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Implementing Quiet Time on an Acute Care Unit  

Abstract 

Problem: Hospitals are very noisy places, and the excessive level of noise has deleterious effects 

on patients. After discharge, patients often comment about the noise and rate their hospital stay 

poorly because of the noise.  In 2019, nationally, 60.3% of patients stated that the hospital 

environment was always quiet.   In the same year, on an inpatient, neuroscience, acute care unit 

on the east coast of the US, 45.1% of patients stated that the hospital environment was always 

quiet.  Purpose: The purpose of this quality improvement (QI) project was to implement and 

evaluate the effectiveness of quiet time in an inpatient, neuroscience, acute care unit to achieve 

improved patient satisfaction.  Methods: All staff were assigned a learning module on quiet time 

to be completed prior to implementation. Decibels were measured prior to and during quiet time 

each day.  A quiet time checklist was used daily to ensure each element of quiet time took place.  

These elements included dimming the unit lights, closing each patient’s door, posting signs on 

the unit entrances to alert any visitors, limiting non-emergent bedside procedures, prohibiting 

over-head paging, and discussion with patients and visitors on admission quiet time.  The survey 

Patient Survey on Noise During Hospital Stay was collected at discharge from appropriate 

patients to understand their feelings on quiet time and noise on the unit.  Patient satisfaction data 

was analyzed, by date of discharge, for questions “Rate quietness of the hospital environment” 

and “Noise level in and around room.” Results: Results show decreased decibel levels during 

quiet time, a majority of patients stating they felt quiet time was effective and promoted a restful 

environment and varying patient satisfaction scores related to noise.  Conclusion:  Implementing 
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quiet time on an inpatient hospital unit has a positive effect on lowering the overall noise on the 

unit during quiet time hours and providing patients a quiet, restful environment.   

Introduction 

In 1895, Florence Nightingale wrote “Unnecessary noise is the most cruel abuse of care 

which can be inflicted on either the sick or the well.”  More than 100 years later, the current 

hospital setting offers just as much detrimental noise from equipment, alarms, elevators and a 

multitude of voices (Hedges & Ball, 2018).  The uncontrolled noise has been associated with 

physiological and psychological responses that are damaging to patients, like sleep deprivation, 

confusion and restlessness (McGough et al., 2018).  The effect of excessive hospital noise can 

also lead to miscommunication, impaired concentration and delayed recognition and response to 

alarms by the nursing staff (Choiniere, 2010).  Vulnerable populations, often with more health 

problems and less access to primary care, are more likely to utilize hospitals and more likely to 

experience the deleterious noise of the hospital environment (Bhatt & Bathija, 2018).  

The noise of the hospital also has bearing on the patient’s satisfaction with their hospital 

stay.  Publicly reported surveys, like the Hospital Consumer Assessment of Healthcare Providers 

and Systems (HCAHPS), measure patient’s satisfaction with quietness of the hospital 

environment (Hedges & Ball, 2018).  In 2019, nationally, 60.3% of patients stated that the 

hospital environment was always quiet (Press Ganey, 2020).   In the state of Maryland (MD) for 

2019, 57.8% of patients stated that the hospital environment was always quiet (Press Ganey, 

2020).  In 2019, on an inpatient, neuroscience, acute care unit in MD, 45.1% of patients stated 

that the hospital environment was always quiet (Press Ganey, 2020).  The purpose of this QI 

project was to implement and evaluate the effectiveness of quiet time in an inpatient, 

neuroscience, acute care unit.  The anticipated outcome was that, with the implementation of 
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quiet time, there will be a 2-hour period each afternoon with decreased measured decibel levels 

that leads to improved HCAHPS patient satisfaction scores related to quiet for the unit.   

Literature Review 

A myriad of research exists related to quiet time implementation.  All evidence reviewed 

was level 6B, from qualitative studies with reasonably consistent results, sample size, control, 

and conclusions (Table 1).  The interventions implemented in the selected literature were very 

similar.  Applebaum, Calo & Neville (2016), Dennis, Woodard, Szalaj, & Walker, (2010), 

Goeren et al. (2018), Hedges, Hunt & Ball (2019), Maidl, Leske, & Garcia (2014), McGough et 

al. (2018) and Romine et al. (2013), all implemented quiet times on inpatient units that included 

dimming lights, posting signage, closing patient doors when appropriate and/or delaying routine 

patient tests or care until after quiet time.  All studies had quiet time once during day shift for 2 

hours, with the exception of Applebaum, Calo & Neville (2016), who only had quiet time for 1 

hour during day shift.   

In each study, the patient populations varied.  Goeren et al. (2018), Dennis, Woodard, 

Szalaj, & Walker (2010) and Maidl, Leske, & Garcia (2014) implemented quiet time in Neuro 

Intensive Care Units (ICU).  Maidl, Leske, & Garcia (2014) implemented in the Cardiovascular 

ICU.  Applebaum, Calo & Neville (2016) and Hedges, Hunt & Ball (2019) implemented in 

medical/surgical units.  Romine et al. (2013) implemented in a mother-baby unit and McGough 

et al. (2018) in a progressive care unit.  While there was variability in the settings where the 

research was conducted, the majority of the evidence on the implementation of quiet time was 

generated from literature that took place in a similar setting, and with a similar population, as 

was included in this project. 
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There was variation among the studies of what data was collected and measured during 

implementation.  Goeren et al. (2018), Dennis, Woodard, Szalaj, & Walker (2010) and McGough 

et al. (2018) measured decibels during quiet time.  Dennis, Woodard, Szalaj, & Walker (2010) 

was the only study to measure light during quiet time using a light meter.  Romine et al. (2013), 

McGough et al. (2018) and Hedges, Hunt & Ball (2019) measured HCAHPS during the 

implementation period.  Lastly, Applebaum, Calo & Neville (2016), Maidl, Leske, & Garcia 

(2014) and McGough et al. (2018) measured patient’s perception of quiet time.  Maidl, Leske, & 

Garcia (2014) and McGough et al. (2018) measured the nurse’s perception of quiet time.  

