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BACKGROUND: A lack of quiet time during their hospital stay can have multiple deleterious 

effects on patients.  Studies have shown that patients are exposed to multiple interruptions by 

hospital staff and louder than recommended noise levels while they are admitted in the hospital.   

 

LOCAL PROBLEM: The unit leaders at one local community hospital in Maryland noticed that 

a lack of quiet time was a daily problem on their unit.   

 

INTERVENTION: The purpose of this project was to implement and evaluate the effectiveness 

of daily quiet time on a postpartum unit at a community hospital in Maryland.  In this quality 

improvement project, daily quiet time was implemented during the hours of 1:30pm to 3:00pm.  

Lights on the unit were dimmed.  Nurses and other staff stayed out of patient rooms unless it was 

medically necessary or by patient request.  Data collection occurred from October 2018 to 

November 2018 and included observing and recording the number of times staff entered a patient 

room and timing how long they were in the room.   

 

RESULTS: Pre-implementation data collection occurred on four days and post-implementation 

data collection occurred on nine days.  On average, staff interruptions to patient rooms were 5.18 

pre-implementation and 1.30 post-implementation per 90 minutes (P < 0.001).  On average, 

interruptions in patient rooms by staff lasted 4.09 minutes pre-implementation and 3.66 minutes 

post-implementation.   

 

CONCLUSIONS: Due to the overwhelming acceptance of this quality improvement project by 

the postpartum staff as well as other departments in the hospital and the observed decrease in 

staff interruptions to patient rooms, daily quiet time is a sustained intervention that has become 

part of the standard workflow on the postpartum unit at a local community hospital. 
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Introduction 

 The lack of quiet time during a hospital admission can have deleterious effects on 

patients.  These deleterious effects include the following: impaired pain tolerance, impaired 

healing, sleep deprivation, cardiovascular complications, and depression (Adatia, Law, & 

Haggerty, 2014; Matsuda et al., 2017; Stickland, Clayton, Sankey, & Hill, 2016).  Factors that 

contribute to the lack of uninterrupted rest time include interruptions by hospital personnel and 

high noise levels (Adatia, Law, & Haggerty, 2014).   

 The World Health Organization (WHO) has long-standing guidelines for appropriate 

noise levels that should not go higher than 30-40 decibels (Berglund, Lindvall, Schwela, 1999), 

which is approximately the same level of noise of a computer.  However, various studies have 

reported that noise levels exceed those levels daily, with decibels levels ranging from 59 to 65 

decibels (Akansel & Kaymakci, 2008; Laubach, Wilhelm, & Carter, 2014; Pope, 2010), which is 

roughly the same level of noise as a dishwasher.  At this time, only two studies have been 

conducted observing interruptions on a postpartum unit, but they show the magnitude of the 

number of interruptions patients endure.  In the first study, the authors observed an average of 54 

interruptions lasting a median of 17 minutes in a twelve-hour span (Morrison, Ludington-Hoe, & 

Anderson, 2006).  In the other study, the authors observed an average of 53 interruptions lasting 

a median of 18 minutes in a twelve-hour span (Morrison & Ludington-Hoe, 2012).  The nurse 

leaders on a postpartum unit at a local community hospital in Maryland noticed there was no 

period of time where their patients had uninterrupted quiet time (M. Hantske, personal 

communication, February 1, 2018).   

 One intervention to address the lack of uninterrupted quiet time was to implement daily 

quiet time on the postpartum unit at this hospital.  This intervention of quiet time implementation 
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has been successfully completed by various units in other hospitals based upon a literature search 

(see Appendix A).  Implementation for this particular postpartum unit included a set time of the 

day (1:30pm to 3:00pm) where the unit is quiet and patients are allowed to rest without hospital 

personnel entering their room except in the event where it is deemed medically necessary or by 

patient request. 

 The purpose of this Doctor of Nursing practice (DNP) project was to implement and 

evaluate the effectiveness of daily quiet time on a postpartum unit at one local community 

hospital in Maryland.  The short-term goals of this project were to successfully implement quiet 

time on a daily basis for the postpartum unit and have an 50% reduction in the number of times 

that staff enter a patient's room during daily quiet time.  These short-term goals were to be met 

by the end of November 2018.  The long-term goals were to have daily quiet time as a sustained 

intervention on the postpartum unit and have an 80% reduction in the number of times staff enter 

a patient's room during daily quiet time.  The long-term goals were to be met by the end of 

December 2019.  The articles in Appendix A support the implementation of quiet time.   

Theoretical Framework 

 The theoretical framework that was used in the implementation of this DNP project was 

the Plan-Do-Study-Act (PDSA) model.  The PDSA model is a quality improvement (QI) model 

used to implement change based on four steps in a cyclical manner (The W. Edwards Deming 

Institute, 2016).  The steps in the PDSA model are thought of as the concepts of this model 

because the PDSA model is a QI model and not a theoretical framework (Stinefelt, 2017).  The 

first step, "Plan", is when the implementation plan is developed.  This step is comprised of 

identifying a project goal(s), outlining the strategies of implementing the change, identifying data 

collection methods, and making a hypothesis of the end result of the project's implementation.  In 
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the second step, "Do", the plan is implemented and collection of data is completed.  In the third 

step, "Study", analysis of the data is completed and the success of the project implementation is 

evaluated.  In the fourth step, "Act", preparation for the next cycle begins by integrating the 

results and areas of improvement outlined in the "Study" step.  The PDSA model allows for 

project implementation on a small scale first, evaluate how the implementation of that trial went, 

and then implement the project on a bigger scale.  The PDSA model allows for never-ending 

quality and continual improvement because of its cyclical nature.   

Literature Review 

 The literature review conducted focused on the implementation of QT in hospitals.  The 

literature review encompassed the general implementation of QT on various units, the 

implementation of QT to reduce the noise level on units, and the implementation of QT to 

improve breastfeeding outcomes for postpartum units. 

