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Executive Summary 

The Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS) 

survey provides measurable data about the patient perspective of their hospital care 

experience and is publicly reported so consumers can compare hospitals when deciding 

where to receive care.  This study looks at the survey question, “During this hospital stay, 

how often was that area around your room kept quiet at night?” which measures the patient 

perception of quietness of the hospital environment at night.  Currently, Mercy Hospitals of 

Bakersfield is ranking low in this area.  In an effort to increase HCAHPS quietness scores 

and provide their patient’s with a better sleep experience, the hospital began a patient 

experience rest improvement project in November 2017.  The project implemented bundled 

care and other clinical strategies such as no vitals signs on stable patients, respiratory 

treatments ordered while awake, and radiology procedures after 5 a.m. to allow uninterrupted 

sleep from 10 p.m. to 5 a.m. on three units of the hospital in January 2018. 

HCAHPS survey ‘always’ quiet data were analyzed for the three units.  This study 

found an increase in patient ‘always’ responses for two units (2W and 4W) and a decrease for 

one unit (MST) of the hospital.  However, the improvement project is in the beginning 

phases of implementation so results cannot be generalized.  Based on the preliminary results 

and analysis recommendations were made.  Recommendations include continuing the project 

to change nursing culture, implementing quiet champions and teams, and ongoing program 

evaluation. 
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Chapter 1 

Introduction 

Background of the Problem 

Quietness in the hospital is important because patients need a quiet environment to 

sleep and heal.  “Sleep is a homeostatically regulated biological function, and universally 

experienced as a state of unawareness (Mukherjee et al., 2015).”  Sleep is as essential as food 

and water to survival, so humans spend about one-third of their lives sleeping (Brain Basics, 

2017).  There is sufficient research to support that lack of a peaceful night’s sleep can slow 

the healing process.  The National Institute of Neurological Disorders and Stroke states  

Sleep affects almost every type of tissue and system in the body – from the brain, 

heart, and lungs to metabolism, immune function, mood, and disease 

resistance.  Research shows that a chronic lack of sleep, or getting poor quality sleep, 

increases the risk of disorders including high blood pressure, cardiovascular disease, 

diabetes, depression, and obesity (Brain Basics, 2017).  

Because sleep affects the body in many ways, it is important for patients in hospitals to get a 

restful night’s sleep. 

The Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS) 

survey is a patient satisfaction survey tool used by Centers for Medicare and Medicaid 

Services (CMS). This tool is used to provide the consumer with information about hospitals 

so they can make informed decisions when choosing where to receive healthcare (Ketelsen, 

Cook, & Kennedy, 2014).  Scores from the survey directly affect reimbursement rates from 

CMS for Medicare and Medicaid patients, this is called value-based purchasing (VBP).  The 
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VBP program offers hospitals incentive payments based on the quality of care given to CMS 

patients (Centers for Medicare and Medicaid Services, 2017).   

Quietness in the hospital is one of the questions measured by the HCAHPS survey.  

The survey question, “During this hospital stay, how often was that area around your room 

kept quiet at night?” is used to measure patients perception of frequency of quietness at night 

in the hospital with answers being “never, sometimes, usually, and always (Ketelson, Cook, 

& Kennedy, 2014)”  Only ‘always’ responses are reported and this score is used to rank all 

hospitals that report their results in the United States.  Many hospitals do not score well in 

quietness and are implementing new strategies to serve their patient’s better while increasing 

their HCAHPS scores and reimbursement rates.  This study will provide a detailed review of 

the literature that supports the importance of quietness in the hospital, the methods used to 

evaluate the effectiveness of the new quietness tactics, results and discussion, and conclusion 

with recommendations. 

Statement of the Problem 

 Dignity Health in Bakersfield includes three hospitals: Memorial Hospital, Mercy 

Hospital Bakersfield Downtown (MDT) and Mercy Southwest Hospital (MSW). This study 

focuses on three of the Mercy  Hospital’s units: MDT 2 West (2W) a 28-bed Medical-

Surgical and Oncology Unit, MDT 4 West (4W) a 31-bed Telemetry Unit, and MSW 39-bed 

Medical-Surgical/Telemetry Unit (MST).  All units have implemented quiet hours from 10 

p.m. to 5 a.m., quiet kits, a relaxation channel, and typical common tactics used by hospitals 

to provide patients with a peaceful nights sleep.   However, implementation of quiet hours 

and other tactics have not been sufficient enough to achieve higher quietness HCAHPS 

scores.  
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As of surveys returned through April 2018, MDT and MSW are scoring in the 18th 

percentile for quietness at night, which are well below the December 2017 Public Report 

National average of 63 percent and California average of 52 percent (Summary of HCAHPS 

Survey, 2017).  To provide their patients with a restful night sleep, increase HCAHPS 

quietness scores, and ultimately increase reimbursement rates; Mercy Hospitals of 

Bakersfield have started looking into new strategies to address quietness on 2W, 4W, and 

MST.  This study will review and analyze the strategies Mercy Hospitals of Bakersfield 

MDT and MSW have implemented to address quietness and whether they have had a positive 

or negative effect on the HCAHPS score for quietness at night.  

Methods of the Study 

 A non-experimental, quantitative research design was used to evaluate the HCAHPS 

quietness scores on three units of the hospital.  Bundled care and other clinical strategies 

were implemented on 2W, 4W, and MST.  The data was analyzed to find if implementing 

these strategies would increase or decrease ‘always’ quiet patient responses across all 

patients on the units.  However, which specific strategy or strategies had an impact on quiet 

responses cannot be determined from the data. 

