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Nursing Practice

QUIET, PLEASE

By Susan Trossman, RN

A
s a child, Pam Ball, BSN, RN, NE-BC, 
recalls her mother pointing to a sign 
whenever the family drove past 

the county hospital that read, “Quiet—
Hospital Zone,” and urging the chil-
dren to lower their voices.

“I thought hospitals were al-
ways quiet all the time,” said 
Ball, who after practicing as a 
nurse for some 27 years, knows 
that hospitals generally are far from 
being quiet places. She points to the 
beeps of alarms, squeaky wheels of carts, 
and whirs of air mattresses.

Megan Brunson, MSN, RN, CCRN-CSC, CNL, 
agrees, adding, “The pumps are often the worst of-
fenders. They are so overly sensitive and ‘smart 
pumps’ can be too smart. They alarm all the time. We 
don’t need a 30-minute warning that an I.V. is run-
ning low.”

Then there are the loud medication scanners.

“It is the worst to sneak in a room, try and scan an 
arm band (beep), open the medication cart (beep), 
scan the bag (beep), hang the bag (beep), reset vol-
ume of pump (beep),” said Brunson, president-elect 
of the American Association of Critical-Care Nurses 
(AACN), an organizational affiliate of the American 
Nurses Association (ANA). “The actual intervention is 
often not the reason the patient wakes up. The sounds 
from the equipment disturb their rest. We recognize 
these items are essential to patient safety, but we joke 
that we wish there was a ‘sleep mode’ on some of the 
equipment. You can still do all these things, but just 
take the beep off the medication scanner.”

Because of the importance of sleep to the healing 
process, Ball and Brunson are among the nurses na-
tionwide who have been looking at innovative and 
often just common-sense ways to transform hospi-
tals into more restful environments.

A fundamental need

Maslow’s hierarchy of needs designates sleep as one 
of the most basic and critical human requirements. 
The National Heart, Lung, and Blood Institute affirms 
that ensuring enough quality sleep at the right times 
can protect mental and physical health, safety, and 
quality of life. Further, ongoing sleep deficiency can 
lead to an increased risk of heart disease, kidney dis-
ease, high blood pressure, diabetes, and stroke, as 
well as a weakened immune system, among other 
problems. 

Looking at environmental factors, a 2015 National 
Sleep Foundation poll found noise, light, tem-

perature, and mattress type have a greater 
negative impact on sleep in people dealing 

with acute or chronic pain than on those 
who are pain-free.

Those same environmental fac-
tors in hospitals can disturb 

sleep to a heightened level.

“Patients are expecting to sleep 
when they are in a hospital,” said 

Turkeisha Brown, MSN, RN, NE-BC, a 
nurse manager at University of North 

Carolina (UNC) Hospitals and North Caro-
lina Nurses Association (NCNA) member. 

But, she added, healthcare professionals tradi-
tionally have scheduled many interventions or 

other types of care around the clock even if pa-
tients’ ability to rest suffers.

In other words, patients have to adjust to the rhythm 
and flow of hospitals, but at what cost?

Nurses offer strategies to promote patients’ rest and sleep
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Working for better sleep

Barbara Trotter, BSN, RN, CMSRN, co-led a sleep- 
focused intervention project, which was tested on 
her adult medical unit and a pediatric unit at the Uni-
versity of Virginia (UVA) Medical Center in Charlot-
tesville. She also was among the nurses who shared 
their efforts through poster presentations at the ANA 
Quality and Innovation Conference in March.

“We have a very high acuity unit,” Trotter said. “There 
are a lot of interventions that we have to do with no 
control over their timing, such as giving I.V. meds 
and antibiotics and taking vital signs. So patients’ 
getting an uninterrupted night of sleep is definitely  
a challenge.”

The UVA project involved reducing patients’ light ex-
posure by switching to red lights during the night. In 
patient rooms on the adult med unit, the much 
brighter, white night light bulbs in the ceiling were 
replaced with less intense red light bulbs. Nurses on 
the pediatric unit used red “hugger” lights, similar to 
a penlight that wraps around the neck, during their 
nighttime interventions.

Additionally, all study patients wore an Actiwatch™, 
which measured specific light color exposure, sleep, 
and activity. Participants and nurses also were 
asked their perceptions about using the lights and 
the Actiwatch. 