The majority of studies demonstrated positive results from implementing quiet time.  

McGough et al. (2018), Romine et al. (2013) and Hedges, Hunt & Ball (2019) saw improvements 

in their percentile rank for HCAHPS scores related to quietness.  Dennis, Woodard, Szalaj & 

Walker, (2010), Goeren et al. (2018) and McGough et al. (2018) saw a statistically significant 

decrease in noise levels during quiet times.  Applebaum, Calo, & Neville (2016) and Maidl, 

Leske, & Garcia (2014) did not find any statistically significant improvements with the 

implementation of quiet time, but patients reported positive feelings about quiet time.  In 

summary, the evidence demonstrated in each of the studies included strongly supports the value 

of quiet time implementation.  See Table 2 for a synthesis of the literature.  

Theoretical Framework 

Lewin’s Change Theory of Planned Change (1947) is a useful and applicable theory for 

this initiative, vital in directing organizational change.  It is broken down into three phases, 

unfreezing, change and refreezing.  During unfreezing, the change agent identifies a problem and 

need for change and mobilizes others to see the same need.  A solution is selected and 

preparation for moving from current process takes place.  In the second phase of change, an 
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action plan is developed by the change agents, and individuals are engaged to implement the 

proposed change.  Coaching is necessary in stage two to overcome fears and clarify 

misconceptions that the team may have.  During the third stage of refreezing, the change is 

stabilized and becomes embedded into existing systems, culture, and practice.  This phase is 

ultimately responsible for ensuring the change is sustainable over time.  (Shirey, 2013) 

Lewin’s Change Theory was used to leverage this practice change, as the stages of the 

theory corresponded well to how this project proceeded.  In the unfreezing stage the problem was 

identified, and a team was created and mobilized to see the same need.  Staff education on quiet 

time took place in the unfreezing phase.  In the change phase, the implementation of the project 

took place.  Elements of the current culture and structure of the unit were altered, like daily 

changes to the physical environment that demonstrate that quiet time is taking place, and changes 

to expectations of staff on the unit, as they operate noiselessly in much quieter surroundings.  The 

nursing leadership on the unit mandated the expectation that the staff adhere to all aspects quiet 

time.  The last phase is refreezing which was when the sustainability of quiet time takes place.  

Education on quiet time was included permanently to the onboarding process for all new hires on 

this unit.  Quiet time education was included in charge nurse orientation and included in the list 

of responsibilities for the charge nurses.  The charge nurse does not run quiet time every shift, 

but the charge nurses act as leaders each shift, to ensure all unit processes are followed.  The 

charge nurse has the support of nursing leadership to ensure staff adhere to quiet time on a daily 

basis, hold staff accountable and escalate as needed. (Shirey, 2013) 

Methods 

 The setting for this implementation project was a 20-bed acute care, neuroscience, 

inpatient hospital unit in a large, urban, academic medical center.  The primary medical and 
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surgical services cared for on the unit are Neurosurgery, Neurology, Otorhinolaryngology, Oral 

Maxillofacial Surgery and Plastic Surgery for patients over the age of 18.  The average length of 

stay for a patient on this unit is 2.2 days.  The staff is comprised of 55 full-time employees, 

nurses, patient care technicians, unit secretaries, a patient family care liaison, and a mobility 

technician.  Over the course of a month, this unit cares for 150 patients.  This project affected 

approximately 450 patients over the course of implementation.   

 The implementation team consisted of nurses, patient care technicians, unit secretaries, a 

mobility technician, and a patient family care liaison, as well as the nursing leadership of the 

unit, including the nurse manager and Vice President of Patient Care Services.  Peripherally, the 

implementation project was influenced by the Director and Vice President of Patient Experience.  

The evidenced-based intervention consisted of implementing quiet time from 2:00 p.m. to 4:00 

p.m. each day, to include dimming the unit lights, closing each patient’s door, when appropriate, 

posting signs on the entrances to the unit during quiet time to alert any visitors (Appendix A), 

limiting any non-emergent bedside procedures, prohibiting over-head paging and daily discussion 

with patients and visitors on quiet time, to limit noise in double occupancy rooms.   

 The knowledge and attitude of the staff related to quiet time is a structure measure that 

was tracked, to include the number of staff who completed the required education on quiet time 

prior to implementation (Appendix B).  Staff adherence to quiet time interventions throughout 

implementation was tracked as a process measure.  This was tracked using a daily quiet time 

checklist throughout implementation (Appendix C).  HCAHPS scores, specifically related to 

noise and quietness on the unit, were tracked prior and during implementation as an outcome 

measure (Appendix D).  A second outcome measure that was tracked was the Patient Survey on 

Noise During Hospital Stay survey, which was completed by patients at discharge to evaluate 
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their perception of quiet time and noise on the unit (Appendix E).  A third outcome measure that 

was tracked was decibel values, which were measured prior to and during quiet time every day 

throughout implementation using a decibel meter.   

