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Overcrowding and Waiting Times

IFEM

The International Federation for Emergency
Medicine (IFEM) recognizes emergency
department (ED) overcrowding and long
waiting times as a critical global crisis.

3 Waiting Rooms, Not War Zones

OVERCROWDING KILLS

N\

TOGETHER.

HASA QUALITY SUMMIT AND CONFERENCE 2026




Overcrowding Literature Plus Operational /\

Real Ity HASA QUALITY SUMMIT AND C(:'l:gg:EE;(l);':lER.
Research shows that when ED’s are over-crowded, Emergency department (ED) waiting rooms are perceived
chaotic and stressful patient harm and even death as unavoidable chaos, yet evidence shows that crowding
occurs, through delays and mistakes resulting from an and prolonged waits in this space drive delays to triage

impossible workload. It means that patients have no and treatment, increase length of stay, adverse outcomes
privacy or dignity. Patients or their families can become and deepen patient dissatisfaction. The waiting room is, a
aggressive towards staff. Staff morale becomes poor, frontline patient safety environment, not a benign holding

and when the situation is there day after day, burnout area.
happens. If staff leave, the situation deteriorates further.

4 N

This review deliberately combined two perspectives: international evidence on
emergency department crowding and waiting times, and real-world operational data
from a high-volume private emergency network.
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The literature review focused on the relationship between ED occupancy, queuing, time to triage, time to first clinician,

total length of stay, left-without-being-seen rates, and mortality in time-sensitive conditions such as sepsis, stroke, and
acute coronary syndromes.

That evidence base was then interpreted alongside system-wide operational data collected through a structured flow
programme, where every emergency department reports monthly waiting times, Door-to-Doctor performance, length of
stay, and bed-utilisation metrics, with outliers actively flagged for intervention.

ED overcrowding is a system failure with clinical consequences. It delays time-sensitive care, increases
boarding and length of stay, drives patients to leave before assessment, degrades experience and staff safety,
and is associated with increased mortality in many studies.
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What was measured and why it matters /\
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The operational lens was intentionally practical and patient-centred. We examined triage-stratified Door-
to-Doctor times, including around 9 minutes for red patients, approximately 40 minutes for yellow
patients, and 45 to 60 minutes for green patients, alongside combined arrival-to-disposition stretch
targets of roughly 180 to 210 minutes.

These internal targets are tighter than many published international benchmarks, which is important
because waiting time is not just a service metric; it is a safety metric.

The programme also incorporated time-critical pathway measures such as stroke and acute coronary
syndrome response times, antibiotic hang time, EMS drop-off metrics, and patient-experience indicators
covering journey, communication, compassion, and pain.

The key message is that crowding must be understood as a whole-system problem: it affects speed,
safety, experience, and ultimately outcomes.

[ “In other words, crowding is not a throughput inconvenience; it is a measurable patient-safety risk.” J
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Scale of the Problem /\
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A PRISMA-based systematic review published in 2026 screened 23,408 studies and included 226, identifying high
attendance, poor primary-care access, staffing shortages, diagnostic delays, boarding and late discharge as major
drivers of crowding.

A 2018 systematic review identified 102 eligible studies, of which 40 examined the consequences of crowding; it
concluded that poorer outcomes and failure to deliver guideline-recommended treatment were well established.
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ED OVERCROWDING:
THE PATIENT AT THE CENTRE
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What the Research says

MORTALITY - A 2026 systematic review found increased mortality among the
recognised adverse effects of crowding; an earlier review found that most
retrospective studies assessing inpatient mortality reported worsening mortality as
crowding increased, although not every study found an independent association.

DELAYED TREATMENT - Crowding is linked to delays in analgesia, antibiotics,
stroke assessment, trauma care, and sepsis management, as well as poorer
adherence to guideline-recommended care.

BOARDING HARM - A 2026 review of 21 US studies found prolonged ED
boarding associated with worse mortality, morbidity, length of stay, medication
errors, treatment delays, staff stress, and safety risks,

LONGER STAY - Crowding is associated with longer ED and inpatient length of
stay, creating a reinforcing cycle of further crowding.

& staff safety

Crowding is a patient-safety

problem — not just a throughput problem.

Waiting Rooms, Not War Rooms

LEAVING WITHOUT CARE - Systematic reviews repeatedly associate crowding
with higher left-without-being-seen rates.

PATIENT EXPERIENCE - Reduced satisfaction, poorer communication, loss of
privacy, and dissatisfaction with pain management are recurring consequences.




BAROMETER INDICATORS
(WHAT IT TELLS US)

LONGER WAITS L
Rising wait times signal = * 4
system congestion

and delays.

OVERCROWDING
..‘ High volumes strain

capacity and increase
risk.

