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ABSTRACT

Objective: Inefficiency commonly results in overcrowding of the Emergency Department (ED) and is a problem for many
hospitals. When a condition of overcrowding exists, it is often associated with lower patient satisfaction, lower care quality,
and decreased financial position of the hospital. To improve patient throughput efficiency, hospitals use a variety of strategies
including posting ED wait times on the hospital website and the use of ED reservation systems. This study investigates these
two hospital strategies used to inform patients of anticipated wait times in the ED and their associations with patient throughput
efficiency.
Methods: The study employs bivariate and Ordinary Least Squares (OLS) regression models to explore the associations between
ED efficiency, measured by time spent in the ED, and ED wait times posted on the hospital website (Wait Times on Website) and
ED time efficiency and the use of ED reservation systems. The sample includes all 176 acute care hospitals with an ED located in
Florida.
Results: The results of this study support that posting ED wait times has a statistically significant association with time spent in
the ED; however, we did not find an association between the use of a reservation system and time in the ED. Furthermore, the
control variables of hospital licensed bed size, metropolitan location, percent of population without health insurance, and percent
of population Medicaid eligible were found to have associations with time spent in the ED.
Conclusions: This study supports that hospitals should inform patients of anticipated ED wait times. Methods to share wait times
should include posting on the hospital website, billboards, or other means to increase the likelihood of informed patients. With
anticipated wait time information, the patient has the opportunity to engage in rational decision making that will positively affect
ED efficiency. Healthcare leaders, including hospital administrators and ED managers, are encouraged to identify and implement
better ways to inform patients of hospital performance metrics to create the opportunity for greater patient decision engagement.
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1. INTRODUCTION

The healthcare industry has experienced dynamic change
over the past decades including pressure to improve out-
comes and to be more transparent with patients and the com-
munity. Hospitals represent the largest cost centers[1] and

influencers of quality outcomes for patients[2] and therefore
have faced the greatest amount of market pressure for change
and transparency of outcomes.[3] One particular market force
requiring innovation is the demand for access to Emergency
Department (ED) care services.[4]
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Patient demand for ED care is intensifying the current issues
and causing concern for the future of ED care. From 2001 to
2006, ED visits increased by 11% while the number of EDs
only increased by 4%.[5] Additionally, there is sufficient evi-
dence in the literature to suggest overcrowding is a growing
problem for most hospitals across the country.[6] As demand
has increased for ED care, hospitals have found it necessary
to improve efficiency of services and availability of resources.
When resources are stretched thin, ED efficiency decreases
and a situation of overcrowding occurs.

Hospitals across the country struggle to manage the pressures
associated with ED efficiency and the impact of overcrowd-
ing on the organization.[7] A study of California hospital
leaders reported that 96% of respondents believed their hos-
pital experienced overcrowding on a regular basis.[8] Such
struggles are related to situations where the volume in the ED
outstrips the resource capacity to provide timely appropriate
care. It is evident in the research literature examined, that ED
overcrowding has a substantial negative impact on quality of
care, patient satisfaction, and hospital financial health.[9–12]

There is evidence that wait delays are impacting critical con-
dition patients, such as heart attack victims, who in 2004
waited twenty minutes compared to only eight minutes in
1997.[2] Of similar concern, wait times to receive care in the
ED for chest pain doubled from 1988 to 2008.[2]

Hospitals increasingly are held accountable for quality perfor-
mance in terms of public transparency and reimbursement.[13]

As a result, hospitals have many incentives to improve ED
efficiency to reduce incidents of overcrowding and the subse-
quent negative influences on both hospital and patient.

As a result, hospitals use many strategies to address and
improve ED efficiency. Such strategies include internal effi-
ciency gains through improved processes, communication,
and staffing effectiveness.[12] As with any organizational effi-
ciency strategy, there is a maximum gain that can be achieved
and the organization must then turn to other efficiency oppor-
tunities. In the case of ED efficiency, in recent years hospitals
have turned to external strategies of informing patients of
anticipated ED wait times.[14] The goal of these external
strategies is to inform the patient of anticipated wait times in
the ED in hopes that patients will make a rational decision
regarding if and when to visit an ED for care versus other
healthcare setting alternatives. This study is designed to
evaluate if such external strategies are effective in improving
efficiency.

