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1 Introduction 

A wealth of data exists which indicates that both duration and quality of sleep is 
adversely affected whilst a patient in hospital. This is particularly observed in critical 
and acute care settings.  

Disruption of sleep pattern has been shown to have an adverse effect on the health 
and outcomes of hospital patients through increased delirious episodes.  

A 2015 4 week audit of patient’s sleep quality on ward 37 ICCU indicated that 
although patients often managed to fall asleep naturally, they reported the sleep as 
less than normally restful and interrupted in nature. This correlated with published 
data on in other critical care settings (Aaron 1996, Richardson 2007, Hweidi 2007). 

The main reason given in the study for sleep pattern disturbance was (in order): 

1) Noise (22%) 

2) Pain (12%) 

3) Temperature (too cold/ too hot) (12%) 

4) Monitoring noise (12%) 

5) Anxiety, excess lighting, nurses waking patients up for medication, hunger/ 
thirst (all 9%) 

6) Confused thoughts/ delirium (6%) 

Environmental guidelines exist governing the ideal levels of noise and temperature in 
care settings. In the 2015 study it was found that even at night the ward 37 was 
noisier at times than the WHO recommended daytime maximum (the maximum 
recorded level was 80dB correlating with that of a petrol lawnmower at 1 metre). 

Certain bedspaces were found to be excessively light, cold or hot depending on their 
position within the unit. It is likely that all units have their own specific environmental 
differences. Commonly these are well known to the regular nursing staff. In most 
cases a ‘quiet dark area’ of the unit can be identified for those at risk of sleep 
deprivation providing patient safety was not compromised. 
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Any guideline to promote sleep on the critical care unit needs to concentrate on 
identified adjustable factors; both environmental and patient related. There is no one 
perfect solution but a multifactorial approach backed up through nursing education 
and checklist/ clinical care bundles may be helpful. 

2 Guideline scope 

All adult critical care units within the NUTH Trust.  

3 Main Body of the guideline 

3.1 Unit sleep study 

It may be useful to conduct a sleep study in the unit prior to commencing any 
intervention.  

The Richard-Campbell Sleep questionnaire is validated and simple to use. It 
can be found at: 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3667655/table/T1/ 

Alternatively, a simple sleep scale can be utilised (appendix 1). 

These studies are only useful in awake and lucid patients. In those with 
delirium or who are sedated the alternative delirium and sedation guidelines 
should be used. 

3.2 Environmental study 

An environmental study of the unit is complex and difficult but a rough idea of 
the ‘good’ and ‘bad’ bedspaces can be gained through a nursing 
questionnaire (Appendix 2). 

3.3 Patient choice 

Some patients may use specific methods which help them sleep and 
wherever possible these should be considered such as: 

1. Where to sleep - in bed or in a chair, number of pillows 

2. What time they prefer to go to sleep and wake up 

3. Medications regularly used and found to help improve sleep 

All lucid patients must be offered earplugs and eyemasks  
before 10pm (see 3.5) 

3.4 Noise reduction 

1. Bins should have lids which close quietly 

2. Drawers should be fitted with foam pads to ensure closing does not create 
noise 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3667655/table/T1/
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3. Doors to cubicles or doors close to bed spaces should be fitted to ensure 
they close quietly 

4. Monitor alarm volumes should be adjusted at night to reduce noise for 
example: 

a. HP monitor alarm volumes should be set at 150 during the day and 80-
100 at night 

b. Marquette monitor alarms volumes should be 70% during the day and 
50% at night Please note: alarms must not be turned down to a level 
that cannot be heard! 

5. Phones - where possible turn down the volume, or put on to vibrate and 
attached to nurses. Transferring calls to phones at bed spaces throughout 
the night should be kept to a minimum. 

6. Door Bells- where possible reduce the volume at night 

7. Staff shoes/footwear (soft soled) should be worn to minimise noise 

8. Talking and discussions with staff should be kept to a minimum and 
carried out quietly, where possible undertaken away from the patient bed 
space. 

