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Introduction
It is well known that Emergency Department (ED) overcrowding is a nationwide problem, and that the demands for service significantly outweigh available resources (Unwin, Kinsman, & Rigby, 2016). As a result of overcrowded EDs there is an increase in the amount of time patients wait to be seen by a provider and as a result, many patients Leave Without Being Seen (LWBS). It is estimated that from 1995 to 2002 the LWBS increased by 67% nationally (Johnson, Myers, Wineholt, Pollack, & Kusmiesz, 2009). There are many negative factors associated with LWBS including decreased patient satisfaction and safety as well as poorer patient outcomes including higher rates of inpatient mortality (Carter, Pouch, Larson, & 2016).  A LWBS goal of two percent or less is ideal, however many institutions are facing a rate of seven to ten percent LWBS as a result of ED overcrowding. Those that LWBS tend to be uninsured younger males with non-emergent concerns in a lower socioeconomic class (Kennedy, MacBean, Brand, Sundararajan & Taylor, 2008). For the purpose of this paper three studies related to LWBS and potential contributing factors as well as mitigating strategies will be reviewed.
Comparison of Research Question
	Article number one focused on the effects of staff rounding on patient safety and satisfaction, and whether or not scripted regular rounding in the ED waiting room improves outcomes and subsequent LWBS rate. The research question by Meade, Kennedy, and Kaplan (2008) was whether or not a systematic, non-interdisciplinary proactive rounding protocol that anticipates and meets patients’ needs in the ED can improve patient management and satisfaction. The authors hypothesized that rounding using protocols would result in improved patient outcomes to include a reduction in LWBS, and a reduction in leaving Against Medical Advice (AMA) (Meade, Kennedy, and Kaplan, 2008).
	Article number two recognized that several studies have successfully demonstrated that ED crowding contributes to a delay in patient care and quality, however there has been little research to examine the actual patient outcomes related to overcrowding (Carter, Pouch, & Larson, 2014). Carter, Pouch, & Larson (2014) conducted a systematic review of literature to determine whether or not there is a relationship between ED crowding and patient outcomes. 
	Article number three identified the increase demand on ED services in spite of an 11% decline in available ED resources (Lorch, Martinez, & Gardiner, 2017) and characterized the patterns of LWBS within an ED that treats ophthalmic emergencies. Additionally, the authors evaluated whether or not an intervention to increase contact (rounding) with patients in the waiting room would reduce LWBS (Lorch, Martinez, & Gardiner, 2017). 
	While the three studies all recognized ED overcrowding and the negative implications, they had different focuses. All three articles had a defined research question however, the hypothesis was not clear on the second and third studies. Also, the timelines for which the studies took place were very different. In the first study there was a four week pre-intervention data collection and a four week intervention data collection. The third study collected pre-intervention data for eight weeks and then had an eight week intervention period a year later, to ensure the rounding was hardwired. Based on this, the third study likely had more reliable data. The second study was a literature review that had a broad sampling of all types of ED settings.	Comment by Lane, Kari: Add references to this paragraph
Comparison of Sample Population
	Study number one conducted a quasi-experimental study that addressed three different rounding protocols in the ED. The sample size consisted of 28 EDs that self-selected to participate and the characteristics and demographics as well as the ED sizes were clearly identified. Ten of the hospitals conducted 30 minute rounding, nine performed one hour rounding, and nine performed one hour rounding with Individualized Patient Care (IPC) tactic. The study lasted for two months total, and participating hospitals ranged in size from six beds to greater than 500. Regardless of the size, rounding methods were completed in the waiting rooms of all 28 participating hospitals. The rounding training was consistent throughout the organizations participating and the waiting room rounding teams consisted of Nurses, ED technicians, and other staff (social workers, transporters, or greeters). There was a standardized script for updating the patients in the waiting room to include the estimated time to go back to the treatment room. A rounding log was completed at the end of each round at all facilities.