 During the literature search, four articles were found where the purpose of the project 

was to successfully implement QT.  One project took place on a neuroscience step down unit 

(Bergner, 2014).  Bergner (2014) did not report the sample size and reports that feedback was 

obtained six months post implementation.  Both of these are limitations to the project.  Another 

project took place on a critical care unit where 129 patients of two different hospitals were 

conveniently sampled and in which the units were physically differently (Maidl, Leske, & 

Garcia, 2014).  The different unit designs and convenience sampling were limitations to this 

project.  One project occurred on a Mother/Baby unit, but Slogar, Gargiulo, and Bodrock, (2013) 

did not report the sample size or what patient survey was utilized to collect data, which were 

both limitations to the project.  The last project was implemented hospital-wide, but McKinney 

(2013) did not report the sample size.  This again was a limitation, but one could postulate a 
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larger sample size because the project was implemented across the hospital.  The Hospital 

Consumer Assessment of Healthcare Providers and Systems (HCAHPS) survey was utilized in 

that project, which is viewed as a strength to the project because it is a reliable and valid tool.  

While the units varied, each project was able to successfully implement daily QT.  Three of the 

articles presented evidence that were from single descriptive or qualitative studies.  McKinney 

(2013) presented evidence from a well-designed cohort study.  The projects had similar aspects 

of what encompassed daily QT (a set time of the day, educating patients and families about QT, 

diming the room/unit lights, and deferring patient care during those hours).  A common outcome 

studied throughout the four projects was patient satisfaction, which was obtained through 

surveys and qualitative feedback.  The authors of all four articles presented evidence that QT was 

successfully implemented and perceived as a positive intervention for patients.   

 The literature search also produced four articles where the purpose of the project was to 

implement QT to reduce noise levels on units.  One project took place on a medical-surgical unit 

where QT was implemented using a non-experimental descriptive pre- and post-intervention 

comparative design (Applebaum, Calo, & Neville, 2016).  This project included 80 patients that 

were conveniently sampled, a limitation of the project, and data was collected using a 

standardized survey, a strength of the project.  The other project took place on a coronary care 

unit using a before and after descriptive study design.  Feldman and Sobrino-Bonilla (2014) did 

not report the sample size, a limitation to the project.  Feldman and Sobrino-Bonilla (2014) 

reported that they obtained patient surveys but did not state what survey was utilized to collect 

patient data, which was another limitation to the project.  Goeren et al. (2018) conducted a before 

and after descriptive study on a 16-bed neurosurgical intensive care unit with the goal to reduce 

the noise level after implementing quiet time.  They used decibel meters and found two of the 
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four locations measured on the unit had significantly lower noise levels (Goeren et al., 2018).  

The last article used a convenience sample, a limitation, of patients and nurses to obtain their 

perceptions of the noise levels pre-implementation and post-implementation of a Quiet Time 

Bundle intervention (McGough et al., 2018).  While there was not a noticeable difference in their 

perceptions, the decibel readings showed that there was a 3 decibel level decrease in the noise 

level on the unit (McGough et al., 2018).  The authors of these articles presented evidence that 

the implementation of QT led to lower noise levels.   Similarities of the implemented QT 

included set times of the day, signage for patients and families about QT, education by staff 

nurses to patients and families, and dimming the lights.  Feldman and Sobrino-Bonilla (2014) 

mentioned that non-emergent medical care was deferred until QT was completed.  Feldman and 

Sobrino-Bonilla (2014) and Applebaum, Calo, & Neville (2016) reported that patients had 

positive feedback about QT. 

 Lastly, the literature search resulted in four projects whose purpose was to implement QT 

to promote breastfeeding outcomes on postpartum units (Driver & Colbert, 2010; Fleischman & 

Lanciers, 2011; Romine, Yukihiro, Hext, Klein, & Ortiz, 2013; and Waller-Wise & Maddox, 

2019).  Three of the projects were QI projects, no sample sizes were mentioned, and no specific 

data were mentioned; each of these were limitations.  Three projects incorporated a set time of 

the day, dimming the lights, clustering patient care, staying out of the patient's room, and 

education to staff, patients, and families.  The authors for these projects state that the QT 

implementation led to a decrease in formula supplementation at night and increased rates of 

exclusive breastfeeding at discharge.  However, no specific data was presented in the articles; a 

limitation.  The authors also reported that there was an increase in patient satisfaction scores and 

positive feedback from patients and staff in regard to the QT implementation.  Driver and 
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Colbert (2010) and Fleischman and Lanciers (2011) did not report what patient satisfaction 

survey they utilized, which was another limitation of their projects.  Romine, Yukihiro, Hext, 

Klein, and Ortiz (2013) utilized the HCAHPS survey, which was a strength.  Waller-Wise and 

Maddox (2019) investigated patient perceptions in regard to patient satisfaction, breastfeeding 

success, rest, and bonding pre- and post- QT intervention, which included a set time of the day 

and dimming the lights on the unit.  They used a convenience sample of English-speaking 

women only, both limitations, for their pre- and post-intervention groups and used a tool that 

they developed, another limitation (Waller-Wise & Maddox, 2019).  Waller-Wise & Maddox 

(2019) did use a power analysis, a strength, to ensure they had adequate samples in their study.  

The only difference noted in patient perceptions from pre- to post-intervention was in regard to 

the number of staff interruptions (Waller-Wise, 2019). 

 All twelve of the articles presented in this literature review show that QT has various 

beneficial results.  While QT may improve breastfeeding outcomes as the unit leaders hope it 

will, the purpose of this project was to successfully implement QT on the postpartum unit.  The 

unit will continue to monitor their breastfeeding rates as part of their monthly quality metrics.   
Implementation 

 The postpartum unit is comprised of 36 beds at a local community hospital in Maryland, 

which has approximately 5,600 deliveries a year and a primary cesarean section rate of 24%.  

