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Abstract: An estimated 70% of patients who have been in the Intensive Care Unit (ICU) experience
some form of Post-Intensive Care Syndrome (PICS). As a stressful environment, the ICU can be
traumatic for any patient; however, the disruption of sleep experienced by patients in ICU negatively
impacts their mental status and recovery. One of the most significant contributors to sleep disruption
is the constant blare of monitor alarms, many of which are false or redundant. Through multisensory
approaches and procedural redesign, the hostile acoustic environment of the ICU that causes so many
to suffer from PICS may be alleviated. In this paper, we present suggestions for improving the ICU
acoustic environment to possibly reduce the incidence of post-ICU complications such as PICS.
Keywords: post-intensive care syndrome; post-traumatic stress disorder; multisensory alarm;
multimodal design; proactive care; intensive care unit

1. Introduction
Patients in the Intensive Care Unit (ICU) require a high level of attention and treatment in order to
help get them back to baseline. For many, they leave the ICU cured of the ailment that brought them in,
yet may also leave with a new health complication. Post-intensive care syndrome (PICS) is estimated to
occur in as many as 70% of patients who have been in the ICU [1]. The ICU ensures life-saving measures,
but may also complicate a patient’s full recovery. Sleep deprivation, pain, anxiety, and isolation are the
inevitable result of the monitoring of patients in critical conditions. When these stressors continue for
long periods, patients and their families are at risk of developing physical, cognitive, and psychiatric
effects that endure beyond the ICU experience. In family members, the syndrome is referred to as
PICS-family (PICS-F) and manifests similarly.
For the review presented in this article, we performed a two-part systematic review of the literature,
published between January 1999 and November 2019, using references in English from PubMed and
Google Scholar. In the first phase, we focused on PICS and used two broad search categories:
post-intensive care syndrome (PICS) and sleep deprivation. In the second phase, we focused on alarm
fatigue and redesign and used two broad search categories: alarm fatigue and multimodal design.
Keyword search, used singly and in combination, was used. We then assessed all identified abstracts
and retrieved the full paper for those that met the inclusion criteria. Furthermore, the references of all
retrieved papers were checked for additional studies and citations. By combining these two research
fields in the paper presented here, we suggest a change in the medical alarm paradigm to foster a more
therapeutic ICU.
2. Post-Intensive Care Syndrome and the Intensive Care Unit
2.1. What is Post Intensive Care Syndrome?
The cognitive effects of a traumatic ICU stay are very similar to post-traumatic stress
disorder (PTSD) and include anxiety, depression, decline in executive function, decreased attention,
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and decreased memory recall [2]. Those who go into a state of delirium while in the ICU are particularly
vulnerable to developing cognitive symptoms. The main difference between PTSD and PICS is the
presence of symptoms after a stay in the ICU [2]. While there is a significant overlap between the
two conditions, the physical disability (neuromuscular weakness) seen in PICS is unique to that
condition [3]. One year after their stay in the ICU, people experienced impairments in all three
domains of the World Health Organization’s International Classification of Functioning, Disability,
and Health framework. These impairments included decreased pulmonary function, reduced strength
of respiratory and limb muscles, reduced 6-minute walk test distance, reduced ability to perform
activities of daily living and instrumental activities of daily living, and reduced ability to return to
driving and paid employment [4].
One of the most common causes of PICS is the constant interruption of sleep that occurs in an
ICU setting. Sleep quality is a strong indicator of overall well-being, which has led to many claiming it
is “the new vital sign [5,6]”. Monitors are constantly beeping, people are talking, pain is not perfectly
controlled, and tests need to be run at all hours of the day and night [7,8]. Specifically, vital signs
must be taken frequently, and vital sign alarms are triggered often and without actionable effect [9,10].
Without sleep, patients lose the cognition and emotional regulation needed to properly process their
experience. Lack of sleep also prevents physical recovery and prolongs ICU stay. Furthermore,