In terms of project results, both adult and pediatric 
patients slept better with reduced white lights, but 
pediatric patients came closer to achieving more re-
storative sleep. In addition, the red light intervention 
met the visual needs of nurses and participants 63% 
of the time.

According to Trotter, patients reported really liking 
the red lights, and she added this sleep-promotion 
intervention holds promise for improving health out-
comes. After the study, some nurses on the adult unit 
began using the hugger lights, as well, which gives 
them better aim and light during certain clinical in-
terventions at night.

Addressing squeaks and other noise

At UNC Hospitals, nurse managers Brown and Ball’s 
project focused on reducing environmental noise. 
First, they and other members of the project team 
performed sound testing, walking around units at dif-
ferent times to determine noise levels and chief con-
tributors. They also surveyed patients on factors that 
were affecting their ability to sleep. On that list were 
bed noises, alarms, squeaking equipment, and 
sounds from other patients. 

The nurses’ efforts led to a number of changes, in-
cluding replacing the wheels on the trashcans and 
squeaky wheels on chairs, repairing malfunctioning 
motors on beds, switching automatic paper towel 
machines in the hallways with manual ones, and al-
tering the times floors were buffed.

As for noise from other patients, some of it can’t be 
avoided. “If someone is admitted in the middle of the 
night or is hard of hearing, there isn’t much we can 
do,” Brown said.

Ball, an NCNA member, said that nursing staff also 
developed visitor rules, such as no overnight stays in 
semiprivate rooms or loud conversations, which they 
shared with patients and visitors. 

In addition to addressing noise, the team reinforced 

Barbara Trotter uses a red hugger light during a  
nighttime intervention.
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the importance of bundling 
care to reduce sleep interrup-
tions, and staff offered patients 
warm washcloths after dinner. 
“That [intervention] really 
made a big difference to pa-
tients, who told us it contribut-
ed to their rest,” Brown said.

Nurses and representatives from other disciplines at 
UNC Hospitals have continued to expand their sleep 
promotion mission by testing other initiatives.

One interdisciplinary effort is called “Quiet Time,” 
which occurs from 2 PM to 4 PM and from midnight to 
5 AM. It includes dimming lights, closing patient room 
doors, and talking in lower voices. To bolster this in-
tervention, project team members created “Hush-
puppies.” Based on a traditional baby shower game, 
its aim is to build staff awareness and accountability 
around noise they generate—often without realizing 
it, noted Brown and Ball, whose poster also was fea-
tured at the ANA conference.

At the beginning of the shift, everyone, including 
physicians, is given a clothespin. If someone hears 
one of their peers talking too loud, for example, they 
take away that person’s clothespin. Whoever has the 
most clothespins at the end of the shift receives a 
gift card for coffee.

Hushpuppies works so well because it allows people 
to address loud conversations or other noise and 
hold each other accountable in a nonconfrontational 
way, according to Ball.

Other pro-rest efforts that have been implemented 
range from asking patients about what aids they use 
at home to help them sleep, such as extra pillows or 
listening to music, to conducting bedside shift re-
ports outside the patient room based on patient 
preference.

“Many of the solutions are basically common sense,” 
Ball said. And while these initiatives have been suc-
cessful, Ball and Brown both spoke about the ongo-
ing need to reinforce noise reduction with healthcare 
team members. 

Quiet in the ICU

When the ICU that Brunson was working in at Medi-
cal City Dallas Hospital transitioned to a more flexi-
ble, open visitation policy about 7 years ago, they 
experienced an upswing in the number of people 
visiting patients and staying longer.

“Patients would regularly express to us that they 
were exhausted,” said Brunson, CVICU night supervi-
sor. “They would often ask nurses to be ‘the bad guy’ 
and ask visitors to leave.” 

Given the patient satisfaction Hospital Consumer  
Assessment of Healthcare Providers and Systems 
survey’s new emphasis on “quietness of environment”  

and nurses’ own concerns 
about patient rest, the 
unit-based council and 
Brunson developed a 
quality initiative to de-
crease noise levels in 
decibels.