Significance of the Study 

 The purpose of this study is to evaluate the effectiveness of strategies implemented by 

MDT and MSW to increase HCAHPS survey scores for ‘always’ quiet.  The results from this 

study can be used to further advocate the need to implement quiet tactics in other 

departments of Mercy Hospitals of Bakersfield to provide patient-centered care. The 

implementation of quiet tactics will not only have positive results for patients, but also for 

staff, and can ultimately increase reimbursement rates for Mercy Hospitals of Bakersfield.  
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Also, Dignity Health will demonstrate to the community their continued dedication to 

upholding the Mission, Vision, and Values.   

A quiet environment is necessary in a hospital to allow patients to sleep.  When 

patients do not get a quality night sleep, they can become stressed and do not heal as quickly.  

Patient Perception of quietness in the hospital environment is measured by HCAHPS survey 

and results from this survey affect reimbursement rates for hospitals.  A review of the 

literature with themes and theories will be discussed to have a better understanding of the 

topic. 
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Chapter 2 

Literature Review 

The HCAHPS survey question, “During this hospital stay, how often was that area 

around your room kept quiet at night?” measures patient perception of quietness in the 

hospital environment.  Hospitals throughout the United States are implementing new 

strategies to make their hospital environment a more pleasant experience.  After reviewing 

the prior research on this topic, common themes were found that run through the literature.  

The themes include noise level in the hospital, why patients cannot sleep at night, effects of 

sleep deprivation on patients and their health, the nurse’s role in the patient sleep experience, 

and strategies to promote sleep in hospitals.  A review of the literature around these themes, 

including a summary and critique of the theories, methods, and findings in prior research was 

completed.  The first theme to be reviewed is hospital noise levels.   

Noise Levels in the Hospital 

The standardized value to compare noise heard by humans is measured in decibels 

(dB), and humans can hear up to a pain threshold of 120 dB (Richardson, Thompson, 

Coghill, Chambers, & Turnock 2009).  A person who is ill has a lower noise tolerance level 

compared to a healthy individual (Monsen & Edell-Gustafsson, 2005).  Noise levels starting 

at 45 dB are disruptive to communication, activity, and cause prolongation to fall asleep 

(Monsen & Edell-Gustafsson, 2005; Riemer, Mates, Ryan, & Schleder, 2015). Arousal can 

be detected when noise level reaches 55 dB and above (Fillary, Chaplin, Jones, Thompson, 

Holme, & Wilson, 2015).  Table 1 display’s common sounds heard in everyday life and their 

effect on the human body.  The Environmental Protection Agency (EPA) recommends noise 

levels should not exceed 45 dB or 35 dB for indoor day and nighttime activity, respectively 
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(EPA, 1974). The World Health Organization (WHO) recommends noise levels not to exceed 

35 dB in patient rooms that are being treated (Berglund, Lindvall, & Schwela, 1999).  

However, several studies have continuously found that noise levels in and around patient’s 

rooms are constantly exceeding these decibel levels. 

In a study conducted by Pope (2010), she measured the decibel levels on four 

medical/surgical nursing units at the Portland Veterans Affairs Medical Center.  The average 

noise level in the four nursing stations was 63 dB, with a minimum average level of 48 dB 

and mean maximum of 76 dB, and decibel levels often exceeded 100.  All four nursing units 

exceeded the EPA and WHO recommended maximum decibel levels.   

Busch-Vishniac, West, Barnhill, Hunter, Orellana, and Chivukula (2005) conducted a 

review of the literature regarding hospital noise levels. First, they found that no published 

articles show a single hospital meeting the guidelines set by WHO for noise level in the 

hospital of 35 dB.  Next, they found a majority of recent hospital noise level data was 20-40 

dB higher than the recommended WHO guidelines. Lastly, they were able to show a trend in 

hospital noise increasing from 1960 to 2005 from 57 dB to 72 dB during the day and 42 dB 

to 60 dB at night.  Hospitals are continuing to fail to meet these maximum noise levels so a 

review of the guidelines by the organizations may be needed to account for the changing 

hospital environment. 

Noise levels are a common source affecting hospitalized patient ability to have 

quality sleep at night.  While hospital noise plays a role, there are other causes to consider 

that go beyond this one issue.  Environmental and behavioral factors also contribute to sleep 

barriers.  These factors are reviewed in more detail in the next section. 
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Table 1.  
 
Noise level in decibels (dB) of sounds heard in everyday life and their effect on humans.  
 
Decibels 
(dB) 

Common Sounds Effect 

0 Softest sound Hearing threshold 
10 Normal breathing - 
20 Whispering at 5 feet - 
30 Soft whisper - 
40 Quiet office or library Sleep disturbance 
60 Conversation Arousal 
85 Heavy traffic 8 hours of exposure will cause hearing loss 
110 Car horn 1 min & 29 sec of exposure will cause hearing loss 
120 Ambulance Siren Pain threshold 
140 Airplane taking off After one exposure damage to hearing 
 

Note.  The softest sound, normal breathing, whispering at 5 feet, soft whisper, quiet office or 

library, heavy traffic, car horn, ambulance siren, airplane taking off is from (Center for 

Hearing and Communication; Monsen & Edell-Gustafsson, 2005; Richardson et al., 2009); 

conversation is from (Fillary et al., 2015; Richardson et al., 2009) 

Why Patients Cannot Sleep at Night 

In reviewing the research, many reasons were found as to why patients cannot sleep 

in the hospital environment.  The reasons patients cannot sleep at night fell into two 

categories environmental and behavioral barriers to sleep.  Each will be further analyzed in 

the following sections. 