frequent sleep disturbances are associated with abnormal melatonin secretion, which can trigger
delirium, specifically in the elderly population [11–13]. With its psychological and physical effects,
sleep disturbance can simultaneously cause and increase the risk of developing PICS.
2.2. Long-Term Consequences of PICS
Many long-term consequences result after an ICU stay. Sleep abnormalities such as sleep
disruption or lack of sleep, are common during and after ICU stays [14]. Many also suffer from higher
mortality rates and delusional memories [15]. Hatch et al. (2018) found that those with depression
were almost 50% more likely to die within the first year after their ICU stay [16]. This is after adjusting
for illness severity, age, sex, and the presence of other mental health diagnoses. There is little research
on the long-term consequences of PICS beyond mortality, so PTSD, with its similar manifestations,
can be used as a proxy measure for the other long-term consequences of developing a stress disorder.
Gradus, J. (2017) reviewed studies looking at patient outcomes in PTSD, and found that substance
misuse and dependence were nearly two times more likely in patients with PTSD than those without a
stress disorder [17].
It is also important to note that treatment for PICS is limited and under-researched. Currently,
treatment consists of ICU Diaries [18], the ICU Recovery Manual [19], and clinical counseling [20].
Despite these showing some benefit, they are reactive, instead of proactive care. If the design of the
ICU environment can be more thoughtful and comforting to patients, then these debilitating symptoms
may be prevented.
2.3. Risk Factors for Developing PICS
There are several risk factors for developing PICS. Patients with a pre-existing psychopathological
condition are at high risk [16,21], but there are many more factors that can contribute. For instance,
psychological distress in the ICU (anger, nervousness, acute stress, or depression) has been continuously
associated with the development of PICS. Delusional memories and delirium, in particular, have been
linked to PICS symptoms one year after an ICU stay [21]. Delirium is an acute distortion of reality
where patients are unable to tell the difference between what is real and the terrifying hallucinations
and beliefs about what is happening to them [22]. The most common cause of delirium is the use of
benzodiazepine and/or opioid medications [23], both commonly used in the ICU setting. In addition to
pharmaceuticals, sleep deprivation is a likely contributor to delirium [24].
Sleep deprivation precipitates anxiety [25], thereby causing the psychological distress that is
a known risk factor for the development of PICS [26]. There is a myriad of ways that both sleep
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and circadian rhythm are disrupted during an ICU stay [27]. Examples include noise, lighting,
patient care, diagnostic procedures, sedatives, the stress of being near death, organ dysfunction,
pain, inflammatory response causing brain inflammation, and delirium. The noise from monitors
is particularly concerning because it not only disrupts sleep but also causes the patient to fear their
condition is declining [28,29]. This fear can then be amplified if no one responds or if healthcare
providers are slow to respond. This slow response on the part of the healthcare provider is dubbed
‘alarm fatigue’, and it is a well-documented issue in intensive care settings that negatively impacts
provider response to alarms [30,31].
3. Patient Perspective of the ICU Environment
“Unnecessary noise is the most cruel absence of care that can be inflicted on the sick or the
well.”—Florence Nightingale, Notes on Nursing: What It Is, and What It Is Not [32].
There are several stressors in the ICU environment that we cannot change. Lifesaving treatments
and tests are what has improved the survival of patients in the ICU over the last 30 years [33]. Two things
we can change, however, are sound levels and the fear induced by poor healthcare provider response
to alarms. Sound levels in the ICU are consistently higher than the World Health Organization (WHO)
recommended 30 dB, instead hovering between 50 and 65 dB [34]. In fact, sound coming from monitors
and alarms was perceived by patients as one of the most stressful sounds in the ICU [35]. Monitor
alarms go off an average of six times per hour, and one patient reported the following experience:
“I feel trapped, surrounded by uncomfortable noise. Just behind my head I hear the continuous
sound from my ventilator. Sometimes the alarm starts ringing and then I wake up rapidly, scared to
death that the machine is about to stop. I know that I can’t breathe on my own so if the ventilator