Overcrowding is generally defined as “to crowd to an un-
comfortable or undesired excess”.[15] Related to hospital
ED operations, there is not a clear and consistent definition
of ED overcrowding as a result of poor ED efficiency in

the literature. A literature review of 230 medical articles
published between 1966 and 2002 found that a majority of
ways overcrowding was defined were not explicit measurable
definitions and that no clear consensus definition existed.[12]

While studies have defined overcrowding based on bed avail-
ability, volume per ED bed, and other approaches, the best
method is to use time studies for actual ED performance in
seeing patients in a timely manner upon arrival to the ED
and in a timely manner on discharge to appropriate disposi-
tion.[6] Unfortunately, such an approach is not evident in the
literature and a commonly acceptable explicit definition does
not exist.

Prior to 2010, hospitals were not required to report ED ef-
ficiency throughput metrics. However, beginning with the
first calendar quarter of 2012 the Centers for Medicare and
Medicaid Services (CMS) required hospitals to report hos-
pital ED efficiency. This initiative was adopted from prior
efforts of the National Quality Forum to measure ED quality.
This data is now available on the CMS Hospital Compare
website and includes the following metrics: Median Time
from ED Arrival to Provider Contact for ED Patients, Median
Time from ED Arrival to ED Departure for Discharged ED
Patients, Median Time from ED Arrival to ED Departure
for Admitted ED Patients, and Admit Decision Time to ED
Departure Time.[16] Upon review of the literature, there is
no evidence that these variables have previously been used
to define ED efficiency and the condition of overcrowding.
However, these variables serve as a consistent measurement
of ED efficiency and potential overcrowding in this study.

The possible association of sharing anticipated ED wait times
with patients and the impact on efficiency improvement is
a curious and unexplored relationship. The two primary
strategies are to share current ED wait times or to use an
ED reservation system. Both strategies are designed with
a singular purpose of encouraging the patient to choose the
ED wisely for care when they are informed in advance of
anticipated time to receive care.

The first ED wait time strategy of this study is sharing real
time anticipated ED wait times with patients. This strategy
commonly utilizes four methods for communication includ-
ing posting wait times on the hospital website, text messaging
services, mobile applications, and billboards. Use of the hos-
pital website is the most common of these four methods,
where ED wait times are posted in real time on the homepage
of the hospital website.

A second ED wait time strategy is the use of a reservation sys-
tem. Two commonly used reservation systems are InQuicker
and ER Express.[17, 18] In a reservation system, the patient
can request a reservation time to visit the ED, typically for
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non-emergent conditions that do not require care in the next
120 minutes. Using this method, the external service provider
manages the reservation system for the hospital for a fee. The
patient is normally responsible for this fee although some
hospitals offer the service for free to the patient.[19] Once
the patient requests an appointment time, they are generally
provided a time in the next 90 to 120 minutes.[17] Typically,
the patient is guaranteed that they will be triaged within 15
minutes of their scheduled reservation time but treatment is
not usually guaranteed in a particular time frame.

The purpose of this paper is to assess the relationship between
ED wait time communication strategies and ED efficiency.
In recent years, hospitals have increasingly shared their ED
wait times with patients as a strategy to engage patients in the
decision of whether or not to visit the ED for care. However,
little is known if these strategies actually improve ED effi-
ciency. The research question for this study is: “Do ED wait
time communication strategies improve patient throughput
efficiency?” The study design compares hospitals that share
ED wait times to those hospitals that do not share ED wait
times and evaluates if there is a difference in ED efficiency as
evidenced by ED efficiency metrics. The literature supports
the importance of ED efficiency on multiple levels and that
delays in care due to long wait times have a negative impact
on patient quality outcomes. Further, the literature supports
that there are relationships between improved financial per-
formance, patient satisfaction, and ED efficiency. However,
there is a gap in the literature related to the effectiveness of
sharing information related to anticipated ED wait times. It
is assumed that this gap exists partially due to a previous lack
of available data.