Environmental Factors 

Sleep can be supported in three ways: by decreasing the stimuli itself, blocking the 

stimuli from the environment to the receiver, or lessening the attention the brain places on the 

stimuli; this is because sleep does not respond to environmental sensory stimuli (Dubose & 

Hadi, 2016).  In the research, environmental factors were the most common source cited as a 
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reason a patient had trouble falling asleep or staying asleep.  Environmental factors in the 

hospital included noise, light, and semi-private rooms.  

A majority of the articles in this literature review mention noise as an environmental 

factor contributing to time it took to fall asleep, sleep hindrance, or why a patient was 

awakened.  Noise is the most studied factor disrupting patient sleep.  Riemer et al. (2015) 

stated excessive noise levels could negatively affect the body physically and psychologically. 

Sources of noise in the hospital include loud medical equipment that beeps constantly or 

alarms going off, televisions, telephones, and intercom systems.  Gardner, Collins, Osborne, 

Henderson, and Eastwood (2009) in a multi-centered nonrandomized parallel group trial 

study on quiet time implementation found a strong correlation that patients in an 

experimental group were more likely to be asleep when dB levels were lower compared to a 

control group.  Quiet time interventions included reduced noise, light, staff movement and 

treatment, and no visitors.  Light has also been found to be an obstruction to sleep. 

Another sleep barrier reviewed in the literature is light.  Light levels should not 

exceed 323 lux in a hospital room during the day, which is the level needed to read a book 

(Riemer et al., 2015).  It is well documented that exposure to light at night can influence a 

person’s circadian rhythm.  When a patient is exposed to high levels of light throughout the 

day, this can decrease melatonin levels, which will affect the 24-hour circadian rhythm and 

sleep-wake cycle (Pilkington, 2013; Riemer et al., 2015).  When the circadian rhythm and 

sleep-wake cycle are desynchronized, this can contribute to sleep disruption (Pilkington, 

2013).  In a study of 411 patients in surgical units in a hospital in Turkey found that 72% of 

patients self-reported light a reason they had difficulty sleeping (Yilmaz, Sayin, & Gurler, 

2012).  Sleep in the hospital environment can be inhibited because of shared rooms. 
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Shared semi-private rooms make it difficult to get a quality night’s sleep.  When 

patients are sharing a room, this can make patients uncomfortable and reduce sleep.  Also, 

there is a chance of being awakened or not being able to sleep when two patients are sharing 

a room.  This can be due to the noise a roommate is making, noises coming from the medical 

equipment they are connected to, the treatment they are receiving from a nurse, or their 

visitors (Wiese & Wang, 2011).  The unpredictability of visitors coming and going at all 

times of day because of hospitals open door visitation polices can cause patients to become 

stressed (Gardner et al., 2009).  Shared rooms are not ideal for promoting sleep. 

Environmental factors are the most frequently studied reasons why patients have 

issues sleeping in the hospital.  Noise, light, shared rooms, and visitors are a few of the 

hospital environment factors affecting sleep stated in the literature.  Also, behavioral factors 

from nurses and non-nursing staff disrupt sleep. 

Behavioral Factors 

The behavior of health care professionals was a theme affecting patient perceived 

sleep quality.  Nurses have the most influence and play an important role in patients’ ability 

sleep, while ancillary staff plays a smaller role (Salzmann-Erikson, Lagerqvist, &Pousette, 

2016).  From the volume of noise, they make to the routine monitoring they perform; all 

affect sleep.  The behavior of hospital staff contributes to noise levels and sleep interruptions. 

Several studies mentioned nursing activities as a behavioral factor influencing sleep.  

Examples of nursing activities that cause barriers to patient sleep are entering and exiting the 

room, talking with other nurses, physicians, or staff in close proximity to patients rooms, 

patient rounding, shift changes, and patient care activities, such as taking vitals, 

administering medication, etc. (Cmiel et al., 2004; Dubose & Hadi, 2016; Hopper, Fried, & 
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Pisani, 2015; Pope, 2010; Salzmann-Erikson et al., 2016).  Hospitals have started to 

implement quiet hours where stabilized patients are not to be interrupted and allowed to rest.  

However, patients are still interrupted during this time because of hospital policies that 

require patient checks.  

Vincensi, Pearce, Redding, Brandonisio, Tzou, Meiusi (2016) conducted a study to 

find what patients and nurses perceived to be the factor affecting sleep.  The study included 

34 patients and 87 nurses.  Patients perceived giving medications/entering and exiting the 

room (65%), taking vitals at night (65%), and pain (50%) influenced sleep.  Nurses perceived 

that vital checks (93%), medications/entering the room (79%), and patient pain (78%) 

disturbed patient’s sleep.  Radtke, Obermann, and Teymer (2014) interviewed nurses to 

discuss perceived barriers to sleep.  Nurses indicated patients were often awakened for vital 

signs, turning and repositioning, laboratory and radiology tests, giving medications, and not 

planning ahead to cluster care.  Non-nursing staff also contributes to the issue. 