stops, I will die. There are also other alarms that come and go and since I am not sure what they mean,
it is disturbing, not knowing where they come from. Maybe, the signal is an indication of danger [36].”
Similar sentiments are echoed in ICU diaries and patient reflections. While monitoring and testing
are crucial tasks in the ICU, changes to the acoustic environment can be made to alleviate unnecessary
disruptions. Below we discuss these suggested changes.
4. Alarming Solutions
Based on risk factors for PICS, and given that sound from alarms is a key contributor, we suggest
that a reduction of sound exposure would help improve the ICU environment. It would not only
benefit the patient, but also the healthcare provider. Some novel alarm devices have been developed
and tested to show a benefit for user performance, yet no change has been made to clinical practice to
reflect this updated technology. In addition to novel alarm systems, simple measures can be taken to
reduce patient exposure to bothersome alarms. For reasons listed below, we urge further development
and implementation of a change in the acoustic environment of the ICU to create a more comforting
and informative experience for both patient and provider.
4.1. Improve Alarm Accuracy
Bonafide et al. found 87% of pediatric ICU and 99% of ward clinical alarms were nonactionable
or false, meaning that they incorrectly identified physiologic status or did not warrant clinical
intervention. Furthermore, the response time of nurses increased as nonactionable alarm exposure
increased [37]. These false alarms may be due to inaccurate presets for certain patients or motion artifacts,
but undoubtedly contribute to distraction and miscommunication in the clinical environment—both
interfering with patient care [38]. One of the most deleterious effects of these false alarms is the
development of alarm fatigue in healthcare providers. Alarm fatigue, mentioned earlier, is the
desensitization to alarms based on high quantity, low information, and commonly erroneous alarms.
Since false alarms contribute so highly to alarm fatigue, there have been many attempts through
multimodal design to decrease the incidence of its development.
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For example, several groups have used multimodal rhythmicity estimation to decrease the number
of false alarms for arrhythmia [39,40]. One group used machine learning and resulted in a true positive
rate of 95% and a true negative rate of 78% [41]. Since cardiac health is a critical issue in ICU patient
care, the accuracy of these arrhythmia alarms must be high enough to limit alarm mistrust and fatigue
as much as possible. Similar attempts to increase the accuracy of alarms should be taken by both clinical
teams and manufacturers of monitors. For example, monitor thresholds could be more accurately
calibrated to a patient’s baseline levels by the clinical team. Furthermore, future monitor developers
could integrate an adaptive technology and machine learning method directly into their monitors that
adjust the thresholds for each patient based on their day to day data. In order to improve the accuracy
of monitoring, individualized data should be integrated into alarm thresholds and detection.
4.2. Reduce Patient Exposure to Alarms
In addition to the high percentage of false alarms, there is still a high number of total alarms
saturating the clinical environment. Many of these alarms may be accurate, but redundant, meaning
that alarms communicate the same alert in multiple forms. In theory, this prevents a missed alarm,
but in practice, this results in alarm fatigue and patient interruption. Therefore, redundant alarms
have contributed to alarm fatigue without improving patient safety. Seeing the need to eliminate this
interference, a team working in the pediatric ICU specifically decreased redundant alarms from a
baseline of 6.4% of all alarms to 1.8% using the Model for Improvement, with no adverse patient effects.
Additionally, the overall alarm rate decreased from 137 alarms/patient day to 118 alarms/patient day
during the intervention period [42]. By minimizing the redundant alarms, each alert to the healthcare
worker has a greater salience. As an additional result, patients have fewer interruptions in their sleep
and may feel their caretakers are more in tune with the monitoring systems. Both effects may relieve
some anxiety and decrease the risk of PICS.
Since the interruptive sound environment persists throughout the day—a combination of monitors,
staff conversations, and other ICU tasks—the most efficient intervention would be one that prevents
noise from reaching the patient. The simplest solution is to set aside a time strictly for rest without