The hypotheses below are used to address the research ques-
tion posed above:

H1: Hospitals that post ED wait times on their website will
have lower ED arrival to provider contact time.

H2: Hospitals that post ED wait times on their website will
have lower ED arrival to departure time for discharged ED
patients.

H3: Hospitals that post ED wait times on their website will
have lower ED arrival to departure time for ED patients
admitted as inpatients.

H4: Hospitals that post ED wait times on their website will
have lower admit decision to ED departure time for ED pa-
tients admitted as inpatients.

H5: Hospitals that use an ED reservation system will have
lower ED arrival to provider contact time.

H6: Hospitals that use an ED reservation system will have
lower ED arrival to departure time for discharged ED pa-
tients.

H7: Hospitals that use an ED reservation system will have
lower ED arrival to departure time for ED patients admitted
as inpatients.

H8: Hospitals that use an ED reservation system will have
lower admit decision to ED departure time for ED patients
admitted as inpatients.

2. MATERIALS AND METHODS

2.1 Materials studied

Data for this research partially originated from the CMS
data collected from acute care hospitals. In partnership with
the Hospital Quality Alliance, CMS formed the Hospital
Compare initiative in 2002 to collect and report hospital
performance data across multiple metrics.[16] The Hospital
Compare initiative has been expanded over the years since
2002. CMS added Inpatient Mortality in 2005, Hospital
Consumer Assessment of Healthcare Providers and Systems
(HCAHPS) patient experience outcomes in 2008, ED effi-
ciency metrics in 2009, and Readmission data in 2010.[16]

It should be noted that while these metrics were added in
the above years, actual reporting requirements and public
availability of the data occurred in subsequent years. At the
beginning of 2012, Hospital Compare data metrics for ED
throughput efficiency became available to the public for all
hospitals nationwide to create an opportunity for compari-
son of performance. These data were obtained through the
CMS Hospital Compare website and is publicly available for
download.

Two Hospital Compare data sets, including the Hospital Data
and the ED Throughput data sets, were merged into a single
data file for hospital level comparison and statistical anal-
ysis.[16] Further, this merged data set was augmented with
hospital licensed bed size data from the 2013 Florida Hospital
Association (FHA)[20] and hospital community demographic
data from the 2014 Area Resource File (ARF).[21] The FHA
data was available on its website for download and the ARF
is publicly available for download. Finally, hospital specific
strategy data were added to the data set from the websites of
the sample hospitals and the reservation system companies in
the sample markets. Of the 176 sample hospitals, the authors
reviewed each hospital website for evidence of real time ED
wait time posting and availability of a reservation system.
The data related to reservation systems was verified against
publicly available information from the reservation system
companies InQuicker[17] and ER Express.[18]
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The 176 acute care hospitals in Florida with an ED were
included in the study. Veterans Administration (VA) hos-
pitals and hospitals without EDs were excluded from the
study. Freestanding EDs were not included in this study as
independent organizations since CMS reports this data in the
host hospital consolidated data. The State of Florida was se-
lected for the sample for two reasons. First, this study’s data
revealed that 60% of Florida hospitals used one of the two
wait time communication strategies of this study. Second,
another study survey found that 92% of hospitals in Florida
reported overcrowding.[4]

It was previously noted that some hospitals use mobile apps,
texting services, or billboards to post ED wait times. It was
found that hospitals using these methods also posted wait
times on their websites; however, not all hospitals that posted
wait times on their websites also used billboards, mobile
apps, or texting services. Therefore, this study uses ED
wait times posted on websites as the independent variable of
interest to maintain consistency.