The patient population of the unit consists of mother-infant couples, despite the mode of delivery 

(vaginal or cesarean section).  The sample for this QI project consisted of patient rooms on the 

postpartum unit for pre- and post-implementation data collection.  There was no exclusion 

criteria and the project was implemented unit-wide.   
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 The estimated timeframe for the implementation of the QT QI project was 12 weeks, but 

the project timeline was completed in 10 weeks.  The first two weeks were spent educating the 

postpartum staff along with other personnel and hospital departments that daily QT would affect 

through educational flyers (Appendix B), morning huddles, and emails (Appendix C).  The 

project leader was on-site for staff education and the unit leaders helped to educate the staff the 

days the project leader was unable to be present.  Originally, the project leader planned to have 

the postpartum staff answer an educational questionnaire about QT, but this did not occur due to 

the time limitations of the staff.  Also, the original plan called for change champions, but this 

was found to be unnecessary because of the overwhelming acceptance of QT by the entire 

postpartum staff.  Educational flyers for both the staff (Appendix B) and patients (Appendix D) 

were made, approved by the hospital's communications committee, and displayed prior to the 

implementation of QT.  Also, a sign was made and placed at the entrance of the unit for visiting 

family and friends (Appendix E), which also was approved by the hospital's communications 

committee.  During weeks 1 and 2, the project leader completed pre-implementation data 

collection using an audit tool (Appendix F) which included observing and recording the number 

of times staff entered patient rooms and timing how long staff were in the patient room.  Weeks 

3-10 encompassed the actual implementation of QT and post-implementation data collection 

using the audit tool (Appendix F).  Actual implementation of QT encompassed staff nurses 

educating patients and families in regard to daily QT upon transfer to the postpartum unit and at 

the morning assessment, a sign was placed at the entrance of the unit announcing QT, and daily 

QT occurred from 1:30 to 3:00pm.  Daily QT entailed dimming the lights on the unit, postpartum 

staff lowered their voices, patient care was clustered prior to the start of quiet time, patient 
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visitors were either in the patient's room during quiet time or in the waiting area, and staff stayed 

out of the patient's room unless requested by the patient or medically necessary. 

 To protect the patients and the staff members during the project's implementation and 

data collection, several steps occurred.  First, this was a QI project that implemented an 

evidenced-based practice change and it did not create new evidence.  To ensure that this was a 

QI project, the project leader submitted the project proposal to both the Institutional Review 

Board for a Non Human Subjects Research determination to the University of Maryland 

Baltimore and to the local hospital.  The project leader did not collect any patient or staff 

demographic data to protect the identities of all parties.  The audit tool was kept in a locked file 

drawer which was locked in the nurse educator's office.   

 To consider the project successful, it would need to be sustained past the implementation 

period.  To ensure sustainability, the project leader kept in regular communication with the unit 

leaders as well as the postpartum staff and asked for feedback about how to improve or continue 

daily QT.  The unit leaders were the ones who proposed this evidence-based practice change and 

having engaged leaders with buy-in to this project clearly helped with the project's sustainability.  

The goal of implementing this project was to have it sustained as the standard of care on the unit 

beyond the implementation phase.  As new employees join the unit, they are oriented to daily QT 

as a standard practice for the unit, which will also help sustain the project in the years to come.   

Results 

 As previously mentioned, minor changes to the original implementation plan occurred 

which included not administering the educational questionnaire and not obtaining change 

champions.  Also, despite there being an 11-day delay due to the printing of the entrance sign 

and a major computer system upgrade that occurred hospital-wide, daily quiet time was 

successfully implemented. 
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 The software program Excel was utilized for data analysis.  The number of times that 

staff entered patient rooms pre- and post-implementation was analyzed using the t-test for two 

samples assuming equal variances.  An F-test was completed prior to the t-test to ensure that the 

two samples had equal variances.  Pre-implementation data collection occurred on four days and 

post-implementation data occurred on nine days.  On average, staff interruptions to patient rooms 

were 5.18 pre-implementation and 1.30 post-implementation per 90 minutes (P < 0.001) 

(Appendix G).  Pre-implementation interruptions in patient rooms by staff lasted, on average, 

4.09 minutes with a range of 0.50 to 27.00 minutes.  Post-implementation interruptions in patient 

rooms by staff lasted, on average, 3.66 minutes with a range of 0.50 to 30.00 minutes.  See 

Appendix H for time length of staff interruptions.  A run chart for the average number of 

interruptions by staff to patient rooms was also performed (Appendix I).  While a standard run 

chart requires 25 data points, this run chart has 13 (four from pre-implementation and nine from 

post-implementation).  This is a visual representation of the number of interruptions by staff to 

patient rooms and shows how the interruptions decreased after the implementation of daily quiet 

time. 

 The only financial burden of this project was the initial printing of educational flyers and 

the entrance sign.  There are no financial burdens preventing the daily QT from continuing in the 

future.  There were several beneficial unintended consequences of this project.  While not 

formally measured as an outcome, the project leader observed an increase in staff satisfaction.  

Anecdotally, conversations between staff were observed by the project leader.  Nursing staff 

discussed how much they liked quiet time, that they were able to eat their lunch without 

interruptions, and that they were able to complete or catch-up on their documentation.   
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 During quiet time, the unit staff, clinical educator, and manager observed how loud 

certain aspects of the unit were in comparison to quiet time.  On their own, they used decimeters 

to measure the noise level on the unit.  The leaders shared the data and noted ways to make the 

unit quieter.  The unit manager ordered new wheels to be placed on the bottom of the 

environmental service carts so that the wheels are not as loud.  Also, the unit manager was 

investigating new ceiling tiles to absorb sound to make the unit quieter. 

 Based upon the success of the project and observations of QT by other units, the Neonatal 

Intensive Care Unit (NICU) implemented daily quiet time on their own.  In addition, the leaders 

of the Women Surgical Unit, which is in the same building as the postpartum unit and NICU, are 

planning to implement daily quiet time on their unit. 

Discussion 

 Daily QT was successfully implemented on a postpartum unit a one local community 

hospital in Maryland.  There was a direct correlation with the implementation of daily QT and a 

decrease in interruptions by staff to patient rooms.  This was the anticipated outcome based on 

the literature review that was performed and discussed earlier.  For the design of this project, the 

project leader took aspects from those articles and customized it to the particular postpartum unit 

on which it was implemented with the aid of the unit leaders.  While the outcomes of some of the 

articles in the literature review investigated noise levels and breastfeeding outcomes, this project 

was only investigating the number of times that staff entered patient rooms.  This project further 

supports the literature that daily quiet time can be successfully implemented and can allow 

patients more uninterrupted time while they are in the hospital.   