 For the structure measure of staff completing required education, the tactic of 

accountability was used, through formal commitment from staff and unit leadership.  

Additionally, the strategy of collaboration was very useful, by having unit champions and 

leveraging early adopters.  The champions and early adopters were integral to getting education 

done as they encouraged their peers to get their education done.  For the process measure of 

adherence to all elements of the quiet time intervention, the strategy of education was very 

important, on an on-going basis, through demonstration, during the first days of implementation.  

Even though staff had completed a learning module, some still required real time reminders 

about making not overhead pages and closing patient doors and being quiet overall.   

Data sharing was a helpful strategy used to influence the process measure of staff 

adherence to quiet time.  On scheduled increments through implementation, data was shared with 

staff during staff meetings (Appendix F and G) and in a shared location on the unit (Appendix 

H), so that progress could be visualized and understood by staff.  This strategy positively affected 

the process measure, which then impact the outcome measures being tracked, patient satisfaction 

scores, patient surveys and decibel levels, the most useful strategy used was data sharing.   

 A daily quiet time checklist was completed every day, by the project lead or designee, to 

ensure each element of quiet time was implemented.  A decibel meter was used daily to measure 

the noise levels on the unit at 1:00 p.m., prior to quiet time, and at 3:00 p.m., during quiet time, 

from the same place on the unit each time.  Decibel levels were collected by the project lead, 

patient family care liaison or unit secretary.  The patient family care liaison presented patients 



IMPLEMENTING QUIET TIME ON AN ACUTE CARE UNIT                                            

            

9 

with the Patient Survey on Noise During Hospital Stay, who then gave the completed surveys to 

the project lead for data collection.  The data was tallied into a spreadsheet as the surveys were 

collected by the project lead.  Press Ganey data was collected from the Press Ganey portal every 

two weeks and tallied into a spreadsheet during implementation.   To protect human subjects, all 

data that was collected was kept without any patient identifiers.  

Results 

 Quiet time was successfully executed each day during the implementation period and 

continues to be implemented.  The short-term goal for 100% of staff to receive training on the 

quiet time protocol was achieved prior to implementation.  The second short-term goal that quiet 

time would be implemented every day during day shift was also met.  The third short-term goal, 

that the Patient Survey on Noise During Hospital Stay will be completed 100% of the time for 

each appropriate patient at discharge, was not achieved.  While many patients were happy to 

complete the survey at discharge, there were also several patients who did not return the survey.    

 The implementation of quiet time was most successful because of early adopters and the 

unit champions that were established prior to implementation.  Having a core group of staff who 

ran quiet time every day is what ensured that it occurred every day as prescribed.  Obtaining 

formal commitment and having unit leadership mandate this change was also integral towards the 

success of this implementation.  The staff understood that leadership expected this project to be 

successful and were more likely to get on board with the implementation.  Education, meetings, 

and data sharing were helpful in keeping momentum throughout implementation.   

 HCHAPS scores were evaluated weekly throughout implementation and were also 

analyzed in larger time periods, prior to, during and following implementation, to see what effect 

quiet time had on patient satisfaction data related to noise.  In the domain for hospital 
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environment, patients are asked to rate the quietness of the hospital environment.  The Likert 

scale used for patient response included always, usually, sometimes, and never, with the goal that 

the patients answer any HCAHPS question as always.  At the start of implementation, 25% of 

patients stated that the hospital environment was always quiet and at the final week of 

implementation 66.7% stated that the hospital environment was always quiet.  Comparatively, for 

the 2.5 months prior to implementation, the percentage of patients who said the hospital 

environment was always quiet was 44.4%, during implementation, it decreased to 37.1% and in 

the 3 months following implementation, it decreased further to 30.4%.   

The second HCAHP question that was tracked asked patients to rate their perception of 

the noise level in and around their hospital room.  This question is scored as a mean, with the 

goal, and highest possible score, being 100.  The first week of implementation, the mean was 50.  

By the third week, the mean for this question was 75, demonstrating an improvement.  No further 

data was available for this question for the remaining weeks of implementation.  While data was 

not available for the entirety of the implementation period, it is apparent that the implementation 

of quiet time influenced these scores, even if only for a few weeks.  

 An unintended benefit of implementing quiet time was perception by staff that quiet time 

provided opportunities to slow down and decompress.  While that has been studied in relevant 

literature, it was not a goal of this QI project, but it is seen as a positive result of quiet time and 

can be leveraged as a facilitator to help sustain quiet time moving forward.  A second unintended 

benefit was that the nurses focused more on the telemetry alarms, as these were more noticeable 

during quiet time.  It made the nursing staff realize they may have alarm fatigue and what other 

QI can be done to improve compliance with response to telemetry alarms. 
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The project lead was able to work with leadership from ancillary services to limit noise-

inducing processes that typically take place during quiet time.  For instance, prior to 

implementing, the floors on the unit were frequently cleaned, using a large machine, between the 

hours of 2:00 p.m. and 4:00 p.m.  The environmental services department was engaged, and that 

schedule was changed, so that floors are now cleaned at 1:00 p.m.  The facilities department was 

also engaged to remedy squeaky hinged doors so that nurses going in and out of the report room 

or medication room were not contributing to the noise levels on the unit.  The only cost incurred 

was to purchase the decibel meter, which was assumed by the project lead for a minimal cost.  