SAFETYRISKS
Overcrowding and '.‘
delays increase i\

deterioration and
adverse events.

. . PATIENT EXPERIENCE
Anxious, uninformed
patients experience
lower satisfaction
and trust.

THE ED WAITING ROOM BAROMETER

From System Stress to Safe Patient Flow

e MODIFIABLE DETERMINANTS
(WHAT WE CAN CONTROL)

RAPID TRIAGE

Identify urgency early
and prioritise care
appropriately.

VISIBLE FLOW OWNERSHIP

Clear leadership and
accountability keep
patients moving.

CLEAR COMMUNICATION

Keep patients informed
about waits and next

The ED waifﬁng room is
both a barometer of system stress
and a modifiable determinant of safety.

steps.
Treat it as a clinical zone and convert
apparent chaos into a controlled gateway
that delivers timely, guideline-concordant STANDARDISED
PROCESSES

and humane care.

Consistent workflows
across sites drive

OUR GOAL: reliability and equity.

TIMELY ¢ SAFE « HUMAN < EFFECTIVE

THE IMPACT: Turn the waiting room c C?
%

from a source of stress into a controlled (| T4
clinical gateway. Timely Care Safer Patients Guideline Humane

Concordant Experience
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- LONG ED WAITS. REAL LIVES IMPACTED.

GLOBAL SNAPSHOT 2025-2026

-ATHS / 12-HOURWAITS | \* s NAIT:

Crowding isn't just (2025) IN ENGLAND IN ENGLAND

inconvenient — ~ 305 death

it costs lives. 8 sty \BASTYERR) ol
every week

‘A CANADA % ENGLAND

The Royal College of Emergency Medicine Reports in March 2026 highlighted In July 2026, stretchers in POLICY RESPONSE

estimated 15,860 excess deaths extreme ED wait times. Montreal-area EDs reportedly had

associated with long ED waits in 2025. = average waits of more than 17 hours. NHS
WINNIPEG } NHS plans to expand Digital Triage

THE MODEL Patients waiting 8 DIGITAL TRIAGE @ Sympton check
2 > & Prioritise care

1 excess death per 20 HOURS ‘ - W (i : following sustained = L

72 admitted patients : OR MORE U (. ! v [ crowding pressure. i r_ig’gr:f.:em'
who wait 8-12 hours in ED — = g e Lo Gk
GO O a2 Q0 L | OTTAWA -, o 4 : >
\/)\' (Y r‘] ?% /OQ r’q ((Q & Non-urgent paediatric s ey AT '
S estimated wait 3 - -

' 15 HOURS 47 MIN 260 PATIENTS [N
1.69 MILLION 489,138 gl R0 ONE TRUST RESULT
12-HOURWAITS || 24+ HOUR WAITS ONTARIO (AVERAGE) —l \) 178 MIN — 94 MIN
(past year) (past year) Patients admitted 129 pr “ S s

to a ward bed

20.3 HOURS WAITED LONGER Average A&E wait time reduced
l . THAN 48 HOURS 5 o s

These are modelled associations, by 47 % using digital triage.

not individually adjudicated deaths. [canhealth] ;

(

[citynews]

BEHIND EVERY H =\ THE WAY FORWARD
R 1IEE 1€ S ’9 ) Smarter systems. Digital innovation. Timely care.

A LI O UN NMULLU. Because every minute matters.

Source references: [ac] Royal College of Emergency Medicine (2025) [canhealth] March 2026 reports [cit s] CityNews (July 2026)
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South African Data /\
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South African evidence confirms that ED boarding is primarily an access-block problem. At a Gauteng central hospital,
boarded patients had a median ED stay of 2.81 days and 80% waited approximately three days for ward transfer. Delays
in admission decisions and ward-bed availability were the principal drivers.
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ED BOARDING REPORT
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© @©

54,496 323,659 183

BOARDING EPISODES TOTAL BOARDING HOURS DAYS
(patients boarded in ED) (time ED beds occupied by (1 April - 30 September
boarded patients) 2025)
THE AVERAGE BOARDING TIME BOARDING AT SCALE

ACROSS ALL FACILITIES

More than

54,000
5 HOU RS patients experienced

ED boarding over this
56 miNUTES 5. et o

AVERAGE BOARDING TIME
PER BOARDED PATIENT

Collectively, this represented

324,000
HOURS

of ED capacity occupied by
patients awaiting definitive

On average, a patient who has completed
their ED phase of care remains in the
Emergency Department for almost

6 hours while awaiting inpatient inpatient placement.
bed placement.

These delays mean ED beds are used for ED boarding consumes valuable

patients who no longer require emergency resources, contributes to overcrowding
care, reducing our ability to see and treat and increases pressure across the
new patients. entire hospital system.

