helping them to
get out of bed, according to most nurses.

Although important, no one would argue that
these tasks could not be performed as easily by a
nurse’s aide or someone else. That’s what officials
at the University of Michigan Health System
(UMHS) in Ann Arbor concluded in a successful
nurse support training program that began sev-
eral years ago and is still in use today.

The nurse productivity issue at UMHS didn’t
spring from a perceived shortage of ICU nurses.
The 872-bed hospital was under pressure to find
places in its operations to trim costs, recalls
Michael Williams, RN, MSN, CCRN, formerly a
clinical nurse specialist in the thoracic ICU and
currently an assistant professor of nursing at
Eastern Michigan University in Ann Arbor.

The idea administrators formed was to hire a
corps of non-nursing workers, train them to be
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nursing technicians, and assign them to the unit
to bolster the regular nursing staff’s effectiveness
by assuming responsibilities for routine patient-
care duties that were eating up valuable nursing
time and dollars. “This wasn’t an option but a
mandate,” Williams recalls.

Nurses resisted additions to staff

The idea seemed well received in other depart-
ments. In the ICUs, the plan involved hiring a
number of assistive personnel to reflect about 
10% of the regular nursing staff on any given shift.
(The actual number varied due to different staffing
requirements in each ICU and on various shifts.)

But strangely, the nursing staff at the medical
center’s 20-bed thoracic and coronary care ICU
didn’t take to the idea even though it meant hiring
only one or two individuals and they were likely
to do less work under the plan. “Overcoming ini-
tial resistance wasn’t easy,” Williams adds.

General skepticism, turf guarding, and diffi-
culty with accepting change may have collectively
played a role in the nurses’ reactions, says Janet
Watts, RN, MSA, nurse manager of both ICUs.

Faced with an irreversible mandate, how unit
managers and nurse educators solved the prob-
lem and rolled out an effective training program
for assistive personnel offers a practical lesson in
organizational change for managers facing simi-
lar challenges.

Initially, the attitude of nurses to the plan threat-
ened its success, Williams recalls. The notion of
hiring untrained non-professionals to work with
patients seemed ill-advised largely because many
of the ICU nurses had not been exposed to pri-
mary care, where the presence of non-professional
assistive personnel is quite common, Watts says.

Fortunately, the practice was familiar to Watts
and Cindy Donaldson, RN, CCRN, the nurse
educator who helped launch the effort in the ICU.

The simple solution was to get the nurses to
buy into the program at each phase by giving
them a crucial role to play in it, Williams says.
Here’s the way the program rolled out and the
role nurses played. Nurses were:

• given the opportunity to help design the
educational curriculum. (The unit staff chose the
term education over training.) During meetings,
the nurse educators consulted with the nursing
staff on the specific duties that would be assigned
to the technicians and how they would be trained
during the course of their education.

• empowered to determine the specific tasks

they wanted to delegate. These tasks included
the ones cited above but also included doing rou-
tine venipunctures and arterial line blood draws
(under supervision). The department submitted
the list to the hospital’s personnel department,
which suggested the nursing ICU technician title
as a job classification.

Managers used the list along with the American
Nurses Association guidelines, “Questions and
Answers for RNs Working with Unlicensed
Assistive Personnel” to develop a list of competen-
cies for the technicians working in the units.

• authorized to retain responsibility for com-
petency checking in collaboration with a nurse
educator. The competency training presented
considerable challenges, says Watts. Hired appli-
cants came from a variety of backgrounds. They
included clerks, paramedics, and persons with no
health care background at all.

One of the challenges involving candidates
with previous health care experience included
teaching them what do on the job, but also what
not to do, Watts recalls. Nurses had to manage
individuals who were bringing more to the job
than necessary, and the problem resulted in some
turnover among candidates.

• sought out for feedback about individual
performance throughout the course of training.
The nurses represented the best source of feedback
but for more than one reason. In developing per-
formance standards, nurse educators drew up a
skills checklist, which incorporated standards from
the hospital’s own registered nurses skills checklist.
The units also developed a critical behavior for
competencies list to assess achievement. 

The unit also developed multiple-skills check-
lists, that the nurses had to complete, to verify a
broad range of technician competencies. 

