Research Article

Journal of Patient Experience
Volume 12: 1-10

© The Author(s) 2025

Article reuse guidelines:
sagepub.com/journals-permissions
DOI: 10.1177/23743735251333213
journals.sagepub.com/home/jpx

S Sage

“They Just Don’t Want to Feel Forgotten”:
A Mixed-Methods Research on Patient
Satisfaction With Wait Times in Emergency
Departments

Aswathy Geetha Manukumar, BSc, PhD(c)',

Hensley H Mariathas, MPhil, PhD' (2, Christopher Patey, MD?*?,
Nahid Rahimipour Anaraki, PhD', Anna Walsh, BSc, MSc',
Oliver Hurley, BSc, MEnvSc', Dorothy Senior, LPN*,

Holly Etchegary, PhD4’5, Paul Norman, BN3,

and Shabnam Asghari, MD, MPH, PHD"*

Abstract

Patient satisfaction, an essential care quality measure, is heavily impacted by wait times. This study examined how different
factors affect patient satisfaction with ED wait times in Newfoundland and Labrador, Canada. This mixed-method study, con-
ducted in 4 EDs, used data collected using telephone surveys and semistructured interviews. Patient satisfaction with (1) phy-
sician initial assessment and (2) length of stay were analyzed using ordinal regression and thematic analysis. Among the 766
participants, 12% were extremely dissatisfied with physician initial assessment, and |13% were extremely dissatisfied with length
of stay. Patients well-informed about the delays were more likely to report higher satisfaction than those who were not informed
(aOR = 243, 95% ClI [1.48-3.99], P-value <.001). Qualitative analysis revealed 4 key themes: poor communication about wait
times, lengthy wait times, resource shortages causing long ED wait times, and patients avoiding ED because of it. Our study
shows that patients are better satisfied when they are well-informed about the delays. This helped patients feel “less forgotten.”
Addressing wait time issues is critical to providing patient-centered care and optimizing the care experience.
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Emergency departments (EDs) are a critical point of acute care,
providing urgent and emergent care and being a source of
primary care for marginalized communities." However, ED

visits are often challenging as patients are particularly stressed
and experience much uncertainty.? In Canada, increasing wait
times in EDs have become a growing concern for healthcare
providers and patients.’ According to the Canadian Medical
Association, in November 2023, ED patients waited up to
22 h for a hospital bed.*

Patient satisfaction is an essential indicator of the quality
of care healthcare systems provide.”® Prior studies have
shown that wait times are among the strongest determinants
of patient satisfaction.”'® The longer patients wait in the
ED before being assessed by a physician, the less satisfied
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they are with healthcare.>'''> A shorter stay in the ED (<4 h)
is also associated with a better satisfaction rate than a longer
stay (>8 h).'* Reducing wait times would allow healthcare
providers to enhance patient satisfaction, thereby improving
the likelihood of better adherence to treatment plans,
leading to improved health outcomes. '

Several studies have shown that the patients’ waiting
experience can be improved by providing consistent and
timely communication about delays impacting their care.'®*°
Anecdotal evidence from the Newfoundland and Labrador
(NL) community suggests that patients are often discouraged
from requesting updates on wait times in EDs due to the unpre-
dictable nature of ED cases. This highlights the need for
further investigation into how communication about wait
times impacts patient satisfaction, as improving communica-
tion is a more feasible and immediate improvement area
than reducing actual wait times.'”

Research on the influence of patients’ sociodemographic
characteristics on their satisfaction with healthcare has had
conflicting results.'> However, age, gender, and hospital
settings are considered strong determinants of patient satis-
faction.®'> Most of the literature on ED quality focuses on
urban tertiary hospitals®' and lacks adequate information
on patient satisfaction differences between hospitals in rural
and urban locations.® As there is no consensus on the
impact of age or gender on patient satisfaction with wait
times,*'” previous research is often not generalizable.