 An important strength to this QI project was the overwhelming acceptance of daily QT by 

the postpartum staff.  When implementing something new, there can be resistance to change and 
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some participants may need to be encouraged to take part during implementation.  The team was 

prepared to ask for change champions to help with the implementation of daily QT.  However, 

there was no resistance from the postpartum staff and, therefore change champions were not 

necessary.  Some of the other departments in the hospital did voice their concerns for how daily 

QT would affect their workflow processes.  Environmental services, hearing screen staff, and 

photography staff had concerns about how they would complete their jobs if not allowed to enter 

patient rooms during QT.  Environmental services were encouraged to clean rooms of recently 

discharged patients and clean the common areas instead of entering patient rooms during QT 

hours.  The unit educator suggested to the hearing screening staff that they complete hearing 

screenings on other units such as the Women's Surgical unit and NICU during QT hours, and 

they did.  After a discussion between the photography staff and the unit educator, photography 

sessions can occur during QT at the discretion of the patients.   

 Another strength to this project was that it was implemented with little financial burden 

to the unit.  There were minimal costs associated with printing of the educational flyers for 

patients and staff.  The most expensive part of this project was the printing of the unit entrance 

sign because it was printed by an outside company.  However, this was a one-time cost that the 

unit incurred.  Maintaining daily QT on this postpartum unit has no further costs. 

 There were a few limitations with this QI project.  First, the data consisted of thirteen 

days of data, four pre-implementation and nine post-implementation.  Having more data points 

would provide more strength for the impact that this project had on the unit.  Also, the number of 

rooms observed on those collection days were not consistent - it depended on the unit census, the 

layout of the unit, and the feasibility of observing rooms and accurately collecting the data.  

Also, the project leader did not indicate whether the rooms being observed were patients who 
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had delivered vaginally or by cesarean section.  Patients that have cesarean sections have more 

frequent vital signs than those who deliver vaginally (personal communication, M Hantske, 

February 1, 2018), which would mean that there were interruptions to one room versus another.  

Another potential limitation to the project was observer error in accurate measurement of length 

of time staff were in the room.  To minimize this, a stop watch was used to keep track of the 

length of time.   

Conclusions 

 Daily quiet time can be successfully implemented on a postpartum unit, as evidenced by 

this QI project.  The number of staff interruptions to patient rooms decreased significantly from 

pre- to post-implementation of daily QT.  The project was accepted with eagerness by the 

postpartum staff and was viewed, anecdotally, as a positive experience for the staff because they 

were able to have appropriate breaks and time to chart.   

 Due to the overwhelming acceptance of daily QT and the decrease in the number of staff 

interruptions to patient rooms, daily QT will be a sustained intervention on the postpartum unit.  

To ensure its sustainability, any new employee to the postpartum unit will know QT as a daily 

standard work process.  In the future, if staff notice interruptions are increasing during QT, then 

a PDSA cycle can occur to investigate why this is happening and implement efforts to, again, 

decrease the amount of interruptions.   

 By completing a literature review, the project leader took aspects of QT that were already 

implemented in various hospital units throughout the country, synthesized the findings and 

tailored them, with input from the unit leaders, to fit the needs and processes of this particular 

postpartum unit.  Daily QT has already spread to one unit (NICU) at this local community 

hospital and the Women's Surgical Unit is investigating the possibility of implementing this 
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project as well.  A suggested next step for this project would be to incorporate daily quiet time 

throughout the hospital.  Tailoring daily QT to any particular unit can be accomplished as long as 

the premise of daily quiet time remains at the forefront of the project and those who are 

implementing it, allowing patients time to rest and heal without interruptions while they are in 

the hospital.    
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Appendix A.  Evidence Review Table 

Author, 

year 

Study 

objective/intervention 

or exposures 

compared 

Design Sample (N) Outcomes studied 

(how measured) 

Results Level 

and 

Quality 

Rating 

Bergner, 

2014 

To implement a quiet 

time intervention on an 

adult neuroscience step 

down unit in a large 
tertiary care facility in 

Winnepeg, Manitoba.  

Educational posters 

were displayed for the 

staff while flyers were 

distributed to the 

patients.  Quiet time 

was from 1400 to 1600.  

Lights dimmed.  

Curtains drawn 

between patients for 
those patients that 

shared a room.  Visitors 

were not required to 

leave the room but 

encouraged to allow the 

patient to rest.  Routine 

nursing care was 

deferred during this 

time. 

A retrospective 

qualitative study 

Article does not report Anecdotal feedback 

6 months after 

implementation of 

quiet time. 

- Patient comments included the 

following: "I found the noise 

overwhelming in here, but when the 

lights go dim I finally have some 
relief from my headache", "This is 

wonderful, what a great idea", and 

"It gives my mom permission to 

leave for a little bit" 

- Visitor comments included the 

following: "Now I don't feel guilty 

leaving for a little bit, because I 

know that he is sleeping while I am 

gone." and "It [quiet time] lets the 

patients get the rest that they need" 

- Nurse comments included the 
following: “We should have a quiet 

time out of the ward as well”, “This 

is the best part of the 

day”, and “I finally have time to 

review my patient’s chart and 

ensure that things are not getting 

missed”. 

- Overall, the authors concluded 

that the quiet time intervention was 

received positively from the nurse, 

patient, and visitor prospective. 

 

6 C 

Maidl, 
Leske, & 

Garcia, 

2014 

To investigate the 
effects of quiet time in 

critical care.   

Implementation of 

quiet time from 2-4 pm.  

Patients, visitors, and 

hospital staff were 

A quasi-
experimental, 

posttest only study 

129 patients involved in 
the study.  Convenient 

sample in critical care 

units in two comparable 

separate hospitals 

- The Richards-
Campbell Sleep 

Questionnaire was 

used for the 

patient's perception 

of their sleep. 

- Pain as perceived 

- No statistically significant 
differences were found in the pt's 

sleep, pain, or anxiety levels. 

- Patients' and nurses' satisfaction 

scores in regard to quiet time were 

high 

4 B 
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educated about quiet 

time.  Signs were 

placed on the unit and 

on the patients door.  

