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BLACKOUT BLINDS are drawn,
lights and TV sets are switched
off, visitors prepare to leave.
Nurses put nonemergency proce-
dures on hold and position them-
selves so they can monitor pa-
tients without awakening them.
It’s 2 P.M.—the start of a 2-

hour quiet time in
our 16-bed neurocriti-
cal care unit. The
goal: to give patients
a chance to sleep un-
interrupted by care
procedures, visitors,
and excessive noise
and light.
Sleep disruption

ranks high among the
many unpleasant con-
ditions patients in in-
tensive care units
(ICUs) must endure.
Poor sleep quality
can elevate stress lev-
els, cause ICU deliri-
um, depress immune
responses, prolong

ventilator weaning, and impair
wound healing.

How the ICU environment
influences sleep
Ironically, nurses contribute to
their patients’ sleepless state.
Studies suggest that the frequent

and repetitive nature of nursing
care provided in ICUs leaves
patients little chance to sleep
and can cause chronic sleep dep-
rivation.
Other environmental factors,

such as excessive noise levels, in-
terruptions, and light or visual

stimulation, con-
tribute to sleep dis-
ruption. Generally,
noise falls into two
categories—peak
noise and back-
ground noise. Spikes
in peak noise (as
when a door is
closed, a ventilator
alarm sounds, or staff
members talk loudly)
are more likely to
awaken a sleeping
patient than steady,
low-amplitude back-
ground noise (as
from radios and TVs).
As for elevated

light levels, one study

To sleep,
perchance

to heal
A tale of quiet time and sleep

promotion in the ICU

Falling asleep:
A passive or active process?
Traditionally, scientists have described falling asleep as a pas-
sive process brought on by lack of stimuli from the ascending
reticular activating system. However, researchers now view
sleep as an active process in which thalamic inhibitory mech-
anisms prevent weaker background stimuli from reaching
the cerebral cortex, thus inhibiting arousal. During non–
rapid eye movement sleep, blood flow to themidbrain and
thalamus decreases, causing a net reduction in the output of
stimuli from the thalamus to the cortex.

In fact, falling asleep may be more a system than a singu-
lar cause-and-effect process. For example, you can give your
patient a sleeping pill, but if she’s experiencing pain, sleep
may still elude her.
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found a significant link between
low light levels and the likelihood
of observing an ICU patient asleep.
One theory holds that the ICU’s
bright lights interfere with normal
circadian rhythms, causing a sleep-
pattern disturbance. (See Falling
asleep: A passive or active process?)

Benefits of a sleep protocol
The initial quiet-time study pub-
lished in 2001 describes an inter-
vention during which light,
sound, and patient stimuli were
reduced significantly for 2-hour
periods twice daily; mean levels
of light and sound were reduced
from the levels normally occur-
ring during the day and night
shifts. The study found a signifi-
cant increase in the likelihood of
patients being asleep during quiet
time, compared to before or after
this time.
Nonetheless, patient rest or

sleep protocols still aren’t in
wide use in ICUs. In our informal
benchmarking of ICUs in several
major medical centers, we found
such protocols virtually non-
existent.

Quiet time in our unit
Our neurocritical care unit initiated
a policy of twice-daily quiet times
(once every 12-hour shift) in 1998.
We use blackout blinds to lower
ambient light to the lowest possi-
ble level. To minimize peak noise,
we ban nonemergency procedures
and tests as well as moving of
heavy equipment (except when
absolutely necessary). To reduce
background noise, we turn TVs
and radios off. (See Our quiet-time
protocol.)
Optimizing the environment to

promote sleep was a collaborative
effort by care-team members. Once
our unit decided to put quiet time
in place, all team members collab-
orated in determining its duration,
weighing our patients’ need for
around-the-clock care against their
need for rest. Ultimately, we set-

tled on a maximum of 2 hours, be-
cause a longer period would force
us to omit essential patient assess-
ment and care. However, every
unit needs to make its own deci-
sion based on the needs of its pa-
tient population. What’s right for
our unit may not be right for
yours.
During ICU orientation, new

staff members receive education
about sleep deprivation and are
urged to think critically to deter-

mine if a proposed quiet-time in-
terruption would be in the pa-
tients’ best interest. For instance,
in what situations should one pa-
tient’s needs trump another’s? Cer-
tainly, if a patient suffers cardiac
arrest, light and sound control take
low priority. What about patients
with dementia or phobia? Could a
dark, quiet environment be detri-
mental to them? For many such
questions, little or no research-
based evidence exists; to find the

Our quiet-time protocol
Are you considering implementing quiet time on your unit? If so, our unit’s quiet-
time protocol, shown here, might give you ideas about how to promote the opti-
mal environment.