Nurses are not the only reason patients are not getting adequate sleep. Ancillary staff 

such as housekeeping, laboratory technicians, respiratory therapists, and imaging staff 

disrupts patient’s sleep (Cmiel et al., 2004).  These staff members in addition to nurses are 

entering and exiting patient’s rooms at all hours of the night to provide treatment this can 

contribute to noise levels and disturbances to sleep.  Yilmaz et al. (2012) found that 92.9% 

and 86.4% of patients reported people entering and exiting their room and treatment during 

sleeping hours contributed to difficulty sleeping, respectively.   

Patients have difficulty getting rest for many reasons.  Environmental and behavioral 

factors are repetitively reported reasons why patients have trouble sleeping in the hospital. 

Environmental factors include noise from medical equipment and other electronics, light, and 
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shared semi-private rooms.  Behavioral factors that contribute to noise include talking, 

entering and exiting a room, shift changes, patient hourly rounding, and patient care activities 

by nursing and non-nursing staff.  These factors influence the patient’s perception of 

quietness around their room at night.  Reductions in several of these factors can help increase 

sleep quality and quantity (Patel, Baldwin, Bunting, & Laha, 2014).  However, if these 

factors are not addressed, then they can lead to sleep deprivation in patients.   

Effects of Sleep Deprivation on Patients and their Health 

According to Delves, (2009) sleep deprivation is defined as “a reduced ability to 

achieve nocturnal sleep, with increased wakefulness and altered sleep architecture (structure 

and pattern of sleep) resulting in a decrease in non-rapid eye movement (non-REM) and short 

wave sleep.”  Sleep deprivation can lead to behavioral changes such as irritability, 

restlessness, and disorientation within 48 hours.  Further, sleep deprivation can lead to 

psychotic behavior, delayed reactions, and lower pain tolerance.  Continued sleep deprivation 

can cause metabolic diseases and affects the immune system, which can lead to decrease 

patient recovery and general well being (Richardson et al., 2009; Salzmann-Erikson et al. 

2016).  A lack of sleep can cause poor health, complications from diseases, and increase the 

amount of time a patient is in the hospital so sleep promotion should be of high importance to 

nurses (Clark & Mills, 2017) 

The Nurse’s Role in the Patient Sleep Experience 

The reasons a patient has trouble falling asleep or staying asleep were discussed in the 

previous section.  The hospital environment is often not a place that is conducive to sleep.  

Typically, hospital units start to come to life around 4:00 a.m. when morning laboratory 

draws begin and continue throughout the morning until about 9:30 a.m. when vitals are being 
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taken, final nurse rounds, nurses communicating about patients during shift changes, 

breakfast delivery, and physician rounds are complete (Ramarajan, Chima, & Young, 2016).  

These typical morning activities wake patients and affect their sleep.  The nurses on the unit 

highly influence the patient sleep experience. 

Gellerstedt, Medin, and Karlsson (2014) stated, “Nurses are at the front-line of 

nighttime care, giving them the ideal place from which to help their patients.”  The literature 

agrees that nurses have the most control over environmental and behavioral factors that 

influence the hospital environment and contributes to sleep architecture for patients 

(Gellerstedt et al., 2104; Monsen & Edell-Gustafsson, 2004; Pope, 2010; Richardson et al., 

2009; Salzmann-Erikson, 2016).  Intentional nurse rounding at night for sleep interventions 

that can improve the patient sleep experience include reminding about sleep kits, closing 

doors, dimming lights, closing blinds, offering warm blankets, limiting conversations or 

holding conversations with other staff in private/report rooms, turning down the volume on 

equipment, reminding other staff and visitors to talk quietly, pain control, expressing the 

importance of sleep, caring communication between nurse and patient, anticipating needs and 

limiting the amount of times a patient room is entered (Cmiel et al. 2004; Clark & Mills, 

2017; Fillary et al. 2015; Patel et al., 2014; Pilkingtion, 2013; Salzmann-Erikson, 2016 

Vincensi et al., 2016).  In a qualitative study, patients reported that respect for privacy, their 

ability to be involved in their care, and good bedside manner contributed positively to sleep 

(Gellerstedt et al., 2014).  Nurses can implement many of the interventions revealed in this 

section, which are not elaborate and do not require much additional work to enhance the 

patient sleep experience and provide a sense of safety.  The final theme will go over 

strategies hospitals are implementing to promote sleep. 
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Strategies to Promote Sleep in Hospitals 

The last theme that ran through the literature was strategies used to promote sleep in 

the hospital.  Most of these strategies require little extra work for staff at no additional cost.  

The strategies include quiet hours and bundled care. 