“Not surprisingly, using designated RN pre-
ceptors for each ICU technician proved very
effective,” according to a later report about the
education program.1

• included in determining when each tech-
nician is ready for advancement to a higher
level of responsibility through individual
endorsements and proven performance ability.
Although staff nurses still teach some content,
the nurse educators oversee most of the techni-
cians’ attainments through lectures, bedside
practice, demonstrations, and assigned readings.
In addition, seasoned technicians have taken
over much of the daily bedside instruction from
nurses. But staff nurses are still queried about
their opinions and play a key role in continuous
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evaluation of the program, says Watts.
Yet, despite such achievements, the program

isn’t failsafe. And it is definitely not the final
solution to a nursing shortage, adds Watts.

For one, employee turnover is relatively high
due to the relative low pay the technicians receive
in general and compared to other hospital profes-
sionals. The starting wage rate for the ICU nurs-
ing technician is $8.98 an hour, Watts says.

But the effort shows promise nonetheless,
Watts adds. “Originally, we didn’t have a choice
in doing this, but it’s worked out pretty well,”
she concludes.

Reference

1. Williams ML, Donaldson C, Watts J. Educate ICU assis-
tive personnel. Nurs Manage 1998; 29:32B-32H.  ■

ICU uses BKAT spinoff to
test its pediatric nurses

Nurses in the pediatric ICU at Pennsylvania
State University Geisinger Children’s

Hospital in Hershey have been successfully using
a basic knowledge assessment tool that is
believed to be the first devised to specifically
assess nursing skills in pediatric critical care.

What began as a research study into developing
criteria for a test similar to the widely used adult
Basic Knowledge Assessment Tool (BKAT) has led
to a standard BKAT in pediatric ICU nursing.

The hospital uses the PEDS-BKAT to test all
nurses, including recent graduates and those
completing the hospital’s two-year internships in
critical care, according to Jody Stabinski, RN,
CCRN, acting nurse manager for the seven-bed
pediatric ICU. “Everyone takes the test every two
years,” she notes.

In 1992, Penn State nurse educators looked at the
possibility of developing a BKAT in pediatrics after
determining that the adult BKAT fell short of cov-
ering necessary pediatric skills. The PEDS-BKAT is

a 100-item written test that contains questions in
three major content areas, according to Stabinksi: 1)
patho-physiology; 2) disease processes; and 3) tech-
nical components of pediatric ICU care.

Individual questions fall into eight categories of
body systems disorders, including cardiovascular,
pulmonary, neurology, renal, and parental. Many
of the questions either were adopted or modified
from the standard adult BKAT Version 4.

A nine-member educational task force at the
hospital composed of ICU RNs validated the
test’s content for accuracy and relevance to the
pediatric ICU.1 The hospital has been using the
test to evaluate nurses since 1995.

To achieve a passing grade, nurses must get at
least 85% of the answers on the test correct. The
written test is composed of a series of multiple-
choice and true-false questions. Typical test ques-
tions include:

• An early sign of decreased cardiac output in
infants and children is:

1) Hypotension
2) Decreased level of consciousness
3) Tachycardia
4) Cyanosis
• Your patient is on a ventilator. The low-vol-

ume alarm sounds. This may be due to:
1) Pulmonary edema
2) Decreased secretions
3) A disconnected tube
4) Biting the tube
“The test is helpful because it pinpoints prob-

lems involving where a nurse’s skills are lacking.
Once we’ve determined these deficiencies, we
can work with a nurse individually on improving
knowledge areas,” Stabinski says.

Nurses who score below 85% on the test are
assigned for help to a nurse educator and are
required to take on-the-job training before being
allowed to retake the exam.

Reference

1. Runton NG, Toth JC. Introducing the basic knowledge
assessment tool for pediatric critical care nursing (PEDS-
BKAT). Crit Care Nurs 1998; 18:67-72.  ■
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■ New interventions to
stem the growing tide
of nurse burnout

■ When it’s time to
consider downsizing,
where should you
begin the process?

■ Should you attempt
to integrate a step-down
unit in your ICU?

■ Effective steps to
determine your supply
costs in a changing
environment

■ Are all catheters the
same? A practical
assessment of quality
from nurses
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Patient-centered care may
be noisy ride to recovery

While more and more technology is being
brought to the patient’s bedside in critical

care, some clinicians are concerned about the
unintentional negative effects that patient-cen-
tered care may be having on the ability of
patients to improve.

The growing trend of bringing diagnostic
resources such as pathology testing and imaging
to the bedside rather than taking the patient to
them has significantly reduced the amount of
patient stress. But the benefits can bring with
them the harmful potential of increased noise lev-
els, according to researchers at the pulmonary,
sleep, and critical care division of Rhode Island
Hospital in Providence.