2.2 Methods
The study utilized SPSS version 22 statistical software for
data analysis and testing. The study included two indepen-
dent variables of interest: ED wait times posted on the hospi-
tal website and ED reservation system. No hospitals in the
sample used both strategies.

Four dependent variables were used to measure ED time
efficiency for each hospital: time in minutes from ED arrival
to provider contact for ED patients, time in minutes from ED
arrival to departure for discharged ED patients, time in min-
utes from ED arrival to departure for admitted ED patients,
and time in minutes from admit decision to ED departure
admitted patients. We consider lower time in minutes to be
reflective of better ED efficiency.

The control variables of this study were divided into hospital
specific variables and community specific variables. The
hospital specific variables included hospital licensed bed
size, hospital ownership (investor owned = 1; not investor
owned = 0), and an indicator of market competiveness for
each hospital measured by the Herfindahl-Hirschman Index,
which is the sum of square of hospital market shares in a
hospital service area (HSA) as defined by the Dartmouth
Atlas. The community specific variables included the loca-
tion of a hospital in a metropolitan area (metropolitan = 1;
not metropolitan = 0), Health Professional Shortage Area
(HPSA) status (HPSA = 1; not HPSA = 0), the percent of
population less than 65 years of age uninsured, the percent of
population Medicaid eligible, and the percent of population
over 65 years of age.

3. RESULTS

Table 1 is a descriptive analysis of the study variables. Of
the 176 hospitals in the sample, 80 (45.5%) hospitals posted
their ED wait times on the hospital website and 26 (14.8%)
hospitals used a reservation system. Combined, 106 (60.2%)
hospitals used one of the two study strategies. It is notable
that no hospital used both strategies of posting ED wait times
on the website and use a reservation system. The mean aver-
age bed size was 286 beds and 40.9% of the hospitals were
investor owned. The vast majority of hospitals were located
in metropolitan areas (88.1%) and only 8.0% of the hospitals
were in HPSA designated areas. On average, 23.5% of the
population in the surrounding community of the hospital
were uninsured, 16.9% were Medicaid eligible, and 20.1%
were over the age of 65.

Table 1. Hospital and community characteristics
 

 

 N = 176 

ED Wait Time Strategies  

Wait Time Posted on Website   

 Yes (N/%) 80/45.5% 

 No (N/%) 96/54.4% 

Reservation System   

   Yes (N/%) 26/14.8% 

   No (N/%) 150/85.2% 

Hospital Characteristics  

 Licensed Beds (Mean/SD) 285.6/239.6 

Ownership  

   Investor Owned (N/%) 72/40.9% 

   Not Investor Owned (N/%) 104/59.1% 

HHI (Mean/SD) 0.231/0.332 

Community Characteristics  

Location  

   Metropolitan (N/%) 155/88.1% 

   Non-Metropolitan (N/%) 21/11.9% 

Health Profession Shortage Area  

   Health Professional Shortage Area 14/8.0% 

   Not Health Professional Shortage Area 162/82.0% 

 % Population Uninsured (Mean/SD) 23.5/4.3 

 % Population Medicaid Eligible (Mean/SD) 16.9/4.5 

 % Population  > 65 (Mean/SD) 20.1/6.6% 

 

Table 2 presents the correlation analysis of the community
characteristics variables. We did not find a correlation greater
than 0.44 among the community characteristics, indicating
that there is not an issue of multicollinearity among the com-
munity characteristics.

To test whether having an ED wait time strategy is associ-
ated with time spent in the ED, ordinary least squares (OLS)
multiple regression analysis was employed. The results of
the multivariate regression are found in Table 3. Posting
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wait times on the hospital website was statistically associ-
ated with time between ED arrival and provider contact, time
between ED arrival and departure for discharged patients,
and time between the admit decision and ED departure for
admitted patients. Relative to hospitals with no ED wait time
strategy, hospitals that post wait times had 11 fewer min-
utes, on average, between ED arrival and provider contact
(b = -10.75, p < .001), 46 fewer minutes between ED ar-
rival and ED departure for discharged patients (b = -46.07,
p < .001), and 33 fewer minutes between admit decision and
ED departure for admitted patients (b = -32.82, p < .001).
There was not a statistically significant relationship between
having a reservation system and time spent in the ER.