Discussion 

 Quiet time was successfully implemented on a bustling, less than always quiet, inpatient, 

neuroscience, acute care unit.  It was noted that the decibel level, as well as the patients’ 

perceptions that quiet time facilitated a more restful environment, trended in a favorable 

direction, as was anticipated based on current literature supporting quiet time initiatives.  The 

association between quiet time and improved patient satisfaction scores was not as 

straightforward.  There was an increase during implementation of patients perceiving that the 

hospital environment was always quiet, which was a favorable response to quiet time.  When 

HCAHPS scores were compared over the course of the months prior, during and following 

implementation, scores were not favorable for this specific question, and indicated a continued 

decline in percentages of patients that perceived that the hospital environment was always quiet.   

Data for the second analyzed HCAHPS question, which asks the patient to rate the noise 

level in and around their hospital room, was inconclusive, as there was only data available for the 

first 3 weeks of the implementation period.  When compared to recent literature on quiet time, 
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other studies had much stronger data to support the improvement of patient satisfaction scores 

with the implementation of quiet time.   

There were differences in the observed and anticipated outcomes regarding the results of 

patient satisfaction data during and following implementation, which is a limitation.  One 

possible reason for this is that this project was implemented during the COVID-19 pandemic.  

During the implementation period, visitor restrictions changed from patients having 1 visitor to 

no visitation at all.  While this may seem to be a benefit to quiet time, with less people visiting 

the unit, it may also be to the detriment of HCAHPS scores.  Patient’s families that have spent 

time with them in the hospital often assist with the completion of HCAHPS questionnaires and 

may help the patient remember details of their hospital stay.  It is unknown if family input in 

HCAHPS responses would have improved patient satisfaction scores related to this QI project.   

Unexpectedly, construction occurring during the project implementation period, which 

created a limitation to the success of this project implementation.  This took place for multiple 

weeks in the midst of the implementation period and contributed to unpredictable and 

uncontrollable construction noise.  Patients made mention of the construction noise in their 

discharge surveys.  Facilities staff were engaged with requests to limit noise during quiet time, 

but the construction had to take place between 7:00 a.m. and 3:30 p.m. based on their shifts.   

A third limitation to the project was the unavailability of HCAHPS data for the question 

that asks patients to rate their perception of the noise level in and around the hospital room.  This 

is a consequence of the HCAHPS process of data collection.  Patients may or may not return their 

questionnaires in a timely fashion, if at all, thus only data that has been returned can be 

evaluated.  With more HCAHP data from returned surveys, different conclusions of this QI 

project may have been drawn. A final limitation of this project is that the anecdotal feedback 
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provided by the nurses supporting quiet time while valuable, was only qualitative and not fully 

analyzed.   

 

 

Conclusion 

 This QI project demonstrates that implementing daily quiet time can be done successfully 

on an acute care, neuroscience unit.  Implementing quiet time demonstrated usefulness and 

relevance to health care delivery and patient outcomes as revealed by patient feedback during 

implementation.  Implementing quiet time promoted a sense of rest and healing for patients and 

created a more restful environment for the rest of their day.  The staff on the unit enthusiastically 

supported the implementation of quiet time and anecdotally reported that it gave them a chance 

to be quiet and decompress during their shift while also promoting rest and quiet for their 

patients, a win-win.   

 The staff easily adopted quiet time and multiple unit champions continue to promote and 

sustain it.  In addition to the staff that have taken ownership of the quiet time process, 

sustainability has been achieved by continued education to unit staff, through the orientation 

blueprints, education to physician teams, as new team members are added, as well as education 

during unit orientation to new student clinical groups.  Patients and their families continue to be 

educated on quiet time, by the patient family care liaison, on admission to the unit and 

throughout their stay.   

 Quiet time can be easily adopted to other inpatient units in the hospital, with alterations, 

as needed, to fit the unit’s needs.  Future education for unit staff should include patient’s 

feedback on what specific unit noises contribute to noise disturbances.  Future QI projects 
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include installing wall-mounted decibel meters on the unit so that staff can see real time, visual 

representation of the noise levels.  With additional and continued focus on quiet time creating a 

restful and quiet environment for patients will continue to be achieved.   
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Table 1 

Evidence Review Table 

Citation: Applebaum, D., Calo, O., & Neville, K. (2016). Implementation of quiet time for noise reduction on a medical-surgical 

unit. Journal of Nursing Administration, 46(12), 669–674. https://doi-org.proxy-

hs.researchport.umd.edu/10.1097/NNA.0000000000000424 

Level: 6B 

Purpose/ 

Hypothesis 

Design Sample Intervention Outcomes Results 

“To determine 

the efficacy of a 

quiet time 

intervention to 

reduce noise in 

the hospital 

setting.”  

 

 

Non-

experimental, 

descriptive, 

pre- and 

post-

intervention 

comparative 

design 

 

Sampling technique: 

Convenience  

Eligible Participants:  

Patients 18 years and 

older, alert and 

oriented and able to 

read and write English 

at an 8th grade level, 

admitted to the 

inpatient, medical-

surgical unit in an 

acute care hospital in 

New Jersey.   

Excluded: Deaf 

patients 

Accepted: 80 patients 

hospitalized on a 

medical-surgical unit, 

40 patients 

hospitalized before the 

nurse-led intervention 

and 40 after the nurse-

led intervention. 