All televisions and radios/ music players must be  
TURNED OFF at 10pm or the patient offered headphones 

3.5 Light Reduction 

Where possible lights should be dimmed to an appropriate level to help 
patients sleep but the nurse must be able to adequately assess the patients’ 
condition/colour/skin throughout the night. 

Consider drawing curtains around patients to shield from unnecessary light 
from lighter bed areas. To ensure patients can be observed at all times 
curtains should not be fully closed. 

Avoid switching on lights wherever possible. 

Eye masks should be offered to lucid orientated patients who must be able to 
remove them on their own. This should be done in the following way: 

1. Explain how to use apply the Eye mask 

2. Tried out if patient consents to use 

3. If  hot  and/or  claustrophobic  consider  leaving  straps  off  or  
applying  an alternative to shield light to eyes e.g. dampened cloth. 
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3.6 Clustering Patient Care Activities 

Where possible (patients whose conditions are more physiologically stable) 
interventions and nursing cares should be clustered together throughout the 
night e.g. turning, temperature, non-invasive B/P, Blood gases, and 
administering drugs.  

These interventions should be undertaken together to minimise constant 
sleep disturbances and allow for complete sleep cycles.  

A complete sleep cycle lasts 90 minutes therefore allowing at least 2 hrs 
between the sleep disturbing interventions provides opportunities to 

improve chances for sleep. 

Unless the patient has requested, patients sleeping should not be disturbed to 
undertake a daily bed bath before 8am. 

3.7 Temperature 

Appropriate levels of environmental temperature should be adjusted to ensure 
patient comfort and help sleep. Provide fans and extra blankets where 
required. 

3.8 Night sedation 

The benefits of night sedation are unproven in terms of outcome and they can 
precipitate or worsen delirium. Despite this, anxiety can significant inhibit 
sleep and if used in appropriate doses and at appropriate times sedatives can 
improve sleep patterns.  

Melatonin may be useful in precipitating a normal sleep routine although 
evidence for its efficacy in critical care is generally of poor quality. If used it 
should be administered between 8 and 10 pm as it has an onset time of up to 
2 hours.  

Newer non benzodiazepine agents such as zopiclone  may have fewer 
adverse effects on sleep architecture compared to o t h e r  benzodiazepines 
and may help promote the onset and quality of sleep without next day 
hangover effects. They should ideally be given at or before 2200 to minimise 
daytime somnolence. 

Night sedation is therefore appropriate for patients who are lucid and can 
request assistance in getting to sleep and should be considered in those 
struggling with sleep initiation. 

3.9 Routine 

Work with the long stay patient to establish a night-time routine. Sleep 
behaviour varies in the general population and empowering the patient to 
control this aspect of their care can be helpful in allaying anxiety and 
improving sleep patterns. 
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3.10 Checklist 

A sleep checklist can be useful in allowing both nurse and patient to manage 
sleep disturbance in the critical care unit.  

4 Training implications 

4.1 Sleep Optimisation Champions 

Units should consider appointing a Sleep Optimisation Champion to ensure 
that the relevant information, rationales and suggested management plans all 
circulated and followed by all nursing staff. 

4.2 Equipment 

Eye masks, ear plugs and headphones should be available. 

5 Audit 

Regular audits of environment, sleep quality and compliance with the guidance 
should be undertaken under the auspices of the Sleep Optimisation Champion. 

6 References: 

 Richards K. Techniques for measurement of sleep in critical care.(1987)  
Focus Crit Care. 14(4):34–40 

 Ong QJ, Mayo T, Walton J, Wright S (2015) audit of Freeman Hospital 
Integrated Critical Care Unit Patients’ Sleep Quality poster presentation 
freeman Hospital audit. 

 Walton J (2015) Is it time to change the model? improving the patient 
environment in critical care. Presentation to RCoA anniversary Meeting 
London March 2015  

 Aaron et al (1996) Environmental noise as a cause of sleep disruption in an 
intermediate respiratory care unit. Sleep. 19(9):707-10 

 Hweidi et al. (2007) Jordanian patients' perception of stressors in critical care 
units: a questionnaire survey. Int J Nurs Stud. 44(2):227-35. Epub 2006 Jan 19. 

