Doctor shortages make emergency medical care impossible to function – delays and overcrowding risk emergency department shutdowns 
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As Americans look hopefully toward the end of the pandemic, many aspects of life are returning to normal, including routine health care. Still abnormal, though—and likely to remain so, are wait times for emergency care, which grew perilously long during the pandemic because of staff shortages and patient overload.
“Patients will suffer with that in the short term,” observed Arjun Venkatesh, MD, MBA, associate professor and administration section chief at Yale School of Medicine’s department of medicine. “It will take years to layer in the necessary changes. I doubt next year you’ll be reporting that things have improved. I hope we’ll be improving, but there are not that many people to staff the emergency departments (EDs) out there. There are shortages everywhere.”
The shortages go beyond frontline clinicians, Venkatesh said. “You wish you had more of everything—not only doctors and nurses but an extra tech, everyone down to the cafeteria worker.” The absence of even secondary positions can lengthen timeframes, such as by slowing the delivery of patient meals, which causes ripple effects on their care. “We’re seeing unique cracks in every link in the chain,” he said.
Venkatesh is a coauthor of a pair of Yale studies released in September 2022 that document widespread and increasing crowding and understaffing in EDs, leading to wait times as long as 6 hours, which can put lives at risk.1 The studies, based on data from 2020 to 2021, found that patients were twice as likely to leave EDs before seeing a physician in 2021 compared with 2017 and spent an unsafe number of hours in hospital hallways awaiting a bed. That is particularly concerning for patients who need care for critical issues such as strokes, sepsis, heart attacks and other cardiological issues, and trauma.
The pandemic exacerbated delays, but it’s inaccurate to say it caused them, Venkatesh said. “We always had a fire going, but it was a campfire. Now it’s a forest fire,” he said.
In one of 2 articles about the studies reported in JAMA Network Open, Venkatesh and his fellow researchers noted “the failure of the emergency care system to maintain broad access in the context of pandemic demands” and concluded that “existing regulatory and financial incentives may be inadequate to meet challenges of future pandemic waves and other disasters.” 2
In their analysis3 of the databases, the researchers found that when hospital occupancy was above 85 percent, ED boarding typically exceeded the 4-hour duration considered safe by the Joint Commission, which sets standards for hospitals. Boarding overall increased through 2020 and 2021, though hospital occupancy did not rise beyond January 2020 levels.
“The harms associated with ED boarding and crowding, long-standing before the pandemic, may have been further entrenched,” another of the studies’ coauthors, Alexander Janke, MD, MHS wrote.
Continuing staff shortages and other ED issues are thwarting efforts to reduce the delays, even in cases where minutes can directly influence clinical outcomes.
Of the top 5 critical care areas of concern, Venkatesh said, “The one I worry about the most is sepsis. You can be heroic with strokes and heart attacks, which are easier to diagnose. CT scans and EKGs can be done in minutes. Sepsis is a very difficult diagnosis to make, and it can smolder and then suddenly get worse.”
A fact sheet provided by the Sepsis Alliance, an educational and advocacy group, notes that sepsis is a medical emergency that requires rapid treatment for survival. Sepsis, according to the alliance, is the leading cause of death in US hospitals, representing 35 percent of mortalities, and the risk increases between 4 and 9 percent for every hour of delay in treatment. About 80 percent of septic shock patients can be saved through rapid diagnosis and treatment, according to the alliance.
Emergency department wait times are not categorized by a specific medical issue, and they vary significantly, but delays generally decreased between 2012 and 2017 and afterward increased until early in the pandemic, when they again temporarily decreased as a result of patients avoiding ED visits. They have since been ratcheting up again.
“It wasn’t this bad during the worst of the pandemic,” Venkatesh said. “Historically, when we think of boarding times it’s about trying to reduce boarding in the ED. The problem was people being kept too long in the hospital. It’s different now. What we’re seeing is a macro issue: We don’t have enough staff at every level.” Staffing levels at primary care facilities, nursing homes, and home care are currently at around 50 to 60 percent, he said. “The big problem is that the pandemic has raised the cost of delivering health care, and with less money, people are being laid off. There’s also this massive situation—if you want to call it the great resignation—where we just don’t have enough workforce. And the ED is the safety net. We’re shunting all health care needs to the ED, and there aren’t enough resources in the ED.”