 

 

 

 

 

 

 

Intervention: Quiet time intervention 

consisting of dimming lights, closing 

patient doors and hanging signs to 

introduce the quiet time, for 1-hour, 

from 3-4pm, Monday through Friday.  

Prior to initiation of the intervention, 

an educational presentation was 

presented to nursing staff including an 

overview of noise reduction 

intervention and current literature on 

the deleterious effects of hospital 

noise.    

Measure: Patient Survey 

on Noise During Hospital 

Stay (PSNDHS) pre- and 

post-intervention changes 

were obtained.  

Reliability via 

Cronbach’s alpha 

coefficient is .60.  

Content validity was 

established by presenting 

PSNDHS to the hospital 

research council, where a 

panel of nurses conferred 

that the items measured 

were what they were 

supposed to measure.  

 

-60% of patients reported 

the quiet time facilitated a 

restful environment for the 

whole day.  

-73% reported that dimming 

the lights helped to reduce 

noise levels in their room.  

-79% of subjects stated that 

closing the door greatly 

reduced the level of noise 

in their room.  

-73% stated that the quiet-

time hour helped decrease 

the level of noise in their 

room.   

-70 % of patients reported 

the quiet time interventions 

were effective in reducing 

the noise level on the unit. 
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Citation: Dennis, C. M., Lee, R., Woodard, E. K., Szalaj, J. J., & Walker, C. A. (2010). Benefits of quiet time for neuro-intensive 

care patients. The Journal Of Neuroscience Nursing: Journal Of The American Association Of Neuroscience 

Nurses, 42(4), 217–224. 

Level: 6B 

Purpose/ 

Hypothesis 

Design Sample Intervention Outcomes Results 

“The purpose of 

this study was 

twofold. The 

first was to 

determine if the 

implementation 

of a quiet time 

(QT) protocol 

twice a day 

Non-

experimental, 

descriptive, 

pre- and 

post-

intervention 

comparative 

design 

 

Sampling Technique: 

Convenience 

Eligible Participants: 

patients admitted to 

the Neuro-ICU, at 

least 18 years of age 

with a GCS 10 or 

higher.   

Excluded: Sedated 

It was determined that QT would 

occur during the day shift, from 2:00 

to 4:00 p.m., and during the night 

shift, from 1:30 to 3:30 a.m.  At the 

onset of each period of QT, lights 

were turned off or dimmed in both 

patient rooms and at the central 

station. Telephone volumes were 

decreased; the staff were expected to 

Noise measurements were 

taken with a digital sound 

meter (model 8400029; 

Sper Scientific, 

Ltd., Scottsdale, AZ).  

Light was measured with a 

light meter (model 

8400060; Sper Scientific).  

Both instruments have 

Noise reduction during quiet 

time on day shift was 

statistically significant 

(p=.025).  Measured light 

levels during QT on day 

shift showed a statistically 

significant reduction 

(p<.025).   

Patients were found to be 
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would reduce 

noise to the EPA 

recommended 

levels. The 

second was to 

determine if 

reducing light 

levels and other 

impinging 

environmental 

stimuli would 

allow neuro-ICU 

patients to sleep 

or rest 

peacefully.” 

 

patients and patients 

with a GCS less than 

10.   

Accepted: The study 

included 35 patients 

who were observed 

during day shift hours 

and 15 separate 

patients who were 

observed during night 

shift hours. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

interact quietly and to remind anyone 

entering the unit that QT was in 

process. Staff limited nursing 

activities and did not enter the 

patient’s room unless necessary. The 

staff closed privacy curtains and 

turned off televisions. Diagnostic 

tests, laboratories, consults, and 

procedures were conducted outside 

QT hours. Unless requested by 

patients, visiting was prohibited 

during QT.  

been validated in previous 

studies.  Sleep was 

assessed by nursing 

assessment using the Sleep 

Observation Tool (SOT), 

which is shown to be 

valid, with 80% agreement 

with polysomnography.  

The SOT has been proven 

valid and reliable (r=.81) 

1.6 times more likely to 

sleep during the QT. 

Citation: Goeren, D., John, S., Meskill, K., Iacono, L., Wahl, S., & Scanlon, K. (2018). Quiet time: A noise reduction initiative in 

a neurosurgical intensive care unit. Critical Care Nurse, 38(4), 38–44. https://doi-org.proxy-

hs.researchport.umd.edu/10.4037/ccn2018219 

Level: 6B 

Purpose/ 

Hypothesis 

Design Sample Intervention Outcomes Results 

To implement an 

improvement 

plan to decrease 

noise levels by 

10 decibels in 6 

months by 

creating quiet 

times two hours 

Non-

experimental, 

descriptive, 

pre- and 

post-

intervention 

comparative 

design 

A 16-bed 

neurosurgical 

intensive care unit 

(NCSU).  There is no 

discussion of sample 

size or sampling 

technique. 

 

Staff education was conducted, to 

include physician and nursing staff, 

and quiet time was implemented 1 

week later.  Signage was placed on the 

doors leading into the unit during 

quiet hours.  Lights were dimmer and 

patient’s doors were closed 

 

A decibel meter was used 

in four locations on the 

unit every 30 minutes 

during quiet time 

 

A paired t test was used to 

compare data at baseline 

and at 6 months after quiet 

Quiet time decreased peak 

noise levels, with results 10 

to 15 dB lower than baseline 

data during the prescribed 

times. 

