Ambulance-to-A&E Handover Delay – Mr James Carter 
Figure 1: Ambulance handover delays (Quality Watch NHS England data). Case summary: Mr James Carter was brought to hospital by ambulance in extremis. Upon arrival his care was delayed due to an ambulance queue outside an overcrowded A&E. He ultimately had no bed available and insufficient staff to treat him promptly, resulting in death. Under national guidance, handovers should occur within 15 minutes , 
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yet in practice delays have become common. Recent data indicate over 40% of ambulances waited >30 minutes for handover,
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 far above the NHS operational standard of 5% .
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 High bed occupancy and severe workforce shortages in the NHS exacerbate this problem . In Mr Carter’s case these systemic pressures (long ambulance delays, no beds, too few staff) aligned to allow a fatal lapse in care. 
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Swiss Cheese Model Analysis 
Swiss Cheese Model (Reason): 
According to Reason’s “Swiss cheese” model, multiple layers of defence (“slices”) exist in healthcare, each with potential latent “holes” (weaknesses) . 
For Mr Carter: 
Ambulance service layer: Paramedic response and handover protocols. Hole: Staff shortages/ overload meant ambulances queued; handover was delayed beyond 15 min. 
A&E triage layer: Reception and initial assessment in the ED. 
Hole: With no free beds and staff exhaustion, triage slowed and incomplete. 
Hospital capacity layer: Availability of beds and ward staff. Hole: Chronic high occupancy (often >95% at winter peak) means no bed could be found . 
Senior clinical review layer: Escalation policy (e.g. duty consultant). Hole: In practice escalation protocols may be too slow under pressure, so warning signs (e.g. prolonged waits) went uncorrected. 
These holes lined up: ambulance crews waited while no ED bed was ready, so Carter’s critical care was deferred. If any one layer had worked (for example, if a bed were free or extra staff were available), the chain could have been broken. Thus the Swiss cheese model highlights how multiple small failures in structure and process combined to produce the adverse outcome . 
Fishbone Diagram and 5 Whys Analysis A fishbone (Ishikawa) 
For this incident, key categories include: 
People: Insufficient clinical staff (paramedics, nurses, doctors) on shift; undertrained staff due to high turnover. 
Processes: A&E handover and triage procedures (e.g. lack of fast-track), escalation protocols not activated in time. 
Equipment/Environment: Limited physical space and beds; no alternate care areas. Management/Policy: Inflexible staffing models; failure to escalate to Surge/Red plans; lack of investment in capacity. 
Patient factors: Possibly complex clinical needs (e.g. comorbidities) increasing time to treat. 
These possible causes all point toward the effect (Carter’s delayed care) as mentioned above . 
Further digging can be done with a “5 Whys” chain: 
Why did Mr Carter die? – Because his urgent treatment was delayed and he did not receive timely care. 
Why was treatment delayed? – Because the ambulance handover to A&E was severely delayed and no bed was available when needed. 
Why was handover/bedding delayed? – Because the ED was operating at or above capacity, with no free beds and staff overworked. 
Why was the ED at capacity? – Because of chronic bed shortages, high occupancy (often >90– 95% ), plus delayed discharges (DToCs), meaning admitted patients could not move on. 
Why were beds/staff insufficient? – Because of long-term underfunding and workforce shortages in the NHS (vacancies, recruitment challenges), amplified by seasonal demand. 
Each answer reveals deeper issues (staffing deficits, lack of surge capacity, etc.). This iterative 5 Whys approach is a standard root-cause tool : by repeatedly asking “why” the surface symptom (death) is traced to underlying system failures (insufficient beds/staff). 
Donabedian Model (Structure, Process, Outcome) The Donabedian model evaluates care quality via Structure, Process, Outcome . 
In this case: 
Structure: The physical and organizational infrastructure. Deficiencies: Chronic understaffing (nurses, doctors, paramedics), limited bed stock (UK beds per capita among lowest in OECD), and inadequate escalation staffing. These upstream factors set the stage for failure . (E.g. longterm care vacancies kept patients from discharge, tying up beds.) 
Process: The way care is delivered. Breakdowns: The protocols for ambulance handover and ED triage were overwhelmed. For example, although national guidelines require handover within 15 min , the process regularly failed, with average waits ~30+ min . Likewise, triage and monitoring processes slowed due to crowding. 
Outcome: The result of care. Negative outcomes: In this case, death. More broadly, delayed handovers are known to increase patient harm – one analysis estimated ~41,000 patients at risk of harm (5,000 with “severe” harm or death) in a single month of 2022 . Mr Carter’s death is a tragic outcome directly tied to the flawed structures/processes above. 
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Using Donabedian’s model shows that poor structures (shortage of resources) led to defective processes (delayed handover, admission), yielding a disastrous outcome (patient death) . 
SWOT Analysis 
A SWOT analysis highlights the Trust/system’s internal Strengths and Weaknesses and external Opportunities and Threats related to the incident: 
Strengths: Existing escalation plans and protocols (if adhered to), highly trained ambulance crews and clinical staff, and NHS commitment to standards. Possibly strong incident review culture and learning mechanisms. 