Quiet Hours 

Implementation of quiet hours as a strategy to promote patient sleep is frequently 

reviewed in the literature.  During admission to the hospital, patients and family members 

should be provided information regarding quiet hours, and signs should be placed throughout 

the hospital as friendly reminders (Cmiel et al., 2004; Gardner et al., 2009).  Nurses should 

set the environment for quiet hours by have meaningful conversation with their patients 

before quiet hours start to discuss the importance of sleep and healing, how to they can help 

maximize patient’s sleep by trying to match home sleep routines in the hospital, assisting 

with hygiene and bathroom needs, screening for pain, encouraging use of sleep promotion 

kits, and reminding visitors that visiting hours will be over soon so patients can rest (Clark & 

Mills; 2017; Fillary et al., 2015; Patel et al., 2014; Salzmann-Erikson et al., 2015).  Quiet 

hours implement the use of sleep support kits that include eye masks, ear plugs, and other 

items, dimming lights, closing doors and window blinds, providing warm blankets, reducing 

noise on medical equipment, televisions, phones, staff should minimize their voices and 

reduce conversations near patient areas (Clark & Mills, 2017; Cmiel et al., 2004; Darbyshire 

& Young, 2013; Fillary et al., 2015; Gardner et al., 2009; Richardson et al., 2009; Salzmann-

Erikson et al., 2015).  These nursing and environmental methods can influence the patient’s 

sleep surroundings with little to no cost and do not require much-added effort. 
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A quality improvement project by Cmiel, Karr, Gasser, Oliphant, and Neveau (2004) 

at a Mayo Clinic-affiliated hospital in Rochester, Minnesota a pre- and pos- intervention 

study was conducted on the surgical thoracic intermediate care nursing unit.  Data was 

collected, and it was found that the loudest noises were produced by equipment and human 

interaction. A sleep promotion team was created to improve noise levels by increasing 

awareness of noise on the nursing unit.  The team focused on staff education by displaying 

educational posters, reviewing the sleep cycle, patient’s comments, and articles about the 

importance of sleep.  Staff was reminded to hold conversations quietly or in designated 

rooms, keep doors closed, and eliminated overhead paging during quiet hours.  Also, 

equipment modifications were made to reduce noise.  Overall, decibel levels were reduced on 

the unit, and 65.6% of patient’s comments on noise and sleep were positive.  The authors 

suggested the grouping of nursing care activities. 

Bundled Care 

Although not highly studied, bundling care was another approach cited in the 

literature to promote sleep in the hospital environment.  The idea of bundling care is to enter 

the patients the least amount of times possible during the observed quiet hours.  This is 

accomplished by nurses having a plan to enter the room at the same time as other ancillary 

staff (laboratory, respiratory, imaging; etc.) to perform multiple treatments during one or two 

interruptions at night, instead of three or four.  Also not completing procedures, such as 

laboratory, respiratory, and imaging, administering medications, and checking vitals during 

of quiet hours to allow uninterrupted sleep for stable patients (Clark & Mills, 2017; Hopper 

et al. 2015; Monsen & Edell-Gustafsson, 2005; Patel et al., 2014; Radtke et al., 2014).  The 

following articles discuss the ways this approach can be accomplished. 
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Jarman, Jacobs, Walter, Witney, and Zielinski (2002) implemented flexible 

medication times to allow patients more time to sleep.  Before the study, medications were 

being administrated before or at 6 a.m.  The goal was to better align ‘in hospital’ medications 

times with ‘at home’ routines.  The new medication administration times were changed to 6 -

8 a.m. and 8-10 p.m.  Patients and nurse were given a questionnaire, and the quantitative data 

were analyzed using descriptive statistics.  The amount of sleep time increased for a majority 

of patients in the study.  Nurses felt flexible medications allowed patient more time to sleep, 

care was personalized for each patient, and they were able to prioritize their work. 

Ramarajan, Chima, and Young (2016) changed morning lab draw times from 4 a.m. 

to 6 a.m. and had results ready by 9 a.m.; to permit patients more time to sleep.  This was 

done over a six-month period at the Kaiser Foundation Hospital in San Francisco. The 

hospital was able to achieve this by adding two phlebotomists for four hours per day, 

reallocation of staff, such as technical staff to front-line processing, phlebotomy staff to 

specimen runner, and having a command center to coordinate and redirect phlebotomists to 

areas that needed additional assistance.  The hospital started with one unit and slowly scaled 

up.  The rapid improvement model (RIM) was used to test if the changes being implemented 

improved the process.  This model was used because small changes could be made and 

evaluated before moving forward, which allowed planning for change promptly and 

decreasing staff opposition. 

In a study highlighted by the Institute for Innovation (2014), Yale New Haven 

Hospital implemented a new protocol to improve their HCAHPS score for quietness a night.  

The protocol that was implemented for patients who did not need treatment at night included 

no administration of medication, no vital signs, and no blood draws between 11 p.m. and 6 
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a.m.  The implementation of the new nighttime protocol was successful, and the hospital 

HCAHPS score for quietness at night improved from 16% ‘always’ to 47% ‘always’ without 

any effort to reduce noise. 

Dignity Health Mercy Hospitals of Bakersfield has begun implementing new 

strategies to improve their HCAHPS quietness scores.  New practices currently being 

implemented include bundled care, limiting visitors after 9 p.m., no vitals on stable patients, 

respiratory treatments ordered while awake, and laboratory and radiology treatments after 5 

a.m. to allow uninterrupted sleep between the hours of 10 p.m. and 5 a.m.  The new strategies 

will be in addition to current quiet time practices that include reducing noise, dimming lights, 

and closing doors.  The HCAHPS quietness score will be evaluated before and after 

implementation of the new practices on three units of the hospital to find if there is an 

improvement. 
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Chapter 3 

Methodology 

Quietness at night in the hospital is measured by the HCAHPS survey. A current 

patient experience project at Dignity Health Mercy Hospitals of Bakersfield is being 

implemented to improve quietness scores.  The hospital is implementing bundled care and 

other clinical strategies on three units of the hospital at night.  The purpose of this research is 

to find if the implementation of bundled care and other clinical strategies will increase 

Dignity Health Mercy Hospitals of Bakersfield HCAHPS ‘always’ quiet responses. 