 Kamdar et al (2012) Patient-Nurse Interrater Reliability and Agreement of the 
Richards-Campbell Sleep Questionnaire. Am J crit care 21(4) 261-69 

 Kamdar BB, Needham DM, Collop NA (2012). Sleep deprivation in critical 
illness: its role in physical and psychological recovery. J Intensive Care Med. 
27(2):97–111 

 Mistraletti G, Carloni E, Cigada M, et al. (2008) Sleep and delirium in the 
intensive care unit. Minerva Anestesiol. 74(6):329–333 

http://www.ncbi.nlm.nih.gov/pubmed/9122557
http://www.ncbi.nlm.nih.gov/pubmed/16426614


  

Page 6 of 9 

 Figueroa-Ramos MI, Arroyo-Novoa CM, Lee KA, Padilla G, Puntillo KA. 
(2009) Sleep and delirium in ICU patients: a review of mechanisms and 
manifestations. Intensive Care Med. 35(5):781–795 

 Cooper AB, Thornley, KS, Young GB, Slutsky AS, Stewart T.E. and Hanley 
PJ (2000) Sleep in critically ill patients requiring mechanical ventilation. Chest. 
117, p.809-818. 

 Richardson et al (2007) Earplugs and eyemasks, do they improve critical care 
patients’ sleep. Nursing crit care 12(6) 278-86 

 Chlan, L, Tracy, M.F (1999) Music Therapy in Critical Care: Guidelines for 
Intervention Critical Care Nurse. 19 (3) p35- 42. 

 Floyd, J.P and Hecker Fernanades, J (2003) Making a Place for CAM in ICU 
RN 66 (7) p44. 

 Lower, J; Bonsack, C; Guion, J (2003) Peace and quiet. Nursing 
Management. 34 (4) 40A-40D 

 Novaes, M.A.F.P. Aronovich, A. Ferraz, M.B. Knobel, E. (1997) Stressors in 
ICU: patients’ evaluation. Intensive Care Medicine. 23 1282-1285 

 Olson, DM; Borel, CO; Laskowitz, DT; Moore, DT; McConnell, ES (2001) 
Quiet time: A nursing intervention to promote sleep in neurocritical care 
units. American Journal of Critical Care. 10 (2) 74-78 

 Parker KP. (1995) Promoting sleep and rest in critically ill patients. Critical 
Care Nursing Clinics of North America. 7 (4) 288- 308.  

 Wallace CJ, Robins J, Alvord LS and Walker JM (1999) The effects of 
earplugs on sleep measures during exposure to simulated intensive care 
unit noise. American Journal of Critical Care. 8: 210- 219. 



  

Page 7 of 9 

 Sleep promotion on critical care units 

Summary: 

Disruption of sleep pattern has been shown to have an adverse effect on the health 
and outcomes of hospital patients through increased delirious episodes.  

Sleep disruption is multifactorial in causation and no one intervention works for all 
patients. 

It may be helpful to initially conduct an audit of sleep patterns in the unit. 

The nature of the critical care environment at night can be important.  

The most quoted reason for failing to get a restful sleep in critical care is excess 
overnight noise. 

Interventions may include: earplugs and eye masks, medication and should be 
included in daily practice through the use of a sleep optimisation checklist.



 

 

Appendix 1: 

 

CRITICAL CARE SLEEP ASSESSMENT TOOL 
 

 
 
 
 

Please rate the amount of sleep experienced last night using the following: 
 
 
 
 
 
 
 
 

0-2 
Hours 

2-4 
Hours 

4-6 
Hours 

6-8 
Hours 

More than 
8 hours 

 

 

 

 

 

If less than 6 hours of good quality 
sleep per night consider sleep 

optimisation 
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Appendix 2: 

 

Nursing questionaire/ surrogate environmental study 

 

Please be as honest as possible/ all answers are confidential. 

 

If an awake high dependency patient on the unit 

 

1) Which bedspace would you NOT want to occupy? 

 

1a) Why? 

 

 

 

 

 

 

 

2) Which bedspace would you want to occupy? 

 

2a) Why? 

 