Environmental 

stressors were reduced 

(lights dimmed, 
television was turned 

off, and patient doors 

were shut).  Visitors 

could remain with the 

patient if they were 

quiet.  Hospital staff 

only entered the room 

if it was medically 

necessary. 

by the patient using 

a 0-10 number scale 

- Anxiety as 

perceived by the 

patient using a 0-10 

number scale 

- Nurse's 
satisfaction with 

quiet time using a 

0-10 number scale 

- Patient 

satisfaction with 

quiet time using yes 

or no 

McKinney, 

2013 

To implement 90 

minutes of quiet time 

every day throughout 

hospital.  Quiet time 
interventions include 

the following: voices 

lowered, lights 

dimmed, phones turned 

to vibrate, structural 

changes on telemetry 

unit moving monitors 

to enclosed area, 

carpets floors, 

educational posters for 

staff, and include 
ancillary staff to refrain 

from activities such as 

using noisy carts or 

vacuuming. 

Before and after 

descriptive study 

Article does not report Hospital Consumer 

Assessment of 

Healthcare 

Providers and 
Systems 

(HCAHPS) patient 

survey 

- The family birthing center went 

from 84% to >90% on the 

HCAHPS "quiet" measure. 

- Other hospital units reported 
seeing an improvement in their 

scores but the results were not 

listed. 

6 C 

Slogar, 

Gargiulo, & 

Bodrock, 

2013 

To provide new 

mother/infant couples 

uninterrupted quiet 

time to promote rest in 

hopes to prevent infant 

Before and after 

descriptive study 

Article does not report Patient satisfaction 

survey 

78% of patients reported positive 

responses in regard to quiet time 

6 C 
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falls and "near-miss" 

falls.  Intervention 

includes a quiet time in 

the afternoon, 

notification to other 

departments 

(pediatrics, social 
services, 

environmental, dietary, 

and obstetric services) 

so they could plan 

visitation/activities at 

another time, and 

patients' right to restrict 

their visitors during 

quiet time. 

Applebaum, 

Calo, & 

Neville, 

2016 

To determine the 

effectiveness of a quiet 

time intervention on 

reducing the level of 
noise in a hospital.  

Interventions included 

staff education on noise 

pollution and its effects 

on patients, dimmed 

lights, closed patient 

doors, and signage in 

regard to quiet time.  

Quiet time was from 

1500-1600 Monday-

Friday. 

Non-experimental 

descriptive pre- and 

post-intervention 

comparative design 

80 hospitalized patients 

on a medical-surgical 

unit conveniently 

sampled  

Patient Survey on 

Noise During 

Hospital Stay 

(PSNDHS) pre- and 
post-intervention 

changes were 

obtained. 

- 60% of patients reported the quiet 

time facilitated a restful 

environment 

- 70 % of patients reported the quiet 
time interventions were effective in 

reducing the noise level on the unit 

6 B 

Feldman & 
Sobrino-

Bonilla, 

2014 

To reduce the level of 
noise on a coronary 

care unit, to increase 

satisfaction of patients 

and nurses, and to 

promote healing and 

rest.  Intervention 

included two quiet 

times (2-3 pm and 2-4 

Before and after 
descriptive study 

Article does not report - Noise levels were 
measured using a 

decibel meter 

- Patient 

satisfaction surveys 

- Nurse satisfaction 

surveys 

- 7% overall noise decrease on the 
unit, not specifically for quiet time 

- Patients agreed that quiet time 

promotes healing and had increased 

relaxation and rest 

- Nurses reported decreased stress 

levels and increased job satisfaction 

6 C 
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am) where lights were 

dimmed, a sign was 

posted in regard to 

quiet time at the 

entrance of the unit, 

and education of 

nurses/physicians/physi
cian assistants/ancillary 

staff was performed.  

Nurses' role in the 

intervention was 

reminders to patients 

and families that quiet 

time was starting, 

advocate for 

procedures to be 

deferred until after 

quiet time unless 

medically necessary 
and hold each other 

accountable for their 

noise level. 

Goeren, 

John, 

Meskill,  

Iacono, 

Wahl, & 

Scanlon, 

2018 

To implement quiet 

time for two hours 

twice a day (0300-0500 

and 1500-1700) to 

reduce the level of 

noise on the unit.  

Lights were dimmed, 

patient doors were 

closed in appropriate 
situations, and patients 

were given sleep masks 

and ear plugs. 

Before and after 

descriptive study 

A 16-bed neurosurgical 

intensive care unit. 

A decibel meter 

was used in four 

locations on the 

unit every 30 

minutes during 

quiet time 

A significant reduction in the level 

of noise at occurred in two locations 

on the unit (nurses' station left (P = 

0.04) and bed 9 entrance (P = 

0.02)).  The other two locations had 

a lower level of noise but it was not 

statistically significant (nurses' 

station right (P = 0.12) and bed 4 

entrance (P = 0.06).  Noise levels 
were decreased an average of 10 to 

15 decibels during quiet time hours. 

6 B 

McGough 

et al., 2018 

To reduce noise levels 

on progressive care 

units by implementing 

a quiet time bundle 

using evidence-based 

practices.  The bundle 

A pre-/post-

implementation 

convenience sample 

of patients and 

nurses on 4 

progressive care 

- 30 patients were 

interviewed pre-

intervention and 30 

patients were 

interviewed post-

intervention 

- Decibel meters 

were used to 

measure the noise 

levels on the four 

units 

- HCAHPS 

- 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 

6 B 
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included set times of 

the day, dimming the 

unit lights, clustering 

patient care, and 

providing comfort 

measures to patients 

(eye masks and ear 
plugs). 

units in a 536-bed 

magnet designated 

acute care hospital in 

California. 

- 15 nurses were 

interviewed pre-

intervention and 22 

nurses were interviewed 

post-intervention. 

question about the 

noise level at night 

- Informal 

interviews of 

patients and nurses 

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 states that the unit was not 

noisy.    

Driver & 

Colbert, 

2010 

To increase patient and 

staff satisfaction scores 

and improve 

breastfeeding 

outcomes.   

Implementation of 

quiet time from 2:30pm 
to 4:30pm.  Lights 

dimmed.  Signs posted 

to alert people of quiet 

time.  Staff education 

in regard to quiet time 

and the 10 steps for 

successful 

breastfeeding based on 

the American Academy 

of Pediatrics.  

Clustered care to 
provide uninterrupted 

time. 