tests or alarms audible to the patient. Protocols such as “Naptime,” have attempted to achieve this
rest period, but were not able to completely minimize interruptions for the desired time period [7].
Without substantially altering the clinical staff’s responsibilities, non-pharmaceutical sleep-promoting
interventions such as earplugs and eye masks were found to have some benefit on sleep and prevention
of delirium [43]. Another study by Gallacher et al. found that noise-canceling headphones reduced
sound exposure by a mean 6.8 dB for a patient [44]. This reduction does not necessarily decrease the
sound environment down to the WHO accepted 30 dB, but it is nonetheless an improvement.
Taking the concept of earplugs a step forward, a group at Vanderbilt University created the novel
device, SLAAP: Silencing Loud Alarms to Attenuate PTSD. SLAAP is a frequency-selective silencing
device that filters out alarm sounds from the patient’s perception while allowing all other sounds
to the patient. Since alarms are only necessary for the healthcare providers, the patient’s sleep is
left undisturbed and their anxiety caused by constant alarms decreased [45]. By decreasing sleep
disruptions and the overall anxiety of patients, the incidence of PICS can also be decreased.
A possible prophylactic addition may be the use of positive sounds such as soothing music or
familial conversation to improve the comfort and ease in the ICU environment. ICU Diaries [18]
and collaborative songwriting [2] have both been shown to be beneficial for reducing post-traumatic
symptoms in the ICU and with other vulnerable populations such as veterans and prisoners. Similarly,
the use of patient-controlled music reduced the anxiety felt by patients who received acute ventilatory
support [46]. Additionally, since PICS-F is commonly developed in conjunction with patient PICS,
family support and conversation may aid in bringing a positive ambiance into the environment and
help both patients and family members [47–49]. Any addition of outside influence and normality may
help the patient in their recovery and decrease the risk of developing PICS. It is important to decrease
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the negative stimuli present in the ICU; however, simple additions such as music are easy ways to
uplift the ambiance of the patient’s stay and minimize trauma.
4.3. Increase Information Communicated by Alarms
The reduction of false alarms and negative patient exposure is one step to reducing PICS, but alarms
that communicate more to the healthcare provider may improve the sound environment of the ICU.
By communicating more through each alarm, there is a reduction in the needed alarms, and possibly a
decline in the development in alarm fatigue. The increase in alarm information can be achieved by
restructuring the alarm sound and stimulus modality.
Currently, most alarms use a flat amplitude envelope, with a rapid onset and rapid offset.
In contrast, most natural sounds have percussive amplitude envelopes, which have a rapid onset and
then a gradual decay. By using a more natural sound for alarms, Sreetharan et al. found percussive
amplitude envelopes to have decreased perceived annoyance and increased accuracy in a memory
recall task [50,51]. Furthermore, using the standard auditory alarm, Schlesinger et al. found that
sub-threshold alarms, alarm intensities (volume) lower than currently used, had similar accuracy to
alarms at thresholds intensities [52]. By using a natural sound and lower alarm intensity in alarms,
the acoustic burden experienced by healthcare providers may be relieved.
Multisensory alarms may be an additional way to increase the information available for users that
is given without overpowering the sensory stream. Additionally, multisensory alarms communicate
important information without decreasing demanding task performance [53] as well as increase
cognitive processing speed and attentional capacity [54].
Specific to the challenge of proper sleep, a team has developed the Haptic Audio Visual Sleep
Alarm System (HAVAS) to determine the most appropriate time to wake someone based on sleep
cycles [55]. As previously discussed, sleep quality is an important factor in patient recovery, so an
alarm system such as HAVAS, in sync with the body’s rhythm, could help improve sleep–wake cycles
and therefore improve patient outcomes.
The integration of multisensory alarms in the ICU may also benefit the healthcare provider by
communicating more information per alarm. Auditory icons, sounds that mimic the indication they
assess such as a “lub-dub” sound for heart rate monitoring, show improved performance compared to