	Study number two performed a literature review that screened 196 abstracts, with 11 meeting inclusion criteria. The authors adopted the quality of observational studies’ assessment criteria used by the Agency for Healthcare Research and Quality (AHRQ) as their research instrument (Carter, Pouch, & Larson, 2013). 
	Study number three conducted a six month retrospective analysis of all patients seen during a six month period, in a dedicated ophthalmic ED with no exclusion criteria.  The sample consisted of a pre-intervention group (n=6789) and post intervention groups (n=6335). The post intervention group received hourly rounding in the waiting room by a registered nurse, using a standardize script and protocol to include pain management, information related to delays, and updates to plan of care (Lorch, Martinez, & Gardiner, 2017). 
	The sample populations between the three studies were very different, both in size, context and patient type. Study number one had a variety of ED settings and hospital sizes, which supports the notion that the intervention would be applicable to any size ED. Study two was a rather small sampling for the literature review, however, the authors successfully identified specific negative outcomes related to ED overcrowding. While the population of study three was an ophthalmic specific ED, the volume, processes, and setting was very similar to that of a traditional ED. 	Comment by Lane, Kari: Add citations to this paragraph
Comparison of Limitations
One limitation of the first study is that the authors used three different rounding strategies (30 minute, 1 hour, and 1 hour plus IPC) which makes it difficult to evaluate the effectiveness of each intervention, and if one intervention is significantly more effective. Also, the intervention lasted four weeks, which may be more reliable if it was a bit longer, and there was no indication that there was a solid hardwiring of the rounding processes prior to the study, which could impact the results. Another limitation is that all the participating EDs self-selected, so it would be curious if the impact of rounding would change with an ED that had a mandatory implementation of ED rounding.
Study number two had a limitation in that the sample size of the literature was small. Eleven resources were used to identify negative outcomes of patients who wait to be seen. Also, a single researcher screened and abstracted the articles. Additionally, one database was used, and perhaps different phrasing in the search criteria may have yielded a larger sample size.
Study number three had an obvious limitation for the purposes of the literature review, and that was the setting was an ophthalmic based ED, however, the intake process, volumes, and patient experience are very similar to a traditional ED setting. Another limitation is that by nature of the ED being specific to ophthalmic emergencies, the LWBS rate, prior to intervention was lower than most ED settings, however, there was still a significant drop with the implementation of hourly rounding. 
Based on the summary of limitations from all three studies, study one had the most significant implications for the purposes of this paper and in terms of being able to identify specific interventions that help reduce LWBS and a short timeline. Because the authors used three different rounding techniques, and immediately implemented the intervention (without hardwiring for some time) it is hard to know which method, if done equally well, would be best and yield the best outcome. The sample size in study two was small, and some of the articles reviewed were ten years old and more. 	Comment by Lane, Kari: Add citations to this paragraph
Then be sure to evaluate the study’s yourself, for limitations the authors may not recognized. 
Conclusion and Recommendation
	Future research and recommendations might include replicating the intervention of the third study in a traditional ED setting. Particularly ensuring that the rounding intervention is hardwired prior to data collection. From that, evaluating what tactic, or rounding intervention is the most effective would be useful. Additionally, because the data is pretty consistent that LWBS tends to occur at a higher rate during the evening hours, would more intensive ED waiting room rounding to the evening shift, yield a greater reduction in LWBS.  Lastly, evaluating whether or not rounding improves patient outcomes (in addition to LWBS) and even perhaps safety in the ED waiting room would be another recommendation for future research. 
All three studies had a common theme, yet very different interventions, methodologies, and samples. Based on the evaluation of all three studies, and considering the limitations and findings, it is very clear that LWBS is often a result of ED overcrowding, and that patients who LWBS have poorer outcomes than those that stay to be seen by a provider. It is also evident that regular communication with patients in the ED waiting room is crucial for reducing the LWBS rate as well as improving patient satisfaction and safety. Regardless of the intervention or setting, efforts must be made to communicate with this population of patients to ensure they do not LWBS and have the best outcome as possible when seeking care in the ED.
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