THE IMPACT OF ED BOARDING

@

REDUCED ED CAPACITY INCREASED AMBULANCE DELAYS LONGER PATIENT WAIT TIMES OPERATIONAL PRESSURE
Beds are occupied by patients Longer offload times impact More boarding contributes to Additional hours create strain
awaiting placement, limiting prehospital respt and ding and longer waits for on staff, resources and overall

ilability for new pati ity access. patients still in ED. hospital flow.

Between April and September 2025, more than 54,000 patients experienced ED boarding,
with the average boarded patient remaining in the Emergency Department for almost 6 hours.

Collectively, this represented approximately 324,000 hours of ED capacity occupied

12 Waiting Rooms, Not War Rooms by patients awaiting definitive inpatient placement.
Source: Netcare ED Boarding Report | Data extracted: 1 October 2025




HUMANITY
should e desi

INTO TH% SYSTEM.
ab

RAPID TRIAGE
is humanity.
See. Prioritise.
Act with urgency.

SITTING DOWN ‘
FOR 60 SECONDS (=) : PAIN RELIEF
AND LISTENING e '@ : P © is humanity.
LSSometimes tt:e k — ::erl,:::fei:ﬁering.
“« . . S:ni:tljsl:sslefrtu:g ‘.'. Behind every o
The greatest risk of an overcrowded healthcare system is not only - s
. . . is a person. .
that patlents Walt Ionger ALLOWING e ¥ Let’s never forget v 9 ZEI:\SmSEaSnSix'ENT
CAMILY @ © that. :7 Things change.

CONNECTION ﬂ n We stay alert.
is humanity.

Healing happens g

together.

It is that, somewhere in the pressure to move patients through the

EXPLAINING

O ApeLay
q is humanity.
L

system, we stop seeing the person who is waiting.” ——— it
DETERIORATION @ Pl )
is humanity. @ S reduces anxiety.
Early recognition

saves lives.

2 O rrotecTinG

DIGNITY
3 is humanity.
Respect, privacy
CALLING SOMEONE and kindness
BY THEIR NAME always.

is humanity.
A name is not small,
it is everything.

(:”') SYSTEMS MAY TREAT DIAGNOSES. COMPASSION IS
" 2 GOOD MEDICINE.

Better systems. Better care. Never forget the human.
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Insights //\\
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“The lesson is not that emergency departments must somehow absorb unlimited demand more efficiently. The lesson is
that crowding exposes failures in the wider system: access to beds, diagnostics, decision-making, discharge processes
and community care.

Our responsibility is therefore to stop treating waiting as invisible time. Every minute in the waiting room is part of the
patient’s clinical journey. By measuring it, managing it and responding to it with urgency and compassion, we can
create emergency departments that are safer for patients and more sustainable for staff.”

A crowded emergency department is not only a busy department—it is
an early warning signal that the whole healthcare system must
respond.
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WHEN DID THE PATIENT
BECOME A PROCESS?

From Person to Process ... and back again
SEENAS A

PERSON AGAIN

* Known by name
» Story matters
* Respected

h : e commumcmon ‘

-

| — s
- THE DEHUMANISING JOURNEY

« Unique story

* Family, fears,
hopes
» Needs care

$ €@ PersoN

€ NUMBER
* Patient ID e Explained
+ Waiting time * Kept informed

* Reassured

@ =

» Targets

WHAT GETS LOST... L e TIMELY CARE

€ piacnosis

Diani 7 « Rapid triage WHAT WE
@ onity » Condition « Pain relief RESTORE...
. * Pathway « Reassessment
Communication <lProtocols 7 « Recognised 0 Dignity
deterioration Q
Visibility % = Trust
Emotional DIGNIFIED @ sarery
wellbeing EXPERIENCE Q Better outcomes
* Comfort
@ Family « Bed search « Pivacy Q Satisfaction
coiwectl * Ward allocation « Family connection Q
Hope
The human == Throughput * Humane care g
being

) Because healthcare is not just about what we do ’
' It's about fsur we make sur palient& fee/ while we do it.
I @ Safer care |

. People-centred

- systems

o . A more humane
Better outcomes Healthier teams
e | famn T

healthcare system
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Thank You!

A Practical Call to Action

Turn waiting into safer, more compassionate emergency care.
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MEASURE THE WAIT OWN THE FLOW PROTECT THE PERSON

Monitor the whole patient Make ED crowding a Ensure every patient waiting
journey — not only a single hospital-wide executive and for care is visible, reassessed,

arrival-to-doctor metric. clinical-governance informed and treated
responsibility. with dignity.

Waiting rooms are clinical environments. Safety, flow and compassion belong together.
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