Noise may interrupt sleep patterns

Researchers worry that noise associated with
bedside monitoring and testing may be interfer-
ing with normal and necessary patterns of restful
sleep for patients. “One of the consequences of
this noise pollution is sleep deprivation and frag-
mentation,” observes Carol C. Carlisle, RN, AB, a

critical care nurse at Rhode Island Hospital, who
helped track the problem in her ICU.

Noise coming from monitoring and intubation
equipment may be unavoidable, but a great deal
of avoidable noise is disturbing the peace in ICUs
too, according to Carlisle and her team. It’s this
additional preventable noise that bothers the
research team.

ICU noise levels exceed federal standards

After studying the source of avoidable ICU
noise such as telephones, radios, and human
speech, Carlisle and her colleagues suggested
physical and behavior changes for clinicians such
as more private patient rooms, smaller televi-
sions, pillow speakers, and designated conference
areas away from patients as helpful options.

The team also recommended thorough staff
training, a constant awareness of efforts to reduce
avoidable noise, and adherence to a strict unit
noise abatement policy.

The noise levels associated with a typical ICU
are generally quite high, according to conclusions
drawn in a study conducted at Rhode Island
Hospital.1 The study found that noise levels in
the 750-bed hospital’s respiratory and medical
ICUs dramatically exceeded guidelines set by the
federal Environmental Protection Agency (EPA)

in Washington, DC.
The EPA recommendation for hospi-

tals falls at or below 45 dBA during the
day and 35 dBA at night. A dBA is a unit
of sound defined as an A-weighted deci-
bel. The Rhode Island Hospital study
found that peak noise levels in its ICUs
were greater than 80 dBA most times.

Researchers also found a strong
correlation between the existing noise
levels and incidence of sleeping distur-
bance among patients. They identified
12 individual noises that contributed
to the high peak sound levels. The
mean peak sound level for these noises
ranged from 74.8 dBA to 84.6 dBA.
(The chart, left, shows the 13 identi-
fied noises.)

Reference

1. Kahn DM, Cook TE, Carlisle CC.
Identification and modification of environmental
noise in an ICU setting. Chest 1998; 114:535-540.  ■
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Leading Causes of ICU Noise 
at Rhode Island Hospital

Noise Percent of time* Mean peak sound dBA
Air conditioner 2.0 74.8 +/- 1.2
IV alarm 0.9 77.3 +/- 2.0
Ventilator 8.0 78.0 +/- 1.1
Monitor alarm 20.0 79.0 +/- 0.7
Television 23.0 79.1 +/- 0.5
Ventilator alarm 5.0 79.7 +/- 1.3
Telephone 0.8 79.9 +/- 2.5
Nebulizer 0.6 80.6 +/- 0.6
Oximeter alarm 5.0 81.1 +/- 1.6
Intercom 0.5 83.7 +/- 2.1
Miscellaneous 7.0 84.0 +/- 1.1
Beeper 0.9 84.3 +/- 5.5
Talking 26.0 84.6 +/- 0.7

*Percent of total observation time of 160 minutes

Source: Kahn DM, Cook TE, Carlisle CC. Identification and modification of environ-
mental noise in an ICU setting. Chest 1998; 114:535-540.



ICU research grant, award
available to nurses

The Society of Critical Care Medicine (SCCM) is
offering a grant of up to $15,000 to help fund

critical care nursing research. SCCM, which repre-
sents mostly physicians but also has nurse mem-
bers, is offering the funding through its Norma J.
Shoemaker Critical Care Nursing Research Grant.

Named after SCCM’s founding executive
director, the one-year grant is designed to help
support research studies into effective nursing
strategies in an area of critical care medicine.
Applicants must be members of SCCM in good
standing for at least two years and must have
attended at least one SCCM Educational and
Scientific Symposium within the last three years.

Research submitted for funding consideration
must demonstrate a multidisciplinary approach to
the study of critical care medicine, according to
SCCM, which is based in Anaheim, CA. The grant
will be awarded through a competitive process.

Each year, the group also selects a recipient for
its Norma J. Shoemaker Award for Critical Care
Nursing Excellence to a member “who demon-
strates excellence in clinical practice, education, or
administration.” The award includes a $1,000 prize
plus registration, air fare, and hotel expenses to
attend an SCCM symposium. Grant and award
applications must be received by Sept. 1, 1999. For
application information, contact Kim Cantrell,
SCCM, 8101 E. Kaiser Blvd., Suite 300, Anaheim,
CA 92808-2259. Telephone: (714) 282-6047; Fax:
(714) 282-6050. E-mail: kimberly@sccm.org.  ■
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