Quality improvement 

project 

Article does not report - Patient 

satisfaction surveys 

- Staff satisfaction 

surveys 

- Supplementation 

of formula during 

the night. 

- Increase in patient satisfaction 

- Increase in staff satisfaction 

- Decrease in supplementation at 

night 

6 C 

Fleischman 

& Lanciers, 

2011 

To provide new 

mothers uninterrupted 

time to promote 

exclusive 

breastfeeding.   

Implementation of 

quiet time for an hour 

Quality improvement 

project 

Article does not report - Pre and post 

implementation 

qualitative patient 

surveys 

- Pre and post 

implementation 

patient satisfaction 

- 85% of patients viewed quiet time 

as positive 

- 77% of staff stated that they 

would like quiet time to continue 

- Exclusive breastfeeding rates went 

from 66.4% to 70.4% 

- Patient satisfaction scores in 

6 C 
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and a half each day.  

Staff only entered 

patient rooms to 

medically necessary 

visits.  Patients, 

visitors, and staff were 

educated on quiet time.  
Lights were dimmed.  

Noise levels were kept 

down. 

scores 

- Pre and post 

implementation 

qualitative nurse 

surveys 

- Rates of exclusive 

breastfeeding pre 
and post 

implementation 

relation to noise level went from 

55% to 65% 

Romine, 

Yukihiro, 

Hext, Klein, 

& Ortiz, 

2013 

To implement quiet 

time to allow new 

mother-infant couples 

time to breastfeed, 

bond, and rest.   

Implementation of 

quiet time from 2pm to 

4pm where no one was 

allowed to enter the 

room unless the patient 
allowed it.  Education 

to staff and patients 

about the benefits of 

quiet time.  Letters 

were sent to physicians 

to alert them of the new 

practice.  Signs were 

posted about quiet 

time.  Flyers were 

distributed to patients 

at childbirth classes, 
hospital tours and 

admission to the 

hospital. 

Quality improvement 

project 

Article does not report -  Hospital 

Consumers 

Assessment of 

Health Providers 

and Systems 

(HCAHPS) scores 

in regard to 

"patients room 

always kept quiet" 

- Post-discharge 
phone interviews in 

regard to patient 

perception of quiet 

time 

- Rates of exclusive 

breastfeeding 

- HCAHPS survey of noise level in 

room increased from 70% to 78% 

- Phone calls post-discharge 

reported "positive feedback" from 

patients in regard to quiet time 

- Exclusive breastfeeding rates went 

from 33% to 63% 

6 C 

Waller-

Wise & 

Maddox, 

2019 

To implement a quiet 

time intervention to 

investigate its 

relationship to patient 

satisfaction, 

breastfeeding success, 

A non-experimental, 

descriptive, pre- and 

post-intervention 

comparison study. 

A convenient sample of 

67 patients were in the 

pre-intervention group.  

The post-intervention 

group was a convenient 

sample of 64 patients. 

Phone calls were 

made and patients 

were asked on a 

scale of 1 to 10 to 

rate their 

perceptions of the 

- There were no differences in 

patient perspectives pre- and post-

quiet time intervention in regard to 

bonding with their baby, getting 

adequate rest, having adequate time 

to learn how to breastfeed, and 

6 C 
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rest, and bonding.  

Quiet time occurred 

between 1400-1600 

and lights were 

dimmed on the unit. 

measured 

outcomes. 

satisfaction with breastfeeding. 

- There was a difference in patient 

perspective pre- and post-

intervention in regard to the staff 

interruptions. 
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Appendix B. Quiet Time Education Poster/Flyer for Staff 

 

  

Background:  Patients can experience up to an average of 53.5 

interruptions in a 12 hour shift which can lead to depression, sleep 

deprivation, impaired pain tolerance, and impaired healing.  

 

When:  Quiet time will occur daily between the hours of 1:30pm to 

3:00pm 

 

What it entails:   

 Lights on the unit will be dimmed 

 Phone volumes will be lowered or placed on vibrate 

 Sign at the unit entrance informing visitors and hospital staff 

 Visitors must either be in the patient's room or in the 

waiting area 

 Patient care will be clustered prior to 1:30pm to allow for 

rest 

 Staff will not enter rooms unless requested by the patient or 

it is medically necessary 

 

Benefits to the Patient:  Our patients will have time to rest and bond 

with their baby.   
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Appendix C. Email Letter 

Dear Colleague, 

 The health and well-being of our patients is our number one priority.  Numerous studies 

have demonstrated evidence that lack of rest patients experience during their hospital stay.  We 

have personally noted that exhaustion experienced by our mothers is exacerbated by the 

numerous interruptions they experience on our unit. 

 It is our pleasure to announce we will be implementing daily quiet time on the 

postpartum unit in order to allow our patients more time to rest and recuperate.  Our program 

will be based upon evidence from other maternity units across the nation where successful quiet 

time programs have been implemented.   

 The main elements of our daily quiet time include: 

 Will occur between the hours of 1:30pm to 3:00pm 

 Lights in patient rooms and on unit will be dimmed 

 Nurses' phones will be placed on vibrate of have a quiet ring volume 

 Staff will not enter rooms unless patients request or care is medically necessary. 

  

 We request your help in our endeavor to provide quality, evidenced-based care to our 

patients.  This pilot project can provide our patients with much-needed rest time.  Thank you 

very much for your support with this project!  We welcome your feedback and ideas 

Sincerely, 

Megan Stinefelt, RN, BSN, DNP(c)  June Brouse, MSN, RNC-MNN, Unit Director 

Mary Hantske, MSN, RNC-OB, Unit Educator Jessica Lewis, RN, Clinical Supervisor 

Betsey Snow, Senior Director of Women's and Children's Services  
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Appendix D. Quiet Time Educational Poster/Flyer for Patients 

  

Your health and well-being are very important 

to us so we provide Daily Quiet Time. 

 

When:  Quiet time will occur daily between the hours of 1:30pm to 3:00pm 

 

What it entails:   

 Lights on the unit will be dimmed 

 Phone volumes will be lowered or placed on vibrate 

 Sign at the unit entrance informing visitors and hospital staff 

about quiet time 

 Visitors and siblings must either be in the patient's room or in 

the 1st floor waiting area during this time 

 Patient care will be clustered prior to 1:30pm to allow for rest 

 Staff will not enter rooms unless requested by you or it is 

medically necessary 

 

Our hope is for you to take this time to rest and bond with your baby. 