NL is a geographically remote Canadian province,?' pre-
senting unique challenges with access to care and chronic
physician shortages. NL Health System services dispersed
rural communities across the province, with reduced access
to immediate care. NL has a population of 502,100, of
which 23.6% are 65 or older—the highest proportion of
older adults in all provinces.”? The 2021 Commonwealth
Fund Health Policy Survey of Older Adults reported that
Canada has the highest percentage (31%) of older adults
waiting 6 days or more for a medical appointment, with
10% seeking nonurgent care in EDs, compared to other
industrialized nations.®> Consequently, ED issues in NL
reflect the broader national challenges related to ED over-
crowding and wait times in Canada.*'

We know that analyzing patient satisfaction is one of the
most effective ways to understand areas of healthcare that
need improvement and evaluate how to provide better
patient-centered care.®* Therefore, our study aims to
examine the effect of wait times on patient satisfaction and
determine how this differs by gender, age, hospital setting
(rural vs urban), and information about wait times in EDs
of NL, Canada.

Methodology
Study Design and Data Collection

This is a mixed-method study. Data was collected using a
survey administered via telephone from 1 March 2021 to

27 July 2023. Patients were randomly selected and contacted
within 48 h of discharge by research assistants (RAs) trained
to conduct interviews.”> We randomly selected 25 date and
time pairs spanning morning, afternoon, evening, and night-
time, for each study month. If no patients visited the ED at the
specified time (eg, 9:00 a.m.), we applied a +2-h window to
identify the nearest patient encounter (eg, 10:45 a.m.).
Informed verbal consent was obtained before administering
the survey and recorded in a secure patient log form. We
also offered to send patients their consent documentation
via email or post mail. The survey had 63 quantitative and
10 open-ended questions. Eleven questions relevant to the
research objectives were selected for this study, focusing
on patient demographics and details of ED visits, including
questions where patients rated their satisfaction with
several aspects of ED care on a scale of 0 to 10. Further
details of the survey are available in other publications.*’

Patients were also invited to participate in a follow-up
semistructured interview that delved further into their ED
visit. The semistructured interview guide was cocreated
with 6 patient research partners (PRPs). PRPs are patients
and caretakers who have been partners in this research
since its planning and initiation to knowledge dissemination.
The follow-up interviews were conducted from 1 May 2024
to 29 July 2024. Upon completing these hour-long inter-
views, patients received a $25 Amazon gift card. A prize
draw was also performed where 2% of participants who com-
pleted the 30-min telephone survey received gifts equivalent
to $200 to $500.

Data Analysis

Quantitative. We included 2 patient-reported satisfaction
measures*®?’ as outcomes in the study: (I) Patient satisfac-
tion with physician initial assessment (PIA) and (ii) Patient
satisfaction with length of stay (LOS). We defined PIA as
the length of time patients had to wait before being examined
by a provider (doctor or nurse practitioner) and LOS as the
total length of a patient’s visit to the ED. Both variables
were collected on a scale of 0 to 10 (0 worst, 10 best) and
transformed into 5 categories: extremely dissatisfied (0-2),
dissatisfied (3-4), neither satisfied nor dissatisfied (5), some-
what satisfied (6-7), extremely satisfied (8-10).

Independent variables included patient-reported wait
times (PIA and LOS), patient characteristics (gender, age),
ED location (rural, urban), and communication about wait
times. Communication about wait times was collected
using 2 questions: (1) “Were you told how long you have
to wait before being examined by a provider?” (PIA knowl-
edge) and (2) “How well were you kept informed about the
delays impacting your care?” (information on delays).

Frequencies were derived to summarize patient character-
istics, ED, and details of visits. Bivariate analysis between
each independent variable and outcome variable was per-
formed using the Chi-square test. Fisher’s exact test was
used instead of Chi-square when one or more cells had a
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832 participants
completed the survey
from 1 March 2021 to

27 July 2023

56 participants left without being

776 Participants had Physician
Initial Assessment

seen*

10 participants did not provide a

Analysis of 766 participants
were included in the study

satisfaction score”

Figure 1. Flow chart of participant selection process.

frequency of less than 5.%® Ordinal logistic regression was

used to identify factors influencing patient satisfaction with
wait times. Two models were developed for each outcome
variable (patient satisfaction with PIA and patient satisfaction
with LOS), with all relevant independent variables. A sensitiv-
ity analysis was performed using the multiple imputation
approach to assess the impact of missing data on study
results. A P-value of <.05 was considered statistically signifi-
cant. All statistical analyses were performed using RStudio
(version 4.3.2, Posit Software, PBC, formerly RStudio, PBC).