First they evaluated noise levels with a decibel reader 
and found that the unit was louder than a construc-
tion site both day and night, according to Brunson. 
The Environmental Protection Agency and the World 
Health Organization recommend a maximum of 
about 35 to 45 dB for a hospital environment, but 
the ICU reading was closer to 75 to 85 dB. They also 
surveyed patients before and after leaving the ICU on 
the quietness of the environment. The survey and 
subsequent interventions were only implemented 
with patients who were cognitively able.

Instead of restricting visitation, Brunson said the staff 
implemented “quiet time” from 2 PM to 4 PM and 10 PM 
to 4 AM.

“We gave patients small hospitality kits with ear 
plugs, eye masks, and a small card explaining our 
study, and we offered them white noise machines,” 
Brunson said. Patients and families also were provid-
ed with printed materials on the benefits of rest, such 
as decreased length of stay, prevention of delirium, 
and the ability of patients to participate in more edu-
cational activities and cardiac rehabilitation.

In addition, overnight visitors were asked to honor the 
quieter environment by not using their cell phones or 
turning on TVs or bright lights.

“Although we did not find a difference in the noise 
levels with decibel readings, our study did find a sig-
nificant difference in patients’ perceptions of the en-
vironment, and their stated quality of sleep highly 
improved,” she said. 

These measures continue to be implemented to this 
day, with an extra hour added to the overnight quiet 
time period. And Dallas Hospital healthcare team 
members also implement other measures, including 
dimming lights, closing blinds, and limiting interven-
tions, unless medically needed, to avoid disrupting 
patients who are sleeping.

“We have discovered patients and families are recep-
tive to quiet times, if you explain how essential sleep 
is to overall recovery,” Brunson said.

— Susan Trossman is a writer-editor at ANA. 

“Unnecessary noise is the most cruel 
abuse of care which can be inflicted 

on either the sick or the well.” 
— Florence Nightingale

Nursing Practice
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A 
22-year-old woman with Asperger’s syn-
drome was seen on a frigid night in January 
2018 for a fall-related head injury in the Uni-

versity of Maryland’s emergency department (ED). 
She resisted discharge, so ED nurses called a securi-
ty guard, who forcibly wheeled her in only a hospital 
gown to a nearby bus stop despite her obvious men-
tal impairment. A psychotherapist leaving work wit-
nessed the dumping, recorded it, and called 911. This 
ED staff violated federal law, and the nurses violated 
their professional obligations.

President Reagan signed the Emergency Medical 
Treatment and Active Labor Act (EMTALA) in 1986, 
following horror stories of emergency care denied to 
people in crisis based 
on their inability to pay. 
Before EMTALA,  
hospitals could legally 
deny treatment to 
people whom they de-
termined couldn’t pay, 
claiming public hospi-
tals and charitable or-
ganizations should see 
those patients. 

Federal officials cited 
the Baltimore hospital 
for EMTALA violations. 
Deficiencies included  
allowing security guards  
to decide which pa-
tients would be seen 
before providers 
could, not protecting and promoting patients’ 
rights, violating confidentiality, not protecting pa-
tients from harassment, and failing to provide a safe 
discharge. The top hospital official apologized and 
accepted responsibility for the incident. 

Bandura’s work on moral disengagement in 2016 de-
scribes how good people don’t realize they are act-
ing harmfully. Examples include victim blaming 
(“wasn’t wearing a helmet”), labeling patients (“fre-
quent flyer”), displacement of responsibility (“follow-
ing orders”), and rationalizing a greater good (“we 
need the bed”), among others. Moral disengagement 
is a systems dilemma. Preventing separation of per-
sonal and professional values requires environments 
with safeguards that uphold clinical competence and 
professional compassion.  

The Code of Ethics for Nurses with Interpretive State-
ments emphasizes nurses’ obligations to actively 
promote work settings and policies that support and 
reinforce ethical practice environments. The Code al-
so clearly describes our obligations to patients and 
the public. No excuse for knowingly allowing vulnera-
ble people to be “dumped” against their will exists 

within the terms of that social contract. The Code calls 
on us to respect the dignity of every patient, regard-
less of his or her status or condition. We owe patients 
the protection of their rights, including the right to 
safe care and treatment, especially when they are 
mentally or physically compromised, even if that 
means standing up to employers or coworkers. ANA’s 
statement on “The Nurse’s Role in Ethics and Human 
Rights: Protecting and Promoting Individual Worth, 
Dignity, and Human Rights in Practice Settings” 
states: “Nurses strengthen practice environments by 
refusing to practice in ways that would create a neg-
ative impact on the quality of care.” Such duties are 
non-negotiable.