Weaknesses: Chronic capacity shortfalls – insufficient permanent beds and staff are in place. Overloaded A&E, lack of redundancy (no reserve staffing), and incomplete handover processes. Communication gaps between ambulance and hospital. 
Opportunities: New NHS policies (e.g. Emergency Care Improvement Programme), investment in community/discharge capacity to free beds, advanced scheduling and digital tracking of bed availability. Enhanced recruitment or retention incentives. Cross-disciplinary training to streamline handovers. 
Threats: Rising demand (aging population, flu/Covid surges) outpacing resources; potential funding cuts or Brexit-driven workforce loss. Legal liability for patient harm from delays (coroners’ verdicts such as Andrew Cox’s warning in 2022 ). Public and media pressure could escalate, damaging trust. 
This SWOT reveals that while some organizational strengths exist, the overwhelming internal weaknesses (staffing, beds, processes) and external threats (demand, policy) dominate. Seizing opportunities (e.g. new models of care, policy changes) is critical to offset the weaknesses/threats identified. 
PESTLE Analysis 
The PESTLE framework examines external factors influencing the incident: 
Political: NHS funding policies and targets (e.g. A&E waiting standards, NHS Long-Term Plan). Current government focus on reducing waiting lists may drive reforms, but political priorities (e.g. Brexit impacts) can divert attention. Accountability measures (parliamentary inquiries, coroners’ reports) pressure trusts to improve. 
Economic: Austerity and limited NHS budgets have led to funding constraints. High cost of agency staff and inflationary pressures strain resources. Economic downturns can exacerbate social care shortfalls, worsening bed-block problems. 
Social: An aging, sicker population increases demand for emergency care. Public expectations of rapid ambulance response are high; media stories (e.g. Guardian exposés) amplify concerns. Workforce morale and public support for NHS staff influence recruitment. 
Technological: Advances in telemedicine and dispatch systems could help (e.g. remote triage to reduce needless conveyance). Electronic bed-management and real-time capacity dashboards could optimize flow. However, current tech adoption is uneven. 
Legal: National standards mandate handover within 15 minutes . The Health & Safety at Work Act and CQC regulations require safe staffing and risk management. Failure to meet targets could lead to legal action or fines. 
Environmental: Seasonal pressures (winter flu, Covid waves) periodically surge demand. Environmental events (e.g. heatwaves, storms) could also trigger spikes in emergency admissions. Physical hospital infrastructure (e.g. A&E layout) limits handling of peak loads. 
PESTLE highlights that Mr Carter’s tragedy did not happen in a vacuum: political and economic constraints and social trends threatened capacity, while legal requirements and technological opportunities could shape solutions. 
Discussion 
Integrating these analyses shows the multifaceted nature of this adverse event. Swiss cheese and fishbone models identify how individual failures (holes) in A&E handover, staffing and bed management aligned to cause harm . The Donabedian model frames these as structural failings (bed and staff shortages) that led to broken processes and a poor outcome . Meanwhile, SWOT/PESTLE situate the incident in broader systemic context: for example, chronic under-structure (weakness) and rising demand (threat) underlie the “holes” identified by Swiss cheese. In this way, lowlevel RCA tools and high-level strategic tools converge: staffing shortages and bed-blocking are both immediate root causes and symptoms of larger political/economic pressures (e.g. funding policy) . Literature supports this integrated view: healthcare safety experts note that complex incidents often require multiple analytic frames to fully understand system weaknesses . In summary, each model highlights different angles of the same reality: to prevent recurrence, the NHS must address both micro-level errors (handover lapses) and macro-level system deficits (capacity and policy). 
Recommendations 
Based on the above, we recommend actionable steps at multiple levels: 
Increase capacity: Invest in additional hospital beds (including surge/‘escalation’ areas) and expand social/community care to free acute beds. Aim to keep occupancy below the 85% safety threshold . 
Strengthen workforce: Recruit and retain more paramedics and A&E staff (nurses, doctors) through incentives and improved working conditions. Ensure sufficient staffing on all shifts to meet handover targets. 
Improve handover processes: Enforce the 15-minute handover target with real-time monitoring. Use dedicated ambulance off-loading teams in EDs to expedite transfer. Apply escalation triggers early (e.g. calling extra staff when queues form). 
Optimize patient flow: Implement robust bed-management and discharge planning to reduce DToC delays. Develop rapid assessment units or ambulatory care options for appropriate patients to avoid unnecessary admissions. 
Foster communication and training: Conduct joint training drills between ambulance and A&E teams. Use fishbone/5-Whys in regular morbidity & mortality reviews to learn from near-misses. Encourage a culture of speaking up when handover delays occur. Policy and planning: NHS leadership should consider new standards (e.g. “handovers within 15 minutes for 95% of cases”) and embed them in Trust performance metrics. Incorporate PESTLE insights by lobbying for sustained funding (political), contingency staffing funds (economic), and modern IT (technological) to support emergency care. These integrated measures – drawn from the RCA models – target both immediate failures and underlying system issues. By aligning operational changes (e.g. staffing, protocols) with strategic planning (e.g. funding, policy), future tragedies like Mr Carter’s death can be averted.