A number of interesting findings were observed between
hospital characteristics and ED time efficiency measures. In

the interest of brevity, we focused on those control variables
that were statistically significant across multiple ED time
measures. Interested readers are referred to Table 3 for more
details. There was an association between the number of li-
censed beds and time spent in the ER, although the practical
impact is nominal. Each one unit increase in licensed beds
was associated with between 0.02 and 0.07 minutes addi-
tional time in the ER for each of the ED efficiency measures.
This means for each 50 additional licensed beds, patients
spend between 1 and 3.5 additional minutes in the ED, on
average. Patients seen in an investor owned hospital spent
13 fewer minutes between ED arrival and provider contact
(b = -12.91, p < .01), and 13 fewer minutes between ED
arrival and departure for admitted patients, on average
(b = -13.04, p < .05).

Table 2. Correlation matrix of community characteristics
 

 

 
Metropolitan 

Area 
HPSA 

% < 65 without 

Health Insurance 

% Population 

Medicaid Eligible 
% Population > 65 

Metropolitan Area 1.0000     

HPSA 0.2805 1.0000    

% < 65 without Health Insurance 0.0007 0.0400 1.0000   

% Population Medicaid Eligible -0.4314 0.3915 -0.1680 1.0000  

% Population > 65 0.1568 -0.0804 0.0390 -0.4346 1.0000 

 

Table 3. Multiple regression results (N = 163)
 

 

 

ED Arrival to 

Provider Contact 

Time, ED Patients 

ED Arrival to 

Departure Time, 

Discharged ED Patients 

ED Arrival to 

Departure Time, 

Admitted ED Patients 

Admit Decision to ED 

Departure Time, 

Admitted patients 

b (Std. Error) b (Std. Error) b (Std. Error) b (Std. Error) 

ED Wait Time Strategy 

 No strategy Referent Referent Referent Referent 

 Reservation system -2.24 (3.59) -7.24 (16.02) 3.84 (7.75) 5.15 (11.35) 

 Wait Time Posted on Website  -10.75 (2.90)*** -46.07 (12.95)*** -10.66 (6.26) -32.82 (9.17)*** 

Hospital Characteristics 

Licensed Beds 0.02 (0.01)** 0.07 (0.02)** 0.06 (0.01)*** 0.04 (0.02)* 

Ownership     

   Not investor owned Referent Referent Referent Referent 

   Investor owned -12.91 (2.72)*** -10.93 (12.12) -13.04 (5.86)* 2.51 (8.59) 

Metropolitan Location     

   Not metropolitan Referent Referent Referent Referent 

   Metropolitan 7.59 (6.24) 50.51 (27.83) 32.30 (13.46)* 38.79 (19.71) 

HHI Hospital Index 0.22 (5.17) 26.80 (23.06) 3.82 (11.15) 13.82 (16.33) 

Community Characteristics 

HPSA     

   Not HPSA Referent Referent Referent Referent 

   HPSA 1.70 (5.81) 2.05 (25.91) 10.68 (12.53) -1.79 (18.35) 

% <65 without Health Insurance -0.31 (0.33) 4.67 (1.46)** 1.83 (0.71)* 3.82 (1.03)*** 

% Population Medicaid Eligible 0.74 (0.38) 3.35 (1.68)* 2.21 (0.81)** 0.72 (1.19) 

% Population >65 0.19 (0.20) -0.35 (0.90) -0.04 (0.44) -0.41 (0.64) 

R2 0.4027 0.3452 0.4087 0.3008 

Note. 
* 
p < .05; 