Qualitative. We used thematic analysis to identify the themes
and subthemes related to wait times and patient satisfaction.
We used a convergent design®’ in which results from the
survey and semistructured interviews were integrated to
enhance the validity and robustness of the findings. The
simultaneous analysis of data from both sources facilitated
triangulation, ensuring that the results were cross-validated
and enriched by multiple perspectives.

Firstly, a team of 5 researchers with expertise in qualita-
tive research, mixed-method studies, emergency medicine,
and patient-centered care conducted open coding on
responses from the open-ended survey questions. Each
researcher independently reviewed and analyzed the data,
identifying key themes, patterns, and codes on patient satis-
faction. Weekly team meetings allowed us to discuss and
reach a consensus on the codes, subthemes, and themes, fol-
lowed by further evaluation and revision. Meanwhile, an RA
transcribed the semistructured interviews and shared them
with the team for analysis. Analysis of these in-depth

interviews followed the same steps: independent open
coding, followed by weekly discussions to reach consensus
and refine the themes and subthemes. Finally, PRP feedback
was incorporated to ensure the results were relevant to their
ED experiences. This methodology allowed for comprehensive
data exploration, promoting consistency and enriching the
overall findings.

Results
Quantitative

Characteristics of Study Participants. A total of 832 participants
completed the survey during the study period. Patients who
left without being seen (N=56) and those who did not
provide a satisfaction score (N=10) were excluded from
the analysis. Our final sample size was 766 (Figure 1).

*Responded “Yes” to the question: “Did you leave the ED
before being seen by a doctor or nurse practitioner?”’

"Did not respond to the question(s): “Using any number
from 0 to 10, where 0 is extremely dissatisfied, and 10 is
extremely satisfied, how satisfied were you with the
amount of time before being seen by a doctor or nurse prac-
titioner?” and/or “Using any number from 0 to 10, where 0 is
extremely dissatisfied, and 10 is extremely satisfied, how sat-
isfied were you with the total time spent in the ED?.”

Among the 766 participants, 12% were extremely dissat-
isfied with PIA, and 13% were extremely dissatisfied with
LOS. Missing responses were the highest in LOS and PIA
knowledge, with 16%. Table 1 shows the characteristics of
the patients and their ED visits.
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Table I. Characteristics of Patients Included in the Study (n = 766).

Characteristic Overall N (%)

Gender
Female 473 (62)
Male 293 (38)
Age in years
<20 54 (7)
21-40 140 (18)
41-60 253 (33)
> 6l 319 (42)
ED location
Rural 370 (48)
Urban 396 (52)
PIA
0-60 min 387 (51)
I-2h 117 (15)
2-4h 108 (14)
4+ hours 125 (16)
Missing responses 29 (4)
LOS
0-2h 201 (26)
2-4h 178 (23)
4-6 h 118 (15)
6+ hours 144 (19)
Missing responses 125 (16)
Patient satisfaction with PIA
Extremely dissatisfied 94 (12)
Somewhat dissatisfied 71 (9)
Neither satisfied nor dissatisfied 51 (7)
Somewhat satisfied 147 (19)
Extremely satisfied 404 (53)
Patient satisfaction with LOS
Extremely dissatisfied 99 (13)
Somewhat dissatisfied 76 (10)
Neither satisfied nor dissatisfied 42 (5)
Somewhat satisfied 156 (20)
Extremely satisfied 395 (51)
PIA knowledge
No, | was not told 557 (73)
Yes, and | had to wait about as long as | was told 22 (3)
Yes, but the wait was longer 7 ()
Yes, but the wait was shorter 7 (1)
Not applicable 47 (6)
Missing responses 126 (16)
Information on delays
Not at all well 199 (26)
Slightly well 42 (5)
Moderately well 39 (5)
Very well 138 (18)
Extremely well 252 (33)
Missing responses 96 (13)

PIA, physician initial assessment; LOS, length of stay.

