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About this document
This document summarises all emergency ambulance service reportable events where the investigation was completed this quarter.
Patient and other identifiable information have been removed to preserve patient confidentiality.
Encouraging a culture of safety
Emergency ambulance providers encourage their staff to report and log these events. Lessons are learnt and actions are implemented to prevent the event occurring again. The reports contribute to a culture of safety, transparency and continuous improvement.
For more information 
More information about adverse events can be found by visiting the Health Quality and Safety Commission website.
For more information about specific events contact the service provider directly – their contacts details can be found on the Wellington Free Ambulance and St John websites.
Reportable events for this period
· 17 reportable event investigations were closed this quarter.
· 16 reportable event investigations remain open as at the end of the quarter.




Clinical management
	#
	Provider
	Summary of event
	Root causes
	Recommendations
	Actions taken

	1
	St John

	No initial request for helicopter from first arriving paramedic, delaying arrival of senior paramedic and transport time.
	Severity of injuries not recognised from inadequate patient assessment.
	Paramedic to receive clinical support on patient assessment and scene management.
Management to provide oversight of clinical performance.
	Paramedic completed clinical support.
Management debriefed incident with paramedic.

	2
	St John
	A patient deteriorated after not being transported by an ambulance crew.
	Incomplete patient assessment meant that crew may have missed signs of potential deterioration.
	Crew to receive clinical support on patient assessment and non-transport guidelines.
	Support from clinical coach completed.

	3
	St John
	Patient with shortness of breath deteriorated after being administered medicine.
	Severity of patient’s condition not recognised.
Paramedic administered medicine that was contraindicated.
	Paramedic to receive clinical support
	Paramedic completed supervised shifts with a clinical coach.

	4
	St John
	A paramedic declined an offer of backup for a very unwell patient. 
When the patient deteriorated, an offer of assistance from a paramedic ending their shift was declined by the dispatcher.
	The paramedic did not initially recognised patient’s severity.
The absence of guidelines on using off-duty staff resulted in not using the closest clinical support. 
	Paramedic to receive clinical support on recognising patient severity and early calls for assistance.
Consider guidelines on using off-duty paramedics for life threatening incidents.
	Training and development support enacted.

	5
	St John
	A patient deteriorated during a transfer.
	A decision was made to transfer a patient, who had potential to deteriorate, with an inadequate level of care.
	Paramedic to receive mentoring regarding decision-making on this occasion.
Managers to approve patient transfer decisions for those that have potential risk.
	Paramedic mentoring completed.

	6
	St John
	Communications centre not notified of a major incident, which impacted its ability to ensure appropriate resources were dispatched.
	Major incident not identified and declared by paramedics.
Manager on scene focused on care instead of scene management.
Difficult communication from the scene due to cell phone and radio-telephone coverage issues.
	Develop standard operating procedures implemented that enable efficient escalation of major incidents.

	Standard operating procedures implemented.


Technology
	#
	Provider
	Summary of event
	Root causes
	Recommendations
	Actions taken

	7
	St John
	Incorrect directions from satellite navigation system in the ambulance’s mobile data terminal (MDT) resulted in a delay in locating a patient with urgent needs.
	A software error resulted in incorrect navigation to the incident.
	Continue to monitor MDT faults and develop risk a mitigation strategy.
Undertake software and firmware upgrades that will minimise this risk.
	Software and firmware upgrades have occurred.

	8
	St John
	An error in the ambulance’s mobile data terminal (MDT) resulted in a delay in locating a time critical patient.
	A software error caused in the MDT to become unresponsive, delaying the ambulance response as the crew had to pull over and use a map book.
	Continue to monitor MDT faults and develop risk a mitigation strategy.
Undertake software and firmware upgrades that will minimise this risk.
	Software and firmware upgrades have occurred.


Communications centres
	#
	Provider
	Summary of event
	Root causes
	Recommendations
	Actions taken

	9
	St John
	A non-emergency ambulance (used for patient transfers) was not dispatched despite being the closest available resource to a cardiac arrest, delaying arrival of basic life support.
	There was confusion whether a non-emergency ambulance could be dispatched for this type of incident.
	Make changes to dispatch system to dispatch system so all ambulances are identifiable.
Call handler and dispatcher to receive coaching.
	All ambulances a (emergency and patient transport service) are now identifiable.
Call handler and dispatcher completed coaching.

	10
	St John
	The severity of patient’s injuries was not recognised by communications centre staff delaying response.
	Call handlers relied on third party information and did not seek second party information, at odds with standard operating procedures.
	Call handlers to receive feedback and training.
	Training completed.

	11
	St John
	A call was incorrectly triaged resulting in a delayed response of appropriate resources to a cardiac arrest.
	Verbal cues during the call-taking process were not recognised.
	Call handler to receive coaching and training.
Development support to be provided to call handler.
	Call handler has received coaching and been assigned a mentor for further coaching.

	12
	St John
	Non-emergency ambulances closest to a life threatening incident were not dispatched.
	Some non-emergency ambulances are not visible to dispatchers.
Response plans only require non-emergency ambulance response if emergency ambulance is more than 10 min away.
No radio in the non-emergency ambulance service staff lounge meaning staff didn’t hear radio broadcast.
	Non-emergency ambulance staff to carry handheld radios.
Require sooner non-emergency ambulance responses to life threatening incidents.
Implement technology that would enable visibility of all resources.
	Non-emergency ambulance staff advised to carry handheld radios.
Response plans have been updated.
All ambulances a (emergency and patient transport service) are now identifiable.

	13
	St John
	A helicopter was dispatched to a critically-ill patient with only one person to provide care, and no additional support was dispatched by road.
	A lack of handover between dispatchers meant key information was missed and additional resources not sent.
Absence of national guidelines on crewing of non-dedicated rescue helicopters meant it was single crewed.
	Communications centre staff to receive support and training. 
Develop a standard operating procedure for safe crewing levels for helicopters that are not permanently resourced.
	Training and development support for call handler and dispatcher completed.
Standard operating procedure implemented.

	14
	St John
	A delayed review of an incident in the communications centre, which delayed the response to a patient with urgent needs.
	A period of heavy demand.
System unable to alert staff to review a case urgently. 
	Develop a software update that alerts communications centre staff of incidents that require action.
	Software update submitted and being considered.

	15
	St John
	Delayed response to a patient with a significant injury.
	Incident was not re-triaged and upgraded as new information became available.
Communications centre managers not notified of incident receiving multiple calls.
	Communications centre staff to receive support and training. 
	Staff received additional support and training.

	16
	St John
	Ambulance not dispatched to a patient with serious injuries.
	Communications centre did not recognise the severity of the patient’s condition or their potential to deteriorate.
	Develop triage tool to support clinical decision.
Review case with call handler.
	Tool developed.
Case reviewed with staff member.


Other
	#
	Provider
	Summary of event
	Root causes
	Recommendations
	Actions taken

	17
	St John
	Health centre requested ambulance and did not provide relevant updates of deteriorating patient condition.
	Potential lack of education/experience of health centre staff in calling 111 for an ambulance.
	Discuss issues with health centre and the need for relevant updates.
	Had discussion with health centre.




Total closed reportable events:
17


Clinical management:
6


Transport:
0


Equipment:
0


Technology:
2


Communications centres:
8


Other:
1
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