**
 p < .01; 

***
 p < .001 
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Among the community characteristics, the percent of the
population uninsured and the percent of Medicaid eligible
members were both associated with ED time measures. On
average, each one unit increase in the percent of the pop-
ulation uninsured was associated with around 5 additional
minutes between ED arrival and departure for discharged
patients (b = 4.67, p < .01), 2 additional minutes between
ED arrival and departure for admitted patients (b = 1.83,
p < .05), and 4 additional minutes between the admit de-
cision and ED departure for admitted patients (b = 3.82,
p < .001). Likewise, each additional unit increase in the
percentage of Medicaid eligible members in a community
was associated with 3 additional minutes between ED arrival
and departure for discharged patients (b = 3.35, p < .05), and
2 additional minutes between ED arrival and departure for
admitted patients (b = 2.21, p < .01).

4. DISCUSSION
Hospitals face increasing pressure to provide high quality
care while maintaining financial performance. At the same
time, demand for ED services continues to increase. Ex-
istent research suggests that ED wait times are related to
patient satisfaction, financial performance, and quality out-
comes.[5, 10, 22] However, the relationship between hospital
information sharing and ED wait times has not been ade-
quately explored. This research addresses this gap in the
literature by answering the following question: “Do ED wait
time communication strategies improve patient throughput
efficiency?”

Study results indicate a significant difference in ED wait
times between hospitals with wait time communication strate-
gies compared to those that do not have communication
strategies. This study supports the idea that hospitals should
post ED wait times on the hospital website and provide the
same information through other methods designed to inform
patients of anticipated wait times such as text messaging and
mobile apps. With anticipated wait time information, the
patient has the opportunity to engage in decision making that
will positively affect ED time efficiency and lead to a logical
decrease in the risk of ED overcrowding.

However, the use of reservation systems should not be viewed
as a strategy to improve ED time efficiency and reduce the
risk of overcrowding. Rather, hospitals could consider using
reservation systems as a marketing differentiation strategy
when ED time efficiency has not been achieved or is not a pri-
ority. It is assumed therefore that hospitals choose to offer a
reservation system for a variety of reasons. One report found
that the primary objective was to increase patient satisfaction
as CMS has initiated incentives for hospitals that achieve
certain metrics.[19] Further, hospitals can also use reservation

systems to allow patients to wait at home rather than in the
ED waiting room.[23] Another reason to offer a reservation
system is for marketing purposes.[24] From a competitive
perspective, the reservation system could be an alternative to
posting actual wait times.

Based on the results of this research, there are multiple impli-
cations for management practice. During data gathering, it
was noted that of 176 sample acute care hospitals in Florida,
80 hospitals posted wait times on the hospital website and
26 hospitals used a reservation system. Curiously, none of
these hospitals used both strategies. This study contends
that while both strategies are designed to engage patients in
decision making to affect ED time efficiency, selection of a
particular strategy is based on the overall strategic objectives
of the hospital. Thus, hospitals do not choose both strategies.
Related to the 70 hospitals that did not employ either study
strategy, it is assumed that these hospitals are still relying
on traditional internal efficiency strategies to meet market
demand for efficiency improvement. It is logical that the
remaining hospitals will adopt an external strategy when it
becomes necessary to extend beyond the internal strategies.

This study also revealed a statistically significant association
between the ED wait time efficiency and licensed beds, the
percent of the population that is uninsured and the percent of
the population that is Medicaid eligible. These findings are
consistent with the propensity of uninsured and underinsured
patients to use the ED as a regular source of healthcare due
to perceived and actual lack of access to a regular provider.[6]

From a practical standpoint, hospital managers might opt to
implement ED wait time communication strategies to reduce
wait times among populations that are high utilizers of care.

Although our study is the first to relate hospital communi-
cation strategies to ED wait times, several limitations that
might influence our study findings are presented. First, this
study only applies to acute care hospitals located in Florida.
While a larger study population of a region of the country
or the entire country was considered, the necessity for study
of individual hospital websites for strategies employed by
those hospitals limited the opportunity to choose a larger
sample size. However, it should be noted that with 60% of
the hospitals in Florida using one of the two strategies, it
is logical that Florida hospitals would be selected for the
sample for this study.