Main Results. The chi-squared test showed that patient satis-
faction with PIA (y*>=12.6, degrees of freedom (do)=4,
P-value = .01) and patient satisfaction with LOS (X2 =
12.7, ds=4, P-value = .01) were both associated with ED
location. Fisher’s exact test showed that patient satisfaction
with PIA was associated with age, PIA, PIA knowledge,
and information on delays (P-value <.05). Finally, Fisher’s

exact test also showed that patient satisfaction with LOS
was associated with age, wait times (LOS), and information
on delays (P-value <.05). Neither outcome variable was sig-
nificantly associated with gender. Further details on the
bivariate analysis can be found in Supplemental File S1.

Patient Satisfaction With PIA. Ordinal logistic regression of
patient satisfaction with PIA was performed first with the
independent variables: age, gender, ED location, PIA, PIA
knowledge, and information on delays (Table 2; Model 1).

Compared to patients who waited <1 h to be examined by a
provider, those who waited 1 to 2 h and 2 to 4 h were less likely
to report higher satisfaction levels (adjusted Odds Ratio
[aOR]=0.30, 95% CI [0.18-0.52] and aOR = 0.07, 95% CI
[0.04-0.12], respectively with P-value <.001). Patients who
reported PIA of 4+ hours were 50 times less likely to report
higher satisfaction levels than those who only waited <1 h
(aOR = 0.02, 95% CI [0.01-0.03, P-value <.001).

When patients were very well and extremely well informed
about the delays impacting their care, they were more likely to
report higher satisfaction levels than those who were not
informed at all (aOR = 2.43, 95% CI [1.48-3.99] and aOR
= 3.82, 95% CI [2.26-6.45], respectively with P-value <.001].

Patient Satisfaction With LOS. The second model, which
examined patient satisfaction with LOS, included the inde-
pendent variables age, gender, ED location, LOS, and infor-
mation on delays (Table 2; Model 2).

Patients whose overall LOS was 2 to 4 h (aOR = 0.33,
95% CI [0.20-0.57], P-value <.001) were 3 times less
likely to report higher satisfaction with LOS than those
who stayed for less than 2 h. Similarly, patients who stayed
for 4 to 6 h and 6+ hours were also less likely to report
higher satisfaction compared to those who stayed 0-2 h
(aOR = 0.10, 95% CI [0.06-0.18] and aOR = 0.05, 95%
CI [0.03-0.09], respectively with P-value <.001).

Similar to Model 1, patients who were very well and
extremely well informed about the delays impacting their
care were more likely to report higher satisfaction levels
than those who were not informed at all (aOR = 3.63, 95%
CI [2.28-5.77] and aOR = 12.28, 95% CI [7.45, 20.24],
respectively with P-value <.001).

Qualitative. A total of 771 responses, including 5 semistruc-
tured interviews, were analyzed, at which point data satura-
tion was achieved. Thematic analysis revealed 4 key
themes that affected patient satisfaction with wait times: (1)
Poor communication about wait times, (2) Lengthy wait
times leading to dissatisfaction, and (3) Resource shortages
causing long ED wait times and (4) Patients avoiding ED
because of long wait times. See Table 3 for representative
quotations (Qs) from all the themes.

Several patients expressed dissatisfaction due to poor com-
munication about wait times. They felt uncomfortable due to
ED signs discouraging inquiries about wait times (Table 3;
Q1). Basic needs, such as hunger and thirst, became another
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Table 2. Effect of Wait Times on Patient Satisfaction in Four EDs of NL (n =766).

Factor

Model |: patient satisfaction with PIA
adjusted OR [95% ClI]

Model 2: patient satisfaction with LOS
adjusted OR [95% ClI]

Gender (ref. female)
Male

Age in years (ref. <20)
21-40
41-60
>61

ED location (ref. rural)
Urban

PIA (ref. 0-60 min)
I-2h
2-4h

1.36 [0.94, 1.98]
1.23 [0.58, 2.61]
1.91 [0.92, 3.95]
.41 [0.70, 2.86]
0.92 [0.63, 1.34]

0.30 [0.18, 0.52]
0.07 [0.04, 0.12]*

1.53 [1.07, 2.17]*

.13 [0.55, 2.35]
2.31 [1.14, 5.69]*
2.11 [1.05, 4217

0.87 [0.61. 1.25]
Not applicable

4+ hours 0.02 [0.01, 0.03]**
PIA knowledge (ref. no, |

was not told)