There were statistically 

significant reductions in 

NSCU peak noise levels 
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twice a day.    Baseline decibel readings were taken 

during proposed quiet hours at 4 

locations on the unit.  Following 

implementation, a decibel meter was 

used to measure noise levels between 

3 AM and 5 AM and 3 PM and 

5 PM, for 60 seconds every 30 

minutes for the 2-hour period.  The 

highest decibel reading was recorded. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

time implementation. 

There 

was no qualitative data 

collection regarding 

NSCU staff’s perceptions 

of quiet time. 

 

during quiet time for nurses’ 

station left (P =.04) and the 

bed 9 entrance (P =.02) 

compared with baseline 

data. Peak noise levels 

were less, but not 

significantly so, for nurses’ 

station 

right (P =.12) and the bed 4 

entrance (P =.06). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Citation: Hedges, C., Hunt, C., & Ball, P. (2019). Quiet time improves the patient experience. Journal Of Nursing Care Quality, 

34(3), 197–202. https://doi.org/10.1097/NCQ.0000000000000363 

Level: 6B 

Purpose/ 

Hypothesis 

Design Sample Intervention Outcomes Results 

“The purpose of 

this quality 

improvement 

initiative was to 

improve patient 

experience as 

measured by 

Hospital 

Consumer 

Non-

experimental, 

descriptive, 

pre- and 

post-

intervention 

comparative 

design 

 

Sampling Technique:  

Convenience 

Accepted: Fifty 

patients completed the 

Richard Campbell 

Sleep Questionnaire 

(RCSQ), pre-

implementation and 

102 completed it 

The hours of 2 to 4pm were chosen as 

afternoon quiet hours based on the 

patient’s natural circadian cycle and 

the quieter workflow. Midnight to 

5am was chosen for night shift.  Lights 

at the nurses’ station were dimmed at 

the 

beginning of QT, and an 

announcement made 

-The HCAHPS survey, a 

32-item standardized 

instrument, developed by 

the Centers for 

Medicare & Medicaid 

Services.  This project 

focused on item, “During 

your hospital stay, how 

often was the area around 

HCAHPS “always quiet” 

scores improved on both 

units from pre- to 

postimplementation at 11 

months. Unit 1 improved 

from 33% to 71%. Unit 2 

improved from 53% to 70%.   

-Sleep scores declined on 

both units; however, neither 

https://doi.org/10.1097/NCQ.0000000000000363
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Assessment of 

Health Care 

Providers and 

Systems 

(HCAHPS) 

scores for 

quietness in the 

hospital through 

implementation 

of a 

multidisciplinary 

QT. The specific 

aims were to 

develop, 

implement, and 

test QT on 2 

medicine units 

with 

multidisciplinary 

stakeholder 

engagement; 

create a QT 

toolkit to share 

best practices; 

and facilitate 

spread of QT 

across a diverse 

health care 

organization.” 

postimplementation on 

two medicine units. 

 

There was no 

discussion of inclusion 

or exclusion criteria.   

via the nurses’ hands-free wearable 

badge device to remind staff that QT 

is beginning. The team developed a 

script, and unit staff rounded to 

provide patients and visitors with an 

explanation 

of the importance of providing a low 

interruption 

period in the patient’s busy day to 

assist 

with rest. Unit staff offered to lower 

overhead lights and 

close doors unless the patient 

requested that the door remain open. 

Nonpharmacologic sleep aids such as 

eye masks, ear plugs, warm blankets, 

and pillows were offered as part of a 

sleep menu in 

preparation for the nighttime QT. 

your room quiet at night?” 

measured on a scale 

of 1 “never quiet” to 5 

“always quiet.”  

-Patient-reported sleep and 

noise were measured 

during the hospital stay 

using the RCSQ, a 5- 

question, 0- to 100-mm 

visual analog scale that 

has been validated to 

reliably assess sleep depth, 

latency, awakenings, 

percentage of time awake, 

and sleep quality, 

summarized in an overall 

sleep score. Higher scores 

indicate better sleep. 

-Ambient noise level was 

recorded using a Wensn 

hand-held digital sound-

level meter (T Tocas, 

ShenZhen City, China) 

and a Quest Model 2900 

Integrating and Logging 

Sound 

Level handheld meter 

(Quest Technologies, 

Oconomowoc, Wisconsin) 

to check for reliability. 

difference was statistically 

significant.   

-Average noise dB(A) 

decreased from 59.3 (range, 

56-82.3) to 53.5 (range, 44-

72) during the afternoon QT 

hours. 

Citation: McGough, N. N. H., Keane, T., Uppal, A., Dumlao, M., Rutherford, W., Kellogg, K., … Fields, W. (2018). Noise 

reduction in progressive care units. Journal of Nursing Care Quality, 33(2), 166–172. https://doi-org.proxy-

hs.researchport.umd.edu/10.1097/NCQ.0000000000000275 

Level: 6B 

Purpose/ 

Hypothesis 

Design Sample Intervention Outcomes Results 
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To reduce noise 

levels on 

progressive care 

units by 

implementing a 

quiet time 

bundle. The 

bundle included 

set times of the 

day, dimming 

the unit lights, 

clustering 

patient care, and 

providing 

comfort 

measures to 

patients (eye 

masks and ear 

plugs) 

 

 

Non-

experimental, 

descriptive, 

pre- and 

post-

intervention 

comparative 

design 

 

Sampling Technique:  

Convenience  

Eligible Participants:  

Patients and nurses, 18 

yeras and older, on 4 

progressive care units 

in a 536-bed magnet 

designated acute care 

hospital in California, 

who had been 

hospitalized for at 

least 24 hours.  