Second, at the time of this study, there was only one complete
year of CMS data available related to ED throughput metrics.
As explained previously, this is due to new reporting require-
ments of CMS in the first publicly available data in 2012.
Therefore, the ED time variables are from a short period of
available data and it is not possible to compare periods or
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study performance over more than a twelve-month period.
Third, as there is only one year of CMS ED throughput data,
it is not possible to measure ED time efficiency pre and post
wait time communication strategy implementation by a hos-
pital. While this is interesting potential research, such an
opportunity was not an option.

Fourth, there is not a consistent and widely accepted defi-
nition of ED efficiency and overcrowding in the literature.
As such, this study relies on proxies for ED efficiency in
the form time spent in the ED for four CMS ED throughput
metrics. While it is believed that the proxies were sufficient
for this study, the use of the proxy used is not supported in
the literature.

Fifth, this study did not include control variables related
to ED patients’ access to transportation or the internet. A
patient’s decision of when and if to visit an ED may be influ-
enced by their access to transportation to visit an ED versus
another care location. Related to internet access, both com-
munication strategies of this study rely on patient access to
the internet. Thus, limited patient access to the internet could
influence the results of this study.

Sixth and finally, the data available and collected related to
hospital strategy use had limitations. Such strategy research
was conducted by one author of this study and independently
verified by a non-author third party. The individual websites
of hospitals were surveyed in November 2014 and it had
to be assumed that hospitals were using the same strategies
during the CMS ED throughput data period, which was from
July 2012 through June 2013. It would have been ideal to
collect the strategy data during the CMS data period but such
opportunity was not possible for this study.

While this study has limitations, it is not believed that any of
the limitations substantially discount or devalue the findings
and conclusions.

5. CONCLUSIONS
The results of this study are important to hospital board
members and administrators that are accountable for hospital
performance related to financial, quality, and satisfaction
outcomes. Further, those within hospitals that have responsi-
bility for marketing, performance, and operations should be
aware of how ED time efficiency can and will impact the en-
tire organization. Finally, clinical staff are greatly impacted

by ED overcrowding and wait times. Understanding strate-
gies to alleviate these issues can provide a better environment
of care and allow clinicians to practice to their full potential.

Study results indicate several managerial implications. First,
the active employment of external communication strategies
to engage patients in co-management of ED wait times can
be effective. Public sharing of data on wait times appears
to be the most effective strategy. Using an external commu-
nication strategy combined with other initiatives targeting
internal challenges is likely the most effective way to im-
prove ED efficiency.

Second, study findings indicate that ED wait times are longer
in communities with larger numbers of uninsured and under-
insured individuals. Often, these patients utilize the ED as
their primary source of healthcare. Although these patient
groups might bring lower rates of reimbursement, hospitals
are obligated to provide treatment. Given that these patients
are likely to seek care in the ED, hospital managers can em-
ploy more active strategies (e.g. communication) to help
improve wait times. This will benefit patients of all payer
types.

Third and finally, hospital managers might consider using
such external communication strategies as an opportunity to
educate patients on the appropriateness of seeking ED care.
When providing data on wait times, hospitals might also
use this information sharing opportunity to share wait times
on affiliated primary care physician offices or urgent care
centers. Reducing unnecessary ED utilization can drastically
reduce costs in the hospital and increase performance system
wide.

Healthcare decision makers are encouraged to find and imple-
ment better ways to inform patients of hospital performance
metrics to create the opportunity for greater patient deci-
sion engagement. While this study has been focused on one
element of patient engagement, industry leaders should ex-
plore how patient engagement would lead to better outcomes
for hospitals and their patients. It is believed that engaged
patients can and will contribute through effective decision
making to help hospitals improve performance across many
metrics.
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