Yes, and | had to wait

about as long as | was

.10 [0.36, 3.35]

told

Yes, but the wait was 0.44 [0.09, 2.18]
longer

Yes, but the wait was 1.09 [0.11, 11.23]
shorter

Not applicable 0.81 [0.31, 2.08]

Information on delays (ref.
not at all well)

Slightly well 1.29 [0.67, 2.50]
Moderately well 1.26 [0.63, 2.53]
Very well 2.43 [1.48, 3.99]**

3.82 [2.26, 6.45]**
Not applicable

Extremely well
LOS (ref. 0-2 h)

2-4h

4-6 h

6+ hours

Not applicable

.42 [0.76, 2.63]
|46 [0.78, 2.74]
3.63 [2.28, 5.77]**
12.28 [7.45, 20.24]*

0.33 [0.20, 0.57]
0.10 [0.06, 0. 18]
0.05 [0.03, 0.09]**

Note. ED, emergency department; PIA, physician initial assessment; LOS, length of stay; NL, Newfoundland and Labrador.

*Significance at P-value <.05; **significance at P-value <.001.

source of frustration as patients were uncertain whether leaving
their seats to get a glass of water might result in missing their
turn (Table 3; Q2). Finally, patients also reported feeling forgot-
ten due to the lack of communication or acknowledgment from
staff during their wait (Table 3; Q3 and Q4).

Most patients reported lengthy wait times leading to dis-
satisfaction. One of the patients called the ED a “zoo” due
to the wait times and crowds of patients (Table 3; Q5).
Some patients’ health conditions worsened during the wait,
increasing dissatisfaction with the ED services (Table 3; Q6).

Several patients mentioned resource shortages causing long
ED wait times. This includes the closure of other EDs, a lack of
staff and resources in the ED, and inadequate coverage from
family physicians and urgent care centers (UCCs) (Table 3;
Q7 and QS8). Some patients noted that difficulties securing
timely appointments with family physicians often force them
to rely on the ED for urgent care (Table 3; Q9).

Patients reported avoiding ED because of long wait times.
Prolonged wait times caused several patients to leave the ED
before being seen (Table 3; Q10). Patients also mentioned

they tend to avoid visiting the ED unless it’s life-threatening
to avoid excessive wait times (Table 3; Q11).

Comparison With Patients Who Left Without Being Seen

As mentioned earlier, we excluded patients who left without
being seen (n=>56) from the main analysis. However, we
conducted a post hoc analysis for this group, and Table 4
shows their characteristics.

Patients who left without being seen were extremely dissat-
isfied with PIA (23%) and LOS (50%). Interestingly, most of
these patients reported that their PIA was less than an hour
(14%) and LOS was less than 2 h (34%). Qualitative analysis
of their survey responses showed that patients left the ED for
3 primary reasons: (1) prolonged waits without any updates
from staff, (2) overcrowding, leading to the assumption that
their wait time would be excessive, and (3) symptom improve-
ment over time, prompting the decision to leave. As illustrated
in the quote below, patients voiced significant concerns about
prolonged wait times and the overall management of the ED.
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Table 3. Themes and lllustrative Quotations From the Thematic Analysis of Patient Satisfaction With Wait Times in Four EDs of NL.

Themes and subthemes

Representative quote(s)

Poor communication about wait
times

Lengthy wait times leading to
dissatisfaction

Resource shortages causing long ED

wait times

Patients avoiding ED because of long
wait times

QI. “There is a sign that says not to ask the ED staff about wait times or when they might be seen, which
(patient) said was not great since it cut off communication about when they would be seen.”—Survey
response from a male patient, 21-40 years old, who visited an urban ED

Q2. “I came in at 3:00, and now it’s like 8:30, and I'm getting hungry and thirsty. And you don’t know if you
should get up and get a glass of water or something like that because that’s going to be the minute
someone will call your name, and you won’t be here.” —Semistructured interview response from a
female patient, 41-60 years old, who visited a rural ED.