conventional auditory alarms [56]. Furthermore, auditory icons combined with a tactile stimulus to
create a multisensory alarm resulted in higher accuracy of alarm change identification [57]. Furthermore,
the addition of a secondary sensory stream may decrease the informational burden on a single sensory
stream by allowing a salient alarm to be delivered at a lower intensity. A second group found a
personal and wearable visual–tactile alarm to lower response time, improve ratings on suitability and
feasibility, and lower annoyance level when compared to acoustic alarms [58]. Tactile stimuli have an
advantage over visual stimuli, specifically in healthcare environments where visual attention may be
necessary such as the operating room or other procedures.
5. Conclusions
The effects of PICS interfere with recovery and quality of life, even after the initial ailment
has been resolved. PICS and PICS-F affect a large proportion of patients and families who require
medical attention in the ICU, with sleep disruption being one of the strongest contributors to its
development. While there are some treatments available for treating PICS, there is more that can be
done prophylactically within the acoustic environment of the ICU to minimize the deleterious effects
on patient sleep and overall anxiety. The first step is to improve the accuracy of alarms to reflect
legitimate health declines and actionable changes. Second, patient exposure to upsetting alarms may
be limited through headphones that block all sound while sleeping, or only filter out alarm frequencies.
Finally, steps can be taken to re-engineer the conventional auditory alarm into one that can effectively
communicate more accurate information to healthcare providers in the event of an emergency. While
the integration of novel devices into the ICU requires substantial research, financial and administrative
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support, simple tasks such as minimizing testing for certain durations and supplying earplugs for
nighttime can be implemented in the ICU in the meantime. By addressing the saturated and disruptive
acoustic environment of the ICU, patient comfort can be placed as a priority and post-ICU complications
can be minimized.
Author Contributions: Conceptualization, K.J.B. and C.J.C.; Investigation, K.J.B. and C.J.C.; Writing—original
draft preparation, K.J.B. and C.J.C.; Writing—review and editing, K.J.B. and C.J.C.; Visualization, K.J.B. All authors
have read and agreed to the published version of the manuscript.
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Intensive Care Unit–systematic review. Open Med. 2018, 13, 384–393. [CrossRef]
Sendelbach, S.; Funk, M. Alarm fatigue: A patient safety concern. Aacn Adv. Crit. Care 2013, 24, 378–386.
[CrossRef]
Van Rompaey, B.; Elseviers, M.M.; Van Drom, W.; Fromont, V.; Jorens, P.G. The effect of earplugs during the
night on the onset of delirium and sleep perception: A randomized controlled trial in intensive care patients.
Crit. Care 2012, 16, R73. [CrossRef]
Johnson, K.R.; Hagadorn, J.I.; Sink, D.W. Alarm safety and alarm fatigue. Clin. Perinatol. 2017, 44, 713–728.
[CrossRef]
Bailey, J.M. The implications of probability matching for clinician response to vital sign alarms: A theoretical
study of alarm fatigue. Ergonomics 2015, 58, 1487–1495. [CrossRef]
Nightingale, F. Notes on Nursing: What It Is, and What It Is Not; Lippincott Williams & Wiclkins: Philadelphia,
PA, USA, 1992.
Zimmerman, M.A.; Stoddard, S.A.; Eisman, A.B.; Caldwell, C.H.; Aiyer, S.M.; Miller, A. Adolescent resilience:
Promotive factors that inform prevention. Child Dev. Perspect. 2013, 7, 215–220. [CrossRef]
Berglund, B.; Lindvall, T.; Schwela, D.H. Guidelines for Community Noise; World Health Organization: Geneva,
Switzerland, 1999.
Darbyshire, J.L.; Young, J.D. An investigation of sound levels on intensive care units with reference to the
WHO guidelines. Crit. Care 2013, 17, R187. [CrossRef]
Johansson, L.; Bergbom, I.; Lindahl, B. Meanings of being critically ill in a sound-intensive ICU patient
room-A phenomenological hermeneutical study. Open Nurs. J. 2012, 6, 108. [CrossRef]
Bonafide, C.P.; Lin, R.; Zander, M.; Graham, C.S.; Paine, C.W.; Rock, W.; Rich, A.; Roberts, K.E.; Fortino, M.;
Nadkarni, V.M. Association between exposure to nonactionable physiologic monitor alarms and response
time in a children’s hospital. J. Hosp. Med. 2015, 10, 345–351. [CrossRef]
Ruskin, K.J.; Hueske-Kraus, D. Alarm fatigue: Impacts on patient safety. Curr. Opin. Anesthesiol. 2015, 28,
685–690. [CrossRef]
Zhang, Q.; Chen, X.; Fang, Z.; Zhan, Q.; Yang, T.; Xia, S. Reducing false arrhythmia alarm rates using robust
heart rate estimation and cost-sensitive support vector machines. Physiol. Meas. 2017, 38, 259. [CrossRef]