Neuroscience Center protocol for quiet time

Effective date: March 1998

Purpose: To provide patients with periods of uninterrupted quiet time twice a day

Level: Independent*

Supportive data: Sound and light levels in intensive care units have been shown
to be consistently above the current standards defined by the Environmental Pro-
tection Agency. Sleep deprivation has demonstrated a number of adverse effects
on the body and can lead to longer recovery times. Furthermore, sound and light
are the top two environmental factors affecting conditions for promoting sleep.

Content: Quiet time is time set aside for uninterrupted sleep from 2 P.M. to 4 P.M.
and from 2 A.M. to 4 A.M.
1. Physical assessments of patients are observational, unless indicated otherwise

by patient condition.
2. Patients are to be monitored continuously by RN staff using telemetry and ob-

servational techniques.
3. Turn off all lights in patient rooms and nursing station except emergency

lighting.*
4. Turn off all televisions and bedside radios.*
5. Post “Quiet Time” signs (optional).
6. Encourage all visitors to leave the inpatient care unit until the end of Quiet

Time.
7. Close doors leading to inpatient areas.
8. Turn off wall suction unless the patient requires continuous wall suction.
9. Prohibit laboratory sampling except in emergency situations.
10. Prohibit portable X-rays except in emergency situations.
11. Prohibit physical examination by any healthcare team member except in

emergency situations.
12. Do not enter a patient’s room unless indicated by patient need.
13. Exceptions* may be made by specific patient request; however, all efforts must

be made to confine noise and light to that patient’s room for the duration of
the quiet time.

* May be altered at patient’s request
Copyright ® 1998. Duke University Medical Center.
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best approach, we try to reach a
team consensus.

Tips on implementing a sleep
protocol
To implement a sleep protocol, tra-
ditional ICUs may have to over-
come many challenges, including
staff misconceptions. A strong edu-
cational plan that emphasizes the
real and potential effects of sleep
deprivation promotes staff buy-in
and improves noise and light disci-
pline. Team leaders dedicated to
championing change must imple-
ment and maintain the standard of
discipline.
To obtain family members’ buy-

in and cooperation with quiet time,
we recommend allowing open visi-
tation and family participation in
patient care. In our unit, family
members generally view quiet time
as beneficial because it promotes
the patient’s recovery. (Similarly,
one study found that most family

members believe patients don’t get
enough sleep in the ICU and that
a sleep-promotion period aids
healing.)

Hush now
Balancing a unit’s functionality
against patient comfort can be a
struggle. But once staff members
see how quiet time benefits pa-
tients, they’ll begin to recognize
that they can gain from it, too.
Quiet time can reduce staff mem-
bers’ stress levels by allowing
them to catch up on charting,
plan the rest of the day, and even
take a short break.
To fully explore the effects of a

quiet-time policy on patient out-
comes will require more research.
But our unit’s experience shows
such a policy is feasible. Although
sleep promotion protocols pose
certain challenges, meeting these
challenges can improve the quality
of patients’ experiences, offsetting

the potential adverse effects of
their ICU stay. �
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Care for Heroes...Become a Hero...Be a VA Nurse!

At the VA Greater Los Angeles Healthcare System, we seek nurses who value the honor of caring for our
nations heroes in the following Mental Health settings:

APRN- PMH PTSD West Los Angeles
APRN- PMH Clinic Santa Maria
APRN, CNS-PMH Inpatient and Outpatient Clinics West Los Angeles
APRN- PMH for Home Based Primary Care – prescriptive privileges required.
All must be ANCC Certified at the Advanced Practice level.

Additionally we seek RN’s and LVN’s/LPN’s with experience in Mental Health Nursing in West Los
Angeles inpatient settings.

Applicants selected for these positions will be eligible to apply for an award of up to $38,000 under the
provisions of the Debt Reduction Program. All awards are contingent upon availability of funding.

Benefits include 5 weeks paid vacation per year (RN’s), 10 paid holidays, 401K, Health & Life Insurance,
Tuition Reimbursement. For information please call Nursing Recruitment at 310-268-3198 or stop by and
visit us at 11301 Wilshire Blvd, LA, CA, Bldg. 500 6th floor, Rm. 6214 between 8am and 4pm. US
Citizenship required. EOE/Reasonable Accommodation/Random drug testing positions.
Direct Deposit Required.

 