Q3. “(Patient) said that the ED was busy and other patients left without being seen and at some points she
felt “forgotten about,” when she was left to wait in the waiting room with no communication about the
tests she already had or ones that she would need to get.”—Survey response from a female patient,
41-60 years old, who visited an urban ED.

Q4. “(Patient) waited too long (7 h) and felt like he had been forgotten there.”—Survey response from a
male patient, > 61 years old, who visited a rural ED.

Q5. “(Patient) said that he has an ongoing heart condition, so he normally gets in quicker, but there have
been times he’s been in the ED, and it’s been ‘a zoo’ with long wait times and lots of people.”—Survey
response from a male patient, 41-60 years old, who visited an urban ED

Q6. “(Patient’s) mother completed the survey. She was very upset with the scheduling of the after-hours
radiology staff. Her child was in severe pain and was admitted to surgery for a health problem. Still, it took
nearly |13 h to get a scan and get admitted since there were no radiology staff in the ED or on call ... her
child had to wait so long as it caused the health condition to worsen.”—Survey response from the
mother of a female patient, <20 years old, who visited a rural ED.

Q?7. “The problem has nothing to do with the efficiency of staff, but the availability of staff. If you had some
nurse practitioners in emergency rooms ... they (patients) would be moved a lot quicker ... for
nonemergency cases. You can have all the policies in place and everything on paper, but if you don’t have
enough people to carry it out, it’s not going to make a difference.”—Semistructured interview response
from a female patient, 41-60 years old, who visited and an urban ED.

Q8. “It’s very difficult to get in to see him (family physician). He’s very busy, and it’s very difficult to get an
appointment when you actually need one for something urgent, like a urinary tract infection. So yeah, I just
bypassed him and went straight to the ER to get quicker service.”—Semistructured interview response
from a female patient, 41-60 years old, who visited a rural ED.

Q9. “The wait times are longer, but that’s mainly due to the emergency departments and a lot of the
communities being shut down ... For instance, we got here (an ED), and there’s a hospital in (another
place) ... And sometimes if one of them is closed, the people from those communities have to come down
... So this makes wait times longer.”—Semistructured interview response from a male patient, 41-60
years old, who visited a rural ED.

QI10. “My blood pressure spiked ... the ambulance came and got me ... they triaged me and told me to go
in the waiting room. When | opened the door to the waiting room, it was such a crowd of people ... | said,
no, no, not at all. | will take my blood pressure pills and see how it works out. So that’s what | did. | left. | got
to be really sick to go to the hospital. It’s just not the same anymore.”—Semistructured interview
response from a female patient, > 61 years old, who visited an urban ED.

QI 1. “I got off work and couldn’t even move the steering wheel. And | was like, oh, my God, | got to get this
checked out and get some paperwork because | can’t work like this. But I'm like, no, I'll wait till tomorrow
when | wake up. Because it’s going to be an all-day wait ... Nobody wants to go (to the ED). | don’t want to
g0 ... 'm not waiting. So, | don’t go. | won’t go ... | don’t want to be sitting around waiting for results. I've
seen a lot of people just get fed up and leave.”—Semistructured interview response from a female
patient, 41-60 years old, who visited an urban ED.

ED, emergency department; NL, Newfoundland and Labrador.

(Patient) said the healthcare system needs a ‘COMPLETE (Survey response from a male patient, aged > 61 years,
overhaul’ in order for it to function properly ... he was in who visited an urban ED)

the ED for hours at this particular visit with severe pain

that was not taken seriously .... He waited overnight in the

ED VYI'[hOllt being seen or checkefi on by. anyone and.he Discussion

described the nurses working as being negligent and having

no regard for his wellbeing ... he has lost all respect for the To our knowledge, this is the first study in NL to examine
NL health system and said he will ‘never, ever, ever’ use the effect of wait times on patient satisfaction and deter-

the NL health system again for serious health concerns.... mine how this effect differs by gender, age, ED location,
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Table 4. Patients Who Left Without Being Seen and Were
Excluded From the Study (n=56).

