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It has long been the conventional wisdom that overcrowding in emergency departments 
(EDs) is caused by inappropriate ED use by people who should instead take their injuries 
and illnesses to their doctors’ offices during regular business hours.1  It is often further 
assumed that many offenders are poor, undocumented, or uninsured people taking 
advantage of the Emergency Medical Treatment and Active Labor Act (EMTALA), 
which requires most EDs to provide at least a medical screening examination to all 
people who present to the ED with an ostensible medical emergency, and to stabilize 
those who do in fact have an emergency, without regard to ability to pay.2   
 
In recent years, these theories have increasingly been debunked.  First, the rise in ED use 
dramatically outstripped increases in both hospital stays and physician visits for many 
years pre-dating EMTALA’s enactment in 1986.3  Second, non-urgent use appears to 
have been driven in recent years primarily by patients with private health insurance and 
Medicare.4  Third, declining hospital inpatient capacity often prevents acutely ill ED 
patients who need to be admitted to the hospital from quickly obtaining a bed, meaning 
that they need to remain in the ED for longer periods, using ED staff time and space 
which could otherwise be used for other patients.5   
 
A study recently published in the Annals of Emergency Medicine adds to this growing 
body of evidence.  Michael J. Schull et al. evaluated the effect of “low-complexity” 
patients on the time it took for “medium- and high-complexity” patients to make their 
way through the ED.6  To do this, they used data from the Canadian National Ambulatory 
Care Reporting System to evaluate all the ED visits that took place in Ontario between 
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April 1, 2002 and March 31, 2003.7  More than four million visits to 110 EDs were 
included in the final analysis.8     
 
The authors found that, on average, 16 new low-complexity patients presented for 
treatment in an eight-hour interval.9  These patients together raised the mean ED length 
of stay for medium- and high-complexity patients by 8.6 minutes (where the mean total 
ED length of stay for that group was 4.5 hours), and the time it took to see a physician by 
3.4 minutes (where the mean total time to first physician contact for that group was 1.2 
hours).10  While these results are statistically significant, the authors found them 
clinically insignificant; in other words, they likely had little if any impact on the 
treatment outcomes for the medium- and high-complexity patients.11  They accordingly 
concluded that attempts to divert low-complexity patients from EDs “are unlikely to 
produce meaningful improvements in waiting times for sicker patients.”12   
 
This study further underscores the disconnection between the conventional wisdom 
regarding ED overcrowding and the actual causes.  It is easy to blame EMTALA for ED 
overcrowding.  Hospitals and other health care providers may see the statute as burdening 
them with mandatory charity care for potentially anyone who sets foot in their ED.  
Additionally, those most helped by the statute – poorly-insured, uninsured, and/or 
minority populations – tend to be less powerful in this society and accordingly may be 
easier to scapegoat.  Yet the present approach of seeking to divert patients with non-
urgent conditions from the ED will likely do little to solve the problem of ED 
overcrowding.  A more complex solution will likely be required. 
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