Research Design 

A non-experimental, quantitative research design was used to assess the HCAHPS 

quietness scores on three units of MDT and MSW.  The research evaluated the effectiveness 

of implementing bundled care and other clinical strategies to increase the patient perception 

of quietness and improve the patient sleep experience. 

Data and Subjects 

CMS and the Agency for Healthcare Research and Quality developed the HCAHPS 

survey (Centers for Medicare and Medicaid Services).  The survey results in data collected 

that measures the patients’ view of their hospital care.  One of the survey questions, “During 

this hospital stay, how often was that area around your room kept quiet at night?” measures 

the patients’ perception of quietness.  Patients of all payer types are eligible to be surveyed if 

they are eighteen years or older at time of admission to hospital, stayed overnight at least one 

night as an inpatient, and have a non-psychiatric diagnosis at discharge (The HCAHPS 

Survey).  From March 2017 to March 2018, a sample size of 270, 221, and 522 HCAHPS 
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survey responses were analyzed for 2W, 4W, and MST, respectively.  Starting in January 

2018, Mercy Hospitals of Bakersfield began surveying 100 percent of eligible patients.   

Variables implemented between the hours of 10 pm and 5 am are bundled care and 

other clinical strategies.  Bundling care will be used to decrease the number of times a patient 

room is entered.  If a room must be entered, then nurses should enter with laboratory, 

respiratory, and imaging staff to complete treatments and other tasks at the same time.  Other 

clinical strategies will include limited visitors after 9 p.m., no vitals checks on stable patients, 

respiratory treatments ordered while awake, laboratory and radiology procedures after 5 a.m. 

to allow uninterrupted sleep.  The combination of these strategies was used to measure the 

impact on HCAHPS ‘always’ quiet scores. 

Data Collection 

Literature Review 

California State University, Bakersfield library website was used as a starting point to 

locate research.  EBSCO host 44 databases were used to find periodicals, newspapers, books, 

and educational reports, etc. for relevant information about the topic. No limit on publication 

year was used in the search.  Keywords such as, “Sleep or rest or noise or quiet or sleep 

hygiene or sleep promotion or sleep deprivation or night or uninterrupted”, “Research or 

study or report or implement* or program or quality improvement or best practices”, 

“hospital or medical center or medical facility or acute care”, “lab times or blood draw or 

morning draw or specimen draw or lab test or sample collection”, “medication or flexible 

medication or administration of medication”, “bundled care or clustered care”, “vitals or 

monitoring of vitals”  were used to research the topic.  First, articles were eliminated based 

on the title. Next, abstracts were read to determine if the article was a good match and needed 
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to be further examined.  Lastly, 55 sources were found, and 27 sources were used to in the 

literature review from 1974 to 2017. 

HCAHPS Survey 

The Director of Patient Experience provided all raw data regarding HCAHPS and 

patient experience for Dignity Health Mercy Hospitals of Bakersfield that is not publicly 

available.  

Data Analysis 

The HCAHPS survey data will be tabulated based on patient quietness responses of 

“always, usually, sometimes, and never” and be grouped by month and year.  Based on 

implementation of bundled care and other clinical strategies on 2W, 4W and MST across all 

patients on the units.  Descriptive statistics will be used to analyze the data to find an increase 

or decrease in HCAHPS ‘always’ quiet responses.  Analysis of the data cannot be used to 

determine which specific intervention strategies may have influenced quiet scores only to 

find an increase or decreases in scores.  Tables and graphs will be used to present the data.   
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Chapter 4 

Results and Discussion 
 

 The Director of Patient Experience assembled a team composed of the nurse 

managers from the three units where intervention strategies have been implemented.  Also, 

directors, supervisors or managers from MDT or MSW from the laboratory, respiratory 

therapy, radiology, patients care services, pharmacy, and human resources departments were 

included in this patient rest project.  The meetings began at the end of November 2017 and 

continued biweekly through the end of April 2018.  The meeting was used to establish the 

new intervention strategies that would be implemented and discuss progress on the project. 

 The planned interventions included bundling care to minimize the number of times a 

patient room is entered, announcement reminding visiting hours are over 9 p.m. to limit the 

number of visitors, no vitals checks on stable patients, respiratory treatments ordered while 

awake, laboratory and radiology procedures after 5 a.m. to allow uninterrupted sleep from 10 

p.m. to 5 a.m.  In January 2018, intervention began being implemented on the three units of 

Mercy Hospitals of Bakersfield, except for the visiting hours announcement and laboratory 

draws after 5 a.m. before analysis of the data for this study.  The results for March 2018 data 

are considered preliminary because official scores will not be available unit mid-May 2018. 

Results 

 Mercy Hospitals of Bakersfield average patient length of stay is 3.52 days for all 

units.  The HCAHPS survey data for the question “During this hospital stay, how often was 

that area around your room kept quiet at night?” was analyzed for this applied research 

project.  Patients have a response choice of ‘never, sometimes, usually, and always.’  Only 

‘always’ responses are reported by CMS. Patient responses to the survey quietness question 
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were analyzed for MDT 2W and 4W and MSW MST unit to find if the implemented strategic 

interventions had an impact on ‘always’ quiet scores.  