Characteristic Overall N (%)

Gender
Female 41 (73)
Male 15 (27)
Age in years
<20 509
21-40 16 (29)
41-60 19 (34)
> 6l 16 (29)
ED location
Rural 24 (43)
Urban 32 (57)
PIA
0-60 min 8 (14)
I-2h 4(7)
2-4h 6 (10)
4+ hours 7 (12)
Missing responses 31 (55)
LOS
0-2h 19 (34)
2-4h 14 (25)
4-6 h 8 (14)
6+ hours 15 (27)
Patient satisfaction with PIA
Extremely dissatisfied 13 (23)
Somewhat dissatisfied I (2)
Neither satisfied nor dissatisfied I (2)
Somewhat satisfied 6(l)
Extremely satisfied 4(7)
Missing responses 31 (55)
Patient satisfaction with LOS
Extremely dissatisfied 28 (50)

Somewhat dissatisfied 59

Neither satisfied nor dissatisfied 8 (14)
Somewhat satisfied 7 (12)
Extremely satisfied 7 (12)

Missing responses I (2)
PIA knowledge

No, | was not told 21 (37)
Yes, and | had to wait about as long as | was told I (2)
Yes, but the wait was longer I (2)
Yes, but the wait was shorter I (2)
Missing responses 32 (57)
Information on delays
Not at all well 31 (55)
Slightly well 2(3)
Moderately well I (2)
Very well Il (20)
Extremely well 7(12)
Missing responses 4(7)

ED, emergency department; PIA, physician initial assessment; LOS, length of
stay.

and communication about wait times. Overall, 12% of patients
were extremely dissatisfied with PIA, and 13% were extremely
dissatisfied with LOS. Ordinal logistic regression analysis
revealed that wait times and information on delays significantly
impacted patient satisfaction while controlling for all other

covariates. We found that patients who waited over 60 min
to see a provider and those who stayed more than 2 h in the
ED were over 67% less likely to report higher satisfaction
than those who waited less than an hour or stayed in the ED
for more than 2 h. These results are supported by previous
studies correlating shorter wait times with higher patient satis-
faction.>! 14

Interestingly, we also found that patients who were well
informed about the delays impacting their care were more sat-
isfied with wait times than those who were not at all informed
about the delays. This finding is particularly important as
several patients mentioned signs in the ED waiting rooms
asking them not to ask the staff about wait times. Discussions
with PRPs also revealed this is a well-established rule in NL
EDs. However, similar to our results, a 2019 qualitative study
by Chu et al.'” showed that proactively informing patients
about delays can modify patients’ wait time experience.
Alhabadan et al.'” found that patients preferred to be updated
at least every 30 min about wait times. This highlights the
need to provide consistent updates on wait times to improve
patients’ overall satisfaction.'”*

In our study, age and gender only impacted patient satis-
faction with LOS. Older patients (>40 years old) and male
patients were more likely to report higher satisfaction
levels with LOS than younger patients and female patients,
respectively. Our results are similar to studies that have
found that older patients (>50 years) seem more satisfied
with healthcare than younger populations,®'> and female
patients experience more delays in care and are less satisfied
than male patients.*°>? Discussions with PRPs indicated
that older patients may report higher satisfaction levels
because they are more familiar with the EDs and accept the
inherent delays in ED processes. ED location did not
impact patient satisfaction with wait times in this study.
Our PRPs agreed that dissatisfaction with wait times is
similar across both rural and urban EDs in NL. These find-
ings further show how important it is to investigate factors
affecting patient satisfaction with wait times in local settings,
as findings are often unique to the EDs and might not be
generalizable.

The qualitative analysis highlighted 4 themes affecting
patient satisfaction with wait times: poor communication
about wait times, lengthy wait times leading to dissatisfaction,
resource shortages causing long ED wait times, and patients
avoiding ED because of long wait times. Many patients
expressed frustration with lengthy wait times and feeling for-
gotten even with serious medical issues, a theme that is con-
sistent with previous literature.>"'~'*1719-20 patients preferred
to have consistent updates on wait times as it allowed them to
get food or water while waiting without the fear of missing
their turn. PRPs noted that ED signage discouraging inquiries
about wait times hinders communication with providers and
creates an unwelcoming environment. As Cohen et al.*?
shared, one of the strategies to improve patients’ perceptions
of wait times is informing patients about the reasons for
delays and clarifying the fairness of wait times.
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Finally, patients who did not have access to healthcare
outside the ED, such as to a family physician, mentioned
a need for improvement in access to healthcare services
so that they can avoid relying on the ED for nonemergent
issues. Previous studies on this theme have had conflicting
results. While some studies suggest that expanding care
options, including in-person and virtual visits with family
physicians,** as well as same-day primary care access,
can reduce ED overcrowding by low-acuity patients,’’
others indicate that even with 24/7 primary care or
increased UCCs, patients continue to seek ED care due
to perceived urgency’® or limited awareness of UCC
services.