Excluded: Traveling 

nurses and float nurses 

Accepted:  

-30 patients were 

interviewed 

preintervention and 30 

patients were 

interviewed 

postintervention 

-15 nurses were 

interviewed 

preintervention and 22 

nurses were 

interviewed post-

intervention. 

 

A quiet time bundle was created and 

includes interventions, including 

specified quiet time hours 

(1400 to 1500 and 0200 to 0300).  

Activities to be completed before 

quiet time included announcing 

Quiet Time over the intercom, 

dimming the 

lights, and providing patient comfort 

measures as indicated.  Nursing 

Assistants posted a “See RN Before 

Entering” sign at each patient door to 

inform visitors and hospital staff that 

Quiet 

Time was in progress. The charge 

nurse assigned a staff member to dim 

the hallway 

lights. The 

hospital-issued staff mobile phones 

were set 

at a standardized ringtone and a mid-

level volume. Patient comfort 

included in the bundle were turning 

off the lights in patient rooms; 

offering earplugs or noise cancelling 

headphones, eye masks, or soft music 

from the interactive television; closing 

room doors as appropriate; and 

limiting patient care activities.   

 

Measure: Decibel meters 

were used to measure the 

noise levels on the four 

units.   

-HCAHPS results for 

satisfaction with noise at 

night were reviewed.  

HCAHPS patient 

satisfaction survey is 

a tool for patients to rate 

their inpatient experiences 

when hospitalized. The 

survey includes 

21 questions that evaluate 

patient perspectives 

on the care they received 

in 9 key topics.   

-Nurses and patients were 

invited to participate in 

interviews about perceived 

noise levels.  Patients and 

staff were interviewed 

using an interview tool 

that was not further 

explained.  

 

 

 

Statistical Results:  

-Noise levels were 

decreased by 3 decibels (P = 

0.01) after the 

implementation of the quiet 

time bundle.  

-Pre-intervention HCAHPS 

scores were 36.0% - 40.0% 

quiet at night and post-

intervention HCAHPS 

scores were 51.4% - 61.9% 

quiet at time (P = 0.08)  

-No difference in patients' 

perspective of noise levels 

pre- /post-intervention - -

Nurses pre-intervention 

stated that the unit was 

noisy at least some of the 

time. Post-intervention, 18 

nurses stated that the unit 

was noisy at least some of 

the time and 4 nurses stated 

that the unit was not noisy.  

 

 

Citation: Maidl, C. A., Leske, J. S., & Garcia, A. E. (2014). The influence of “quiet time” for patients in critical care. Clinical 

Nursing Research, 23(5), 544–559. https://doi.org/10.1177/1054773813493000 

Level: 6B 

Purpose/ 

Hypothesis 

Design Sample Intervention Outcomes Results 

To examine the 

influence of 

quiet time in 

critical care.  

Non-

randomized, 

uncontrolled 

trial 

 

Sampling Technique: 

Convenience 

Eligible Participants:  

Male and female 

patients, 18 years and 

older, admitted to the 

Staff were provided education about 

the QT protocol, the rationale for QT, 

deleterious effects of lack of sleep, 

and interventions for the QT protocol.  

A sign was placed on the 

door to the entrance of each critical 

-The RichardsCampbell 

Sleep Questionnaire 

(RCSQ) was used for the 

patient's perception of 

their sleep.  

-Pain and anxiety were 

A one-way repeated 

measures ANCOVA was 

calculated comparing 

RCSQ scores of each 

participant over three 

consecutive QTs. No 
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Neurosciences 

Intensive Care Unit 

(NICU) or 

Cariovascular 

Intensive Care Unit 

(CVICU) 

Excluded: Non-

English speakers, 

patients who had 

general anesthesia in 

the last 8 hours or had 

a GCS <10   

Accepted: 129 

patients NICU (n = 66) 

and CVICU (n = 63) 

care unit and on the patient’s door to 

his or her room as recommended.  

Patients, family members, and visitors 

also were educated on the QT by the 

patient’s nurse on admission.  QT 

hours were designated between 1400 

and 1600.  Comfort and sleep were 

promoted through repositioning, 

assistance with elimination, if needed, 

and pain relief prior to implementation 

of 

QT.  Unit lights were 

dimmed, patient’s door closed, and 

televisions turned off. Visitors were 

allowed to remain quiet at the bedside. 

Staff movement and conversations 

were minimized and patient treatment 

activities limited.  Routine therapies, 

diagnostic tests, labs and consults 

were conducted outside of QT.  

 

 

 

assessed by asking the 

patient to rate both using a 

0-10 number scale  

-Nurse's rated their 

perception of the patient’s 

quality of sleep and the 

nurse’s satisfaction with 

quiet time using a 0-10 

numeric scale 

-Patient satisfaction with 

quiet time using yes or no 

-There was no discussion 

of validity or reliability of 

any tool or scale used for 

data collection.  

 

 

significant 

effect was noted [F(2, 30) = 

2.23, p = .13]. ANCOVA 

was calculated comparing 

pain scores of each 

participant over three 

consecutive QTs. There was 

no significant effect [F(2, 

30) = .09, p =.91]. 

ANCOVA was calculated 

comparing anxiety scores of 

each participant over three 

consecutive QTs. No 

significant effect was found 

[F(2, 30) = .97, p = 39]. 