A Centers for Disease Control and Prevention fact sheet reported that mean ED wait times in 2016 ranged from 24 to 49 minutes, depending on patient volume.4 In 2017, The New York Times reported, patients waited on average approximately 40 minutes, down from about an hour a decade before.5 By late 2021, the newspaper reported that staff shortages resulting from “burnout and poaching by financially flush health systems” had led to longer wait times and “the worst public health crisis in living memory.”6
Overall numbers sometimes shroud even more extreme delays. According to one report, the median ED wait time in California during 2017 was more than 5½ hours for patients who were admitted to the hospital.7 The comparable median length of a stay nationwide was 80 minutes shorter during the period, although 4 states had longer median wait times than California. Another study published in September 2022 found that the number of patients visiting EDs during one month in 2020 had declined 42 percent from the same period a year before as a result of the pandemic.8 But wait times then began to grow, according to a report from February 2022, which relied on data from 2020 and part of 2021 and found that the shortest median wait time by state was 104 minutes, with the longest about 228 minutes.9
If the ED is short-staffed, ED workers cannot simply drop everything—they have other patients to treat. For stroke, treatment time metrics are typically referred to as “door-to-needle,” representing the time between arrival and the administering of thrombolysis drugs. Many procedures have to be completed during that window. In addition to consultations about medications and general medical history, patients need intravenous infusions and computed tomography scans. Delays are particularly risky because neurons are dying. The common adage is, “Time is brain.” Specific risks include more dead brain and poorer overall recovery.
Guidelines recommend a median door-to-needle time of 45 minutes. However, studies have found that less than 60 percent of eligible US patients are treated within this window. Evidence also suggests disparities in timely treatment in patients who are older, African-American, or female. In cases involving myocardial infarction, the metric is door-to-balloon time. The primary risk, in addition to sudden death, is myocardial damage. For sepsis, the metric is “door-to-antibiotic.” Patients whose treatment is delayed are more like to die, and the survivors have worse long-term outcomes.
For all of these medical emergencies, the risk of death increases with treatment delays.
Venkatesh offered as an example a patient with congestive heart failure. “The cardiologist’s office is understaffed,” he said, “so they get a short telemedicine appointment, but the local radiologist has a long wait, so they go to the ED, where there’s another long wait, and maybe they don’t have a ride that can wait with them, and they might leave without being treated, and when they come back, by this point everything has been so delayed that they have breathing problems, and it develops into a full cardiac issue. Then they wait in the hospital for home care or because there’s a nursing facility shortage, which exposes them to hospital pneumonia. Across the nation, there are so many people in this tension.” Added to that, hospitals are closing, partly because of pandemic financial stresses, “So we’re cramming more and more people into less space.”
Venkatesh cited a recent report on patient boarding times in the United Kingdom that found each hour spent in the ED increased the likelihood of death. “That’s in the United Kingdom, but there’s no reason to think it would be any different here,” he said.
The Yale studies relied on electronic health records from participating hospitals (1,289 in January 2020, up to 1,769 by December 2021). When occupancy exceeded 85 percent, the median ED boarding time was 6.58 hours. Median ED boarding time overall was 2 hours in January 2020, which decreased to 1.58 hours in April 2020. In December 2021 it went up to 3.42 hours. Researchers found that median hospital occupancy was highest in January 2020, then dropped to its lowest point in April 2020 before gradually rising and leveling off at the end of 2021. Then came an inexorable uptick.
Rebecca Cash, PhD, MPH, coauthor of a study published in American Heart Association Journals in February 2022 that looked at prehospital time intervals for suspected stroke patients who were treated and transported by emergency medical service (EMS), responded to questions about stroke specifics and associated delays by email.10 “Anecdotally, at least, ED length of stay and EMS ‘wall time’ (aka offload time, the time from arrival at the ED to moving a patient into an ED bed) have increased, likely because of crowding and boarding of patients”, she wrote. “For time-sensitive conditions, like stroke, usually the ED has a process to begin immediate assessment and treatment, bypassing the wait for a bed. That might include the EMS crew taking the patient, on their stretcher, directly to CT.”
Cash, an assistant professor of emergency medicine at Harvard Medical School, cited time limitations for certain approaches to treating stroke. “For example, traditionally, the window for treating an acute ischemic stroke with IV medication (such as tissue plasminogen activator, or tPA) is 4.5 hours from last known well. For endovascular thrombectomy, a surgical procedure, it is about 6 to 24 hours from last known well. But that’s why timely diagnosis and treatment of stroke is so important, and meeting certain hospital metrics like door to imaging and door to needle are stressed—if the patient is outside of the treatment window, the chance of survival and/or full recovery is much lower.”
The ED delays also back up the EMS system. Wall times, according to Cash, “appear to be getting longer because there are no places to put EMS-transported patients in the overcrowded EDs. Especially patients requiring monitoring/care that can’t sit in the waiting room for a few hours. Increased wall times are not new; this has been going on far longer than the pandemic, but the pandemic exacerbated the problem. It’s a domino effect—there are no inpatient beds available, so admitted patients board (stay in the ED) until a bed opens up, so ED patients waiting for care have no place to go, so EMS can’t offload the patients they bring.”
The problem of increasing ED delays is not unique to the United States. The New York Times reported in September 2022 that nursing staff shortages had shut down EDs across Canada and forced some patients to wait days for a bed. Another article reported in October 2022 that a London hospital was forced to shut down its ED after wait times exceeded 18 hours.11,12
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