 

Please let your nurse know if you prefer to have  

no visitors during this timeframe. 
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Appendix E.  Unit Sign 

1:30 - 3:00pm. 
 

Our moms and babies need time to rest. 

 

The unit is currently having Daily Quiet Time. 

 

Please lower your voices when in the hallway. 

 

Please either be in the patient's room  

or in the waiting area. 

 

THANK YOU!! 
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Appendix F. Staff Interruptions Audit Tool 

Room 

Number 

Number of Times Staff Entered Time Staff Spent in Room (minutes) 

   

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  



QUIET TIME IMPLEMENTATION  32 

Appendix G.  Staff Interruptions to Patient Rooms 

 

Figure 1.  Number of Interruptions to patient rooms by staff  
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Appendix H.  Time Length of Interruptions 

 

Figure 2.  Average time (minutes) staff spent in patient rooms  
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Appendix I.  Run Chart of Staff Interruptions 

 

Figure 3.  Run chart portraying the average number of staff interruptions to patient rooms 
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Appendix J.  Mobilize-Assess-Plan-Implement-Track (MAP-IT) Framework 

DNP Project Name: Implementation of Daily Quiet Time on a Postpartum Unit 

 
DNP Project Purpose Statement: The purpose of this Doctor of Nursing practice (DNP) project is to implement and evaluate the effectiveness of daily 

quiet time on a postpartum unit at a local community hospital. 

 

Short-Term SMART Objective:  By November 30, 2018, daily quiet time will be implemented unit wide on a postpartum unit and there will be a 50% 

reduction in the number of times that staff enter patient rooms during daily quiet time.   

 

Long-Term SMART Objective:  By December 20, 2019, daily quiet time will be a sustained practice change on the postpartum unit.  Also, there will be 

an 80% reduction in the number of times that staff enter patient rooms during daily quiet time by December 20, 2019. 

 

Population/Context: The DNP project will take place on a 36-bed postpartum unit at a local community hospital.  The patient population consists of all of 

the mothers and infants that are on the unit, despite mode of delivery (vaginal or cesarean section delivery).  There will be no exclusion criteria.  The project will 

be implemented unit-wide.  Patients have the choice as to whether their visitors remain in their rooms or in the waiting area, which is off the unit, during quiet 

time.  Visitors will be made aware of quiet time when they are checking in at the unit secretary's desk. 

 

Mobilize: The core team for this DNP project consist of the following people: June Brouse, RN, Clinical Mother/Baby Unit Manager; Mary Hantske, RN, MSN, 

Clinical Educator for Mother/Baby Unit; Jessica Lewis, RN, Clinical Charge Nurse for Mother/Baby Unit; and Megan Stinefelt, RN, BSN, DNP(c).   

 

Other members of the project will include the daytime staff nurses, charge nurses, patient care secretaries, patient care technicians, medical staff, advanced practice 

registered nurse staff, dietary service employees, and environmental service employees. 

 

Assess: Currently, the postpartum unit does not have a period of uninterrupted quiet time for their patients.  The unit leaders noticed that this lack of quiet time is a 

daily problem on their unit.  The lack of quiet time can have a variety of harmful effects on patients (Adatia, Law, & Haggerty, 2014; Matsuda et al., 2017; Stickland, 

Clayton, Sankey, & Hill, 2016). 

 

The proposed practice change will have daily quiet time from 1:30pm to 3:00pm on the postpartum unit.  This practice change is supported by previous units 

implementing quiet time (Refer to Appendix A).  During daily quiet time, unit lights will be dimmed, phone volumes lowered or placed on vibrate, a sign placed at the 

entrance of the unit informing visitors and other hospital staff that daily quiet time is occurring, patient visitors must be either in the patient's room during quiet time or in 

the waiting area, and unit staff clustering patient care before quiet time so that they do not enter the patient's room during quiet time unless requested by the patient or it is 

medically necessary (i.e., codes, postpartum hemorrhages, etc.).   
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The outcome measure of the project is recording the number of times that staff enter patient rooms.  This data will be collected during weeks 1 and 2 of the project with 

the DNP student going to the postpartum unit to observe and record the data.  During weeks 3-12, the DNP student will go during QT hours to observe and record the 

number of times that staff enter patient rooms.  Throughout the project, staff feedback will be collected to address any issues that may arise.   

 

Several resources for this DNP project have been identified which will aid in its successful implementation.  One resource is engaged unit leaders who were the ones to 

suggest this practice change.  Having buy-in for the project from these leaders will help encourage others to adopt daily quiet time.  Also, there is money that can be used 

to make quiet time informational posters, signs, and flyers. 

 

Plan: To implement this DNP project, education is a key component in the beginning stage.  Members of the unit (charge nurses, staff nurses, patient care secretaries, 

and patient care technicians) will be educated by the DNP student and other members of the core team.  Education will occur as posters/flyers placed in the staff lounge, at 

shift change, and at the daily 10:00am unit huddles.  To ensure that all of the daytime staff have received the education prior to the implementation of daily quiet time, a 

short questionnaire about different aspects of what quiet time entails (i.e., lights dimmed, phone volumes lowered or put on vibrate, a sign placed at the entrance to the 

unit, what time of the day will quiet time occur, etc.) will be collected as well as an attendance record.  100% compliance from staff must occur for the successful 

implementation of quiet time.   

 

Education of the medical staff and advanced practice registered nurse staff must also occur.  Emails will be distributed to these members.  Also, education posters/flyers 

will be displayed in the medical lounge and in the locker rooms.  Also, education to the ancillary staff (dietary service employees and environmental service employees) 

will occur.   

 

Education will take two weeks time to reach all parties that quiet time will affect. 

 

Prior to the project's implementation, the core team will ask for volunteers to be change champions to help with the implementation of quiet time.  These change 

champions could be a mixture of staff nurses, patient care technicians, or patient care secretaries.  Having change champions will help the core team encourage others to 

adopt this practice change. 