ANCOVA was calculated 

comparing MAP scores of 

each participant over three 

consecutive QTs. There was 

no significant effect [F(2, 

30) = 1.04, p = .37]. The 

majority of patients (n = 

120, 93%) reported that 

having a QT mattered to 

them. 

-Patients and nursing staff 

found QT a valuable 

experience and staff nurses 

displayed a positive 

response to satisfaction with 

QT.   

Citation: Romine, L., Yukihiro, D., Hext, A., Klein, L., & Ortiz, M. (2013). Shhh! It’s quiet time from 2 P.M. to 4 P.M.: Our 

family is bonding beyond this Door. JOGNN: Journal of Obstetric, Gynecologic & Neonatal Nursing, 42, S15. 

Level: 6B 

Purpose/ 

Hypothesis 

Design Sample Intervention Outcomes Results 
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To initiate a 

quiet time 

program that 

would provide 

families and 

their new infants 

an uninterrupted 

period to rest, 

bond, and 

breastfeed. 

 

Non-

experimental, 

descriptive, 

pre- and 

post-

intervention 

comparative 

design 

 

Sampling technique: 

Convenience  

 

Intervention: Letters were sent to 

physicians to describe the program 

and purpose of the change. The 

maternal–child staff was educated and 

a date was set for implementation. 

Quiet Time (QT) was held from 2-

4pm daily. QT signage was created 

and displayed. Flyers were given out 

during maternity tours and childbirth 

classes and were also distributed to 

patients on admission. QT was also 

advertised on the facility’s web site 

and in monthly publications 

 

Measure: Feedback was 

obtained from follow-up 

phone calls with patients 

who were discharged.    

-HCAHPS scores for 

“patients room always 

kept quiet”  

 

 

-No complaints about 

interruptions have been 

received in follow-up 

phone calls. 

-HCAHPS scores for 

“patients room always kept 

quiet” increased from 70% 

in the fourth quarter in 

2011 to 78% in the second 

quarter in 2012. 

-Increase in rates of 

exclusive breastfeeding 

from 33% in January 2012 

to 63% in July 2012. 

 

 

 

 

 

 

 

 

 

 

Table 2 
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Synthesis Table 

 

 

 

Evidence Based Practice Question (PICO):  Does the implementation of quiet hours on an acute care inpatient unit improve the patient’s perception of 

quietness of the hospital environment? 

Level of 

Evidence 
# of Studies Summary of Findings Overall Quality 

VI 7 

Applebaum, Calo, & Neville (2016), Dennis, Woodard, Szalaj, & Walker, (2010),  

Goeren et al. (2018),  Hedges, Hunt & Ball (2019), McGough et al. (2018),  

Maidl, Leske, & Garcia (2014) and  Romine et al., (2013) all implemented quiet 

times on inpatient units that included dimming lights, posting signage, closing 

patient doors when appropriate and/or delaying routine patient tests or care until 

after quiet time.  All studies had quiet time once per shift, with the exception of 

Applebaum, Calo, & Neville (2016), who only had quiet time for 1 hour during 

day shift.   

 

Results were predominantly positive for all listed studies.   McGough et al. 

(2018), Romine et al. (2013) and Hedges, Hunt & Ball (2019) all saw 

improvements in their percentile rank for Press-Ganey HCAHPS scores related to 

quietness.  Dennis, Woodard, Szalaj, & Walker, (2010), Goeren et al. (2018) and 

McGough et al. (2018) all saw a statistically significant decrease in noise levels 

during quiet times.    Applebaum, Calo, & Neville (2016) and Maidl, Leske, & 

Garcia (2014) did not find any statistically significant improvements with the 

implementation of quiet time, but patients reported positive feelings about quiet 

time.  

B, reasonably consistent results; 

sufficient sample sizes, where listed; 

some control, with fairly definitive 

conclusions; reasonably consistent 

recommendations based on fairly 

comprehensive literature review that 

includes some reference to scientific 

evidence.   Two articles were 

conducted several years ago, in 2010, 

however the relevance is still pertinent 

today.   
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Appendix A 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Quiet time signs created to hang on unit entrances during quiet time 
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Appendix B 

 

 

 

 

 

 

 

 
 

 

 

 

 

Education Module created and distributed to staff pre-implementation through the learning management system. 
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Appendix C 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Quiet time checklist used daily during quiet time.  
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Appendix D 

 

 

 

 

 

 

 

 

 

 
 

 

 

Spreadsheet used to capture Press Ganey data during implementation.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Press Ganey Data Collection     

  

Score for 
Quietness of 
the hospital 
environment 

Score for Noise 
level in and 

around room 

Pre-Implementation: 07/01/20-09/13/20 44.4 68.6 

9/14/20 to 9/20/20 25 50 

9/21/20 to 9/27/20 33.3 83.3 

9/28/20 to 10/4/20 50 75 

10/5/20 to 10/11/20 20 ND 

10/12/20 to 10/18/20 38.3 ND 
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Appendix E 
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Patient Survey on Noise During Hospital Stay given to appropriate patients at discharge 

Appendix F 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

PowerPoint slide presented at 9/7/20 staff meeting to introduce quiet time and the learning module the staff would be assigned.  
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Appendix G 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

PowerPoint Presentation created for Staff Meeting on 10/15/20 which included data of decibels, Press Ganey and discharge survey data.  
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Appendix H 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The unit’s patient experience bulletin board with current quietness data displayed. 