Multimodal Technol. Interact. 2020, 4, 6

40.

41.
42.
43.

44.

45.

46.
47.
48.
49.
50.

51.
52.

53.

54.
55.

56.

57.

58.

8 of 8

Sadr, N.; Huvanandana, J.; Nguyen, D.T.; Kalra, C.; McEwan, A.; de Chazal, P. Reducing false arrhythmia
alarms in the ICU using multimodal signals and robust QRS detection. Physiol. Meas. 2016, 37, 1340.
[CrossRef]
Antink, C.H.; Leonhardt, S.; Walter, M. Reducing false alarms in the ICU by quantifying self-similarity of
multimodal biosignals. Physiol. Meas. 2016, 37, 1233. [CrossRef]
Dewan, M.; Cipriani, L.; Boyer, J.; Stark, J.; Seger, B.; Tegtmeyer, K. Reducing Redundant Alarms in the
Pediatric ICU. Multimodal Technol. Interact. 2019, 3, 11. [CrossRef]
Hu, R.F.; Jiang, X.Y.; Chen, J.; Zeng, Z.; Chen, X.Y.; Li, Y.; Huining, X.; Evans, D.J. Non-pharmacological
interventions for sleep promotion in the intensive care unit. Cochrane Database Syst. Rev. 2015, 10, CD008808.
[CrossRef]
Gallacher, S.; Enki, D.; Stevens, S.; Bennett, M.J. An experimental model to measure the ability of headphones
with active noise control to reduce patient’s exposure to noise in an intensive care unit. Intensive Care Med.
Exp. 2017, 5, 47. [CrossRef]
Schlesinger, J.J.; Reynolds, E.; Sweyer, B.; Pradham, A. Frequency-Selective Silencing Device for Digital
Filtering of Audible Medical Alarm Sounds to Enhance ICU Patient Recovery. In Proceedings of the
International Conference on Auditory Display, Pennsylvania State University, Pennsylvania, PA, USA, 20–23
June 2017.
DellaVolpe, J.D.; Huang, D.T. Is there a role for music in the ICU? Crit. Care 2015, 19, 17. [CrossRef]
Haines, K.J.; Beesley, S.J.; Hopkins, R.O.; McPeake, J.; Quasim, T.; Ritchie, K.; Iwashyna, T.J. Peer support in
critical care: A systematic review. Crit. Care Med. 2018, 46, 1522–1531. [CrossRef]
Davidson, J.E.; Jones, C.; Bienvenu, O.J. Family response to critical illness: Postintensive care
syndrome—Family. Crit. Care Med. 2012, 40, 618–624. [CrossRef]
White, A.; Parotto, M. Families in the intensive care unit: A guide to understanding, engaging, and supporting
at the bedside. Anesth. Analg. 2019, 129, e99. [CrossRef]
Sharmila Sreetharan, J.S.; Schutz, M. Designing Effective Auditory Interfaces: Exploring the Role of Amplitude
Envelope. In Proceedings of the 15th International Conference on Music Perception and Cognition 10th
Triennial Conference of the European Society for the Cognitive Sciences of Music, Montreal, QC, Canada,
23–28 July 2018.
Schutz, M.; Stefanucci, J.K.H.; Baum, S.; Roth, A. Name that percussive tune: Associative memory and
amplitude envelope. Q. J. Exp. Psychol. 2017, 70, 1323–1343. [CrossRef]
Schlesinger, J.J.; Baum Miller, S.H.; Nash, K.; Bruce, M.; Ashmead, D.; Shotwell, M.S.; Edworthy, J.R.;
Wallace, M.T.; Weinger, M.B. Acoustic features of auditory medical alarms—An experimental study of alarm
volume. J. Acoust. Soc. Am. 2018, 143, 3688–3697. [CrossRef]
Katzman, N.; Gellert, M.; Schlesinger, J.J.; Oron-Gilad, T.; Cooperstock, J.R.; Bitan, Y. Evaluation of tactile
cues for simulated patients’ status under high and low workload. In Proceedings of the Human Factors and
Ergonomics Society Annual Meeting, Seattle, WA, USA, October 28–1 November 2019; pp. 658–662.
Hecht, D.; Reiner, M.; Halevy, G. Multimodal virtual environments: Response times, attention, and presence.
Presence Teleoperators Virtual Environ. 2006, 15, 515–523. [CrossRef]
Danesh, A.; Laamarti, F.; El Saddik, A. HAVAS: The haptic audio visual sleep alarm system. In Proceedings
of the International Conference on Human Aspects of IT for the Aged Population, Los Angeles, CA, USA,
2–7 August 2015; pp. 247–256.
McNeer, R.R.; Horn, D.B.; Bennett, C.L.; Edworthy, J.R.; Dudaryk, R. Auditory Icon Alarms Are More
Accurately and Quickly Identified than Current Standard Melodic Alarms in a Simulated Clinical Setting.
Anesthesiol. J. Am. Soc. Anesthesiol. 2018, 129, 58–66. [CrossRef]
Burdick, K.J.; Jorgensen, S.; Combs, T.; Holmberg, M.; Kultgen, S.; Schlesinger, J.J. SAVIOR ICU: sonification
and vibrotactile interface for the operating room and intensive care unit [published online ahead of print,
2019 Aug 27]. J. Clin. Monit. Comput. 2019. [CrossRef]
Cobus, V.; Heuten, W. To Beep or Not to Beep? Evaluating Modalities for Multimodal ICU Alarms. Multimodal
Technol. Interact. 2019, 3, 15. [CrossRef]
© 2020 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