 

During the project's implementation, the clinical manager, clinical educator, and clinical charge nurse will assist the DNP student in ensuring that daily quiet time happens 

during the hours of 1:30-3:00pm with all of the components previously mentioned.  The education of the patient is also particularly important.  Upon transferring to the 

postpartum unit, the staff nurse will educate patients in regard to quiet time (it occurs daily between the hours of 1:30pm to 3:00pm, the lights will be dimmed, visitors 

must either be in the patient's room or in the waiting area, patient care will be clustered prior to the start of QT, and the unit staff will not enter the patient's room unless 

the patient requests it or if a medical emergency occurs).  These same education points will be on a laminated flyer that will be displayed in the patient's room. 

 

The timeframe for the implementation and data collection will encompass the time after education is complete until November 30, 2018.  Again, hospital staff feedback 

will occur throughout the project implementation.  If issues or problems arise, then appropriate adjustments can be made and incorporated into the practice change using 

the PDSA model.  The DNP student will collect pre- and post-implementation data using an audit tool of the number of times staff enter patient rooms.  This audit data 

will be kept in a locked file drawer.   

 

Implement: This section will occur in the Fall 2018.  
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Track: This section will occur in the Fall 2018. 

 

 

Date: April 30th, 2018    Re-Assessment Date 1: June 23, 2018     Re-Assessment Date 2:_______, etc. 

 

Plan Developed by (List all contributors): Megan Stinefelt, RN, BSN, DNP(c), Mary Hantske, RN, MSN, and Bridgitte Gourley, DNP, FNP-BC 

 

The Institute for Perinatal Quality Improvement (PQI) grants the University of Maryland School of Nursing permission to utilize and make 

modifications to PQI’s MAP-IT worksheet to support the DNP students learning.  

For permission to further modify or utilize PQI’s MAP-IT worksheet in other settings contact: info@perinatalQI.org. 

Reference:  Guidry, M., Vischi, T., Han, R., & Passons, O. MAP-IT: a guide to using healthy people 2020 in your community. U.S. Department of 

Health and Human Services. The Office of Disease Prevention and Health Promotion, Washington, D.C. 

https://www.healthypeople.gov/2020/tools-and-resources/Program-Planning 

 

  

mailto:info@perinatalQI.org
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Appendix K. Educational Lesson Plan for Staff 

Learning Objectives Content Outline Method of 

Instruction 

 

Time 

Spent 

Method of 

Evaluation 

The postpartum unit 

staff will be able to 

verbalize 

understanding of 

importance of quiet 

time. 

- Background information on 

deleterious effects of lack of 

rest time on patients 

- Evidence of interruptions to 

patients in hospitals 

- Observations of unit leaders 

  

Informal 

lecture with 

educational 

poster/flyer 

2 

minutes 

Teach back 

The postpartum unit 

staff will be able to 

verbalize 

understanding of the 

components of quiet 

time. 

- What time of the day quiet 

time will occur 

- What quiet time will entail  

- How to implement quiet 

time 

 

Informal 

lecture with 

educational 

poster/flyer 

5 

minutes 

Teach back 

The postpartum staff 

will be able to 

verbalize 

understanding of the 

effects of quiet time 

on patient care. 

- How it will affect patients 

and the care they receive 

- Reasons why staff will enter 

patient's rooms during quiet 

time 

 

Informal 

lecture with 

educational 

poster/flyer 

3 

minutes 

Teach back 
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Appendix L. Project Proposal 

 Patients in hospitals can experience a variety of deleterious effects (impaired healing, 

sleep deprivation, depression, impaired pain tolerance, and cardiovascular complications) when 

they do not get enough rest (Adatia, Law, & Haggerty, 2014; Matsuda et al., 2017; Stickland, 

Clayton, Sankey, & Hill, 2016).  The purpose of this Doctor of Nursing (DNP) practice project is 

to implement and evaluate the effectiveness of daily quiet time on a postpartum unit at one local 

community hospital in Maryland.  The unit leaders noticed that a lack of quiet time for their 

patients is a daily problem (M. Hantske, personal communication, February 1, 2018).  A 

literature review was conducted and many articles were found in which a variety of units were 

able to successfully implement daily quiet time and the authors reported an improvement in their 

patient and staff satisfaction scores (Applebaum, Calo, & Neville, 2016; Bergner, 2014; Driver 

& Colbert, 2010; Feldman & Sobrino-Bonilla, 2014; Fleischman & Lanciers, 2011; Maidl, 

Leske, & Garcia, 2014; McKinney, 2013; Romine, Yukihiro, Hext, Klein, & Ortiz, 2013; and 

Slogar, Gargiulo, & Bodrock, 2013). 

 This DNP project will be implemented on a 36-bed postpartum unit and the population 

consists of all of the mother-baby couples on the unit.  Taking the evidence the authors presented 

in the literature review articles, daily quiet time will entail the following: it will occur between 

the hours of 1:30pm to 3:00pm daily, patients will be educated about quiet time upon transfer to 

the postpartum unit and at their morning assessment, the unit lights will be dimmed, a sign will 

be placed at the entrance of the unit informing visitors and other hospital staff it is quiet time, the 

nurses' phone volume will either be lowered or placed on vibrate, patient visitors must be either 

in the patient's room during quiet time or in the waiting area, patient care will be clustered prior 

to the start of quiet time, and staff will stay out of the patient's room unless requested by the 

patient or if it is medically necessary.  The implementation will occur over a period of 12 weeks.  

The first two weeks will entail educating the core team and the entire postpartum daytime staff as 

well as collecting pre-implementation data.  The remaining 10 weeks will encompass 

implementing the project and data collection.  The DNP student will enlist the help of change 

champions, in addition to the core team, to ensure that quiet time is occurring daily.   

 The data for this project includes recording the number of times that staff enter patient 

rooms.  This number of times will be collected pre- and post-implementation and will be 

analyzed using paired t-tests.  The amount of time that staff are in the room will be analyzed 

using descriptive statistics. The software program utilized for this project will be Excel. 

 To protect the patients, the project leader will submit the project proposal to both the 

Institutional Review Board for a Non Human Subjects Research determination to the University 

of Maryland Baltimore and to the local hospital.  Also, the project leader will not be collecting 

patient or staff demographic data to protect all parties.  The audits will be kept by the DNP 

student in a locked file drawer. 