Limitations

One of the key limitations of our study was that it heavily
relied on self-reported data, which could introduce bias
from incomplete or inaccurate responses from participants.*®
Dissatisfied patients might have also exaggerated their
waiting times, causing further bias. However, trained RAs
trained who ensured patients understood the questions and
responded as accurately as possible. Furthermore, collecting
self-reported data enabled us to gather rich, in-depth insights
into patient perspectives. Patients were contacted within 48 h
of discharge, and if they were unavailable, a maximum of 3
attempts were made within the next 2 weeks to reduce non-
response bias.”> The time gap between the telephone
survey and the semistructured interviews could have caused
recall bias, as patients might have forgotten the specifics of
the ED visit for which they were recruited, possibly confus-
ing it with other similar visits. Nevertheless, as we used a
mixed-methods design, our comprehensive analysis helped
reduce this risk.

Due to an error in our web survey platform, we lost 16%
of responses from the initial months of data collection to the
variables “LOS” and “PIA knowledge.” However, we per-
formed a sensitivity analysis (results not shown) that
showed that the missing data did not impact our results.
While our PRP committee is relatively small and includes a
diverse group of individuals, membership turnover over
time may have limited continuity and consistency in perspec-
tives. Our study did not consider variations in race and cul-
tural backgrounds among participants as this information
was not collected. Previous studies have shown that
patient—provider race/ethnicity and gender concordance are
predictors of patient satisfaction.* Although we collected
data on physician gender through semistructured interviews,
this was not collected via telephone surveys and couldn’t be
used in our quantitative analysis. Our qualitative results did
not show any patterns in patient and physician gender affect-
ing satisfaction. There is also some evidence that the level of
emergency influences wait times and, subsequently, patient
satisfaction.*® However, we couldn’t collect this information.
Future research should incorporate these factors to better
understand patient satisfaction with wait times.

Clinical and Research Implications

Expanding ED resources, including staffing and access to
family physicians and UCCs, is essential for improving
patient satisfaction but requires significant time and invest-
ment. Given the impact of low satisfaction, prioritizing feasi-
ble interventions is crucial. Our PRPs emphasized the
importance of providing regular wait time updates, removing
signage that discourages patient inquiries, and offering esti-
mated wait times alongside Canadian Triage and Acuity
Scale scores to improve the waiting experience. Ensuring
easy access to basic necessities such as water, food, and
clean washrooms can further enhance the waiting experience.
Effective communication, including calm and empathetic
interactions, is also vital, and regular refresher communica-
tion training for ED staff is recommended. Additionally, peri-
odically relocating patients within the ED can foster a sense
of progress.®* Further research is needed to understand why
younger and female patients report higher dissatisfaction
with wait times, as well as to examine the reasons patients
leave without being seen, enabling targeted strategies to
reduce LWBS rates.

Conclusion

In conclusion, our study revealed that one in 9 patients were
extremely dissatisfied with ED wait times, indicating an area
of ED care that requires immediate attention. Longer wait
times often worsened patients’ conditions, leading to frustra-
tion and a sense of neglect, resulting in some patients leaving
the ED without receiving care or avoiding seeking ED care
altogether. However, patients were more likely to be satisfied
with waiting when they received updates about the delays. As
such, our study showed that “they (patients) just don’t want
to feel forgotten” and that providing patients with timely
and clear information about delays can significantly
improve their satisfaction. Addressing wait time issues is
crucial in improving patients’ willingness to seek ED care,
enabling healthcare systems to provide patient-centered
care and a satisfactory overall ED experience.
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