2 West 

 MDT 2W is a 28-bed Medical-Surgical and Oncology unit with about half shared 

semi-private rooms. The unit has four or five patients to one nurse ratio.  From March 2017 

through February 2018 an average of 21 surveys were returned for the unit.  The average 

‘always’ patient response was 45.67% for 2W.  In January 2018, bundled care and other 

clinical strategies were implemented to increase quiet ratings.  The data for 2W shows a very 

minimal increase in quietness scores for 2W of 42.3% in January 2018 to 43.8% in February 

2018 (Figure 1).  Although results for March 2018 are considered preliminary, the scores are 

holding steady at 43.8% ‘always’ response.  Figure 1 shows no trend in the data from March 

2017 through January 2018 before implementation of clinical strategies.  After January 2018, 

we began to see a slight increase in mean HCAHPS survey quiet ‘always’ responses since 

strategy implementation.  However, these results are not considered statistically significant. 

 

25	

30	

35	

40	

45	

50	

55	

60	

Pe
rc
en
ta
ge
	%
	

Month	and	Year	

Quietness	of	Hospital	Environment		
2W	'Always'	Response	



 22 

Figure 1. HCAHPS ‘always’ quiet percentage response rate for MDT 2W. 

4 West 

 MDT 4W is a 31-bed Telemetry unit with about half shared semi-private rooms. The 

unit has a four to one patient to nurse ratio.  An average of 8 surveys were returned for 4W 

between March 2017 and February 2018 with an average ‘always’ score of 47.39%.  Figure 2 

shows no clear trend before implementation of intervention strategies, March 2017 through 

January 2018.  After implementation, starting in January 2018 to February 2018 the mean 

HCAHPS quietness scores double for 4W from 25.9% to 50%. The preliminary March 2018 

is also holding steady at 50%.  However, these results are not considered statistically 

significant. 

 

Figure 2. HCAHPS ‘always’ quiet percentage response rate for MDT 4W. 

MST 

 MSW 39-bed Medical-Surgical/Telemetry unit is made up of all private rooms, 
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ratio.  From March 2017 to February 2018, an average of 21 HCAHPS surveys were returned 

for the unit, and the unit received an average ‘always’ response rate of 50.39%.  Figure 3 

shows no trend in the data before implementation of intervention strategies from March 2017 

to January 2018.  After January 2018, when clinical strategies began to be implemented on 

the unit and there is a decrease in ‘always’ quiet response percentage from 54.5 in January 

2018 to 50 in February 2018.  Figure 3 shows a large decrease in ‘always’ quiet response rate 

for March 2018 at 19%. These results are preliminary and could be considered to be a 

significant decrease. 

 

Figure 3. HCAHPS ‘always’ quiet percentage response rate for MSW MST. 

Discussion 

 2W, 4W, and MST at Mercy Hospitals of Bakersfield were used as a pilot for 

implementing bundled care and other clinical strategies at the hospital.  The results of the 

HCAHPS survey quietness question were evaluated to find if the implementation of these 
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strategies affected the patient’s perception of quietness in the hospital environment. 

However, the quietness data cannot be analyzed to find which specific interventions 

influenced the survey response outcomes.   Bundled care and other clinical strategies were 

slowly rolled out starting in January 2018.  After implementation of the intervention 

strategies, HCAHPS data was analyzed from January 2018 to March 2018.  However, March 

2018 HCAHPS scores are considered preliminary.  Key findings will be further discussed. 

 2W and 4W at MDT had an increase in their ‘always’ response rate for quietness 

from January 2018 to March 2018.  The effectiveness of any specific strategies that was 

implemented cannot be assessed, but it is assumed these strategies had a direct effect on 

quietness scores.  As previously mentioned in the literature, nurses have the most influence 

over the hospital environment for patients, so they must become more mindful of their 

actions.  Also, the assumption can be made that an increase in these scores can be attributed 

to behavioral changes of nursing and ancillary staff on the two units.  Behavioral changes at 

the hospital were achieved through reminders during daily huddles, weekly patient 

experience newsletters, managers meetings, etc.  Behavioral changes include keeping voices 

down, not talking in close proximity to patient rooms, and bundling treatments with 

respiratory, and imaging staff to limit the amount of times a patient’s room is entered, which 

agrees with the review of the literature that allows patients to sleep.  Other environmental 

strategies mentioned in the literature, which staff is being reminded of daily include closing 

doors, dimming lights, and lowering the volume on televisions and telephones.  All these 

strategies mentioned have a direct impact on the patient sleep environment and likely 

influenced the patient’s ability to sleep. 
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 MST at MSW saw a substantial decrease in their ‘always’ response rate from January 

2018 to March 2018.  These results were surprising considering this unit is made up of all, 

but one private room.  MST had the same intervention strategies implemented as 2W and 

4W, so the reason for the decrease is unclear.  An explanation may be that there was more 

nurse resistance to this culture shift of bundled care.  With all the protocol nurses have to 

follow and them being very task-oriented, it may have been difficult for them adjust to this 

new way of providing care.  Another reason could be that management on the unit was not 

championing this project.  There may not have been a strong enough push from managers for 

the nurses to make the needed behavioral changes.  This unit may require more time to see a 

change in quietness scores.   