Too many EDs and 
first-responders feel 
the brunt of a shred-
ded social contract, 
resulting in unstable 
housing, untreated 
mental illness, food in-
security, rampant sub-
stance use disorder, 
intractable poverty, 
social isolation, and 
growing gun violence. 
Our Code also obliges 
us not to add patient 
dumping, neglect, and 
abandonment to these 
ills, but to individually 
and collectively use 
our moral power to 

stand up, speak out, and as Gandhi reportedly said, 
“be the change we wish to see.”

— Analysis by Eileen Weber, DNP, JD, PHN, a member of the 
ANA Ethics and Human Rights Advisory Board. 

Ethics Case Study

A cold, hard lesson about patient dumping
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A
s part of its ongoing initiative, sponsored by 
the Rita & Alex Hillman Foundation, to recog-
nize nurses in board leadership roles, the 

American Nurses Foundation interviewed Madeline 
Bell, MS, BSN, president and CEO of Children’s Hos-
pital of Philadelphia. Bell serves on several boards 
of directors, including the Comcast Corporation, 
Federal Reserve Bank of Philadelphia, Chamber of 
Commerce for Greater Philadelphia, the Children’s 
Hospital Association, and the Children’s Hospitals’ 
Solutions for Patient Safety. 

What are some capabilities and attributes 
beyond those related to healthcare that 
nurses bring to the business world?

The versatility of what nurses have to do in the 
course of a day builds character and the ability to 
function at a very high level. Nurses develop the abil-
ity to routinely assess crisis situations, take in a vari-
ety of different data points as team members, decide 
when to call in somebody with a different skill set, 
and accomplish tasks within time constraints. These 
abilities align well with being a capable executive and 
board member. 

Being empathetic to our patients and families is also 
a really strong skill for nurses. For board service, this 
translates to being empathetic to customers, share-
holders, and other stakeholders, and being able to 
put yourself in their shoes. 

What advice would you offer to other nurses 
about the value of board service?

I think that board service is a really good way to 
build your skill set and your network, which is im-
portant to your organization and your own profes-
sional development. I also think it’s a good way to 
give back the skills that you already have. For many 
nurses like me who’ve “grown up” in hospitals and 
health systems in the nonprofit world, it’s a way to 
show your value outside of where you’ve spent your 
career. For me, this reinforced that nursing is a ver-
satile career that allows you to build on everything 
you learned at the bedside. 

Where do you believe you’ve had the most 
influence as a member of the Comcast board?

Healthcare is a major expense for every company. As 
the CEO of a large healthcare organization, I bring 
the perspective of where healthcare is moving in the 
future and how employers and providers can improve 
patient outcomes and reduce costs. That’s an impor-
tant perspective to bring to the board.

With my operating experience and experience as a 
CEO, I also know what it’s like to run an organization 
and to make big strategic and financial decisions. 
And I certainly have the perspective of being a wom-
an, so I bring some diversity of thought and experi-
ence. I sit on the audit committee and the gover-
nance committee and am engaged in both of those 
activities in my own organization and on other 
boards. I can reflect on and bring perspective to 
some of the top issues boards deal with, such as suc-
cession planning, cyber security, and enterprise risk, 
based on my own experience.

Nurse leader shares insights on preparation for board service

Interested or currently serving 
on a board? Be counted
 

A
ll boards benefit from the unique per-
spective of nurses to achieve the goals 
of improved health and efficient and ef-

fective healthcare systems at the local, state, 
and national levels.  Help ensure at least 10,000 
nurses serve on boards across the United States 
by 2020.  If you serve on a board, or are inter-
ested in future board service, visit nurseson-
boardscoalition.org and be counted.

Foundation News

To read the full interview and learn more about 
the initiative, visit nursingworld.org/foundation/
programs/nurses-on-boards/nurse-leader-spot-
light-pro昀les

Madeline Bell