 Two planned clinical strategies that were not implemented before analysis of the data 

were the announcement for visiting hours being over at 9 a.m., and blood draws after 5 a.m. 

The visiting hours announcement did not start until April 2018, so this would not have had an 

impact on ‘always’ quiet response.  Human Resources issues with changing laboratory staff 

hours prevented this clinical strategy from being implemented before analysis of the data and 

did not influence results.  With the implementation of these strategies, it is expected to see an 

increase in HCAHPS ‘always’ response rates.  

Dignity Health sets its target for 75th percentile as part of its strategic plan, Horizon 

2020 Acceleration.  Currently, Mercy Hospitals of Bakersfield is well below this target.  The 

hospital has seen a small increase in percentile ranking for quietness compared to all U.S. 

hospitals that participate in HCAHPS from the 18th percentile in January 2018 to 28th 

percentile in February 2018 to preliminary March 2018 ranking of 33rd percentile since the 

implementation of intervention strategies.  This small increase is plausible to assume it is due 
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to invention strategies being implemented.  However, with this project being at the very 

beginning phases of implementation, these results cannot be generalized.  A detailed program 

evaluation will have to be completed to assess the effectiveness of this project in the coming 

months or years. 
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Chapter 5 

Conclusion 

The HCAPHS question, “During this hospital stay, how often was that area around 

your room kept quiet at night?” measures patients perception of quietness of the hospital.  

Mercy Hospital was ranked very low for this measure and decided to start an improvement 

project to increase their ranking and provide a better hospital experience for the patient.  The 

Director of Patient Experience championed the project and formed a team of nurse managers 

and management from the laboratory, respiratory therapy, radiology, patients care services, 

pharmacy, and human resources departments.  The team together came up with clinical 

tactics that could provide their patient’s with a better nights rest while increasing quietness 

scores.  These tactics were bundled care and other clinical strategies.  Bundled care is the 

idea that if a patient room must be entered, then nurses should coordinate with ancillary staff 

(laboratory, respiratory, imaging, etc.) or vice versa to provide treatment at the same to 

minimize the amount of interruption to their patient’s sleep.  The other clinical strategies 

were no vitals checks on stable patients, respiratory treatments ordered while awake, and 

radiology procedures after 5 a.m. to allow uninterrupted sleep.  These tactics began slowly 

rolling out in January 2018. 

Conclusion 
 
 The intervention tactics mentioned previously were implemented on three units of 

Mercy Hospitals of Bakersfield.  2W and 4W at MDT both had an increase in HCAHPS 

quietness of hospital environment scores since the implementation of strategies.  Both units 

have about half shared semi-private rooms.  2W saw a minimal increase of ‘always’ quiet 
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responses from 42.3% to 43.8%.  4W ‘always’ quiet responses doubled from 25.9% to 50% 

from January 2018 to March 2018.   

MST at MSW is made up of all private rooms except one.  The unit had a decrease in 

quietness scores.  After implementation of bundled care and other clinical strategies, the unit 

was at 54.5% in January 2018.  February 2018 decreased to 50%, and preliminary March 

2018 results were at 19%.  Assumptions for this decrease were lack of leadership on the unit 

to push the patient rest improvement project or nurse resistance to make the culture shift to 

bundled care.  Recommendations will be made in the next section based on the findings of 

the research. 

Recommendations 
 
 Although the data is limited and the project is in the beginning phases, it seems as if 

the project is working to improve HCAHPS performance.   A few recommendations can be 

made based on the findings.  Recommendations are to continue to make a cultural shift in 

nursing behavior, implement quiet champions and teams, and a program evaluation. 

Nursing Culture 

The first recommendation based on the findings would be to start with nursing 

culture.  The review of the literature found that nurses have the most influential role in 

regards to the patient sleep environment.  However, changing behavioral habits is very 

difficult.  Their needs to be a continued daily push to move away from the nurse’s task-

oriented way of thinking and move towards planning ahead.  MDT and MSW must continue 

to educate and remind the nurses of the importance of bundling patient treatments to allow 

more time to rest.  Education and reminders must continue through daily huddles, weekly 

patient experience newsletters, and manager meetings.  The improvement project is ongoing 
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and must continue until nursing behavioral habits change and there is a culture shift to 

bundling care to provide patients with a better sleep experience in the hospital. 

Quiet Champions and Teams 

 The second recommendation would be to establish quiet champions and teams.  The 

quiet champions would have to be a nurse who is a peer and not a superior on the unit.  This 

would be beneficial because they would be a constant reminder on the floor to keep noise 

levels down and to bundle treatments.  A quiet team would be needed to discuss the 

effectiveness of intervention strategies.  The team should be similar to the one assembled for 

this study.  The team could meet monthly to review data and discuss success and issues 

related to nighttime quietness and bundling care.  As this project continues to unfold, 

strategies may be found to be less effective, and new strategies may come to light so a quiet 

team would ideal. 

Program Evaluation  

 The final recommendation would be to have an ongoing program evaluation.  This 

study was able to show an increase for 2W and 4W and a decrease for MST in HCAHPS 

‘always’ quiet responses during a short period.  An ongoing program evaluation will be 

needed in the future months and years to analyze the impact of these intervention strategies 

or other strategies that may be implemented in the future.  The program evaluation will need 

to continue until Mercy Hospitals of Bakersfield HCAHPS percentile ranking increases 

significantly, and the increase is sustained over a long period. 
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