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What does the summary of reportable events contain?
The summary contains reportable events and near misses for St John and Wellington Free Ambulance (WFA) where an investigation has been completed. Patient details have been removed to preserve patient confidentiality. Some actions may have been implemented (at the time of reporting) while other actions are yet to be implemented.

How does the number of events compare to the overall service delivered?
Each Quarter approximately 100,000 111 calls are received. Of these, the Ambulance Communication Centre dispatch to around 70,000 emergency incidents. Compared to these volumes the number of events that occur is very low. 

Encouraging a culture of safety
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. 

Where can I get more information? 
Information about reportable events and the performance, quality and safety of Emergency Ambulance Services can be found on the NASO website at and the Health Quality and Safety Commission website .

For more information about specific events contact St John or Wellington Free Ambulance 
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Clinical management events
	#
	Provider
	Summary of Reportable Event
	Root Cause Analysis
	Recommendations
	Action Taken

	1
	OSJ
	Ambulance called for mother following homebirth.  Mother died after admission to hospital 
	The patient’s death was found to be due to rare complication that could not have been predicted.
The ambulance response was in accordance with Clinical Practice Guidelines 

	No recommendations made.


	No action taken.



Transport-related events
	#
	Provider
	Summary of Reportable Event
	Root Cause Analysis
	Recommendations
	Action Taken

	1
	OSJ
	Ambulance attendance for a significant brain injury. The crew made clinical decision not to restrain the patient due to unstable airway issues and potential to raise intracranial pressure.
En route to hospital the patient fell from the stretcher when the ambulance braked suddenly to avoid an obstacle. 

	Review concluded ambulance was driven in accordance with standards

	No recommendations made.



	Took opportunity to issue directive reminding all ambulance staff of the appropriate use of safety restraints including where the use of standard restraints interferes with the provision of clinical  care (i.e. consider lap or leg belts, or slowing/ stopping the ambulance to enable provision of safe clinical care).


	2
	OSJ
	Patient Transfer ambulance attended patient with traumatic injury. Back up requested but unavailable locally. A helicopter was available but was cancelled by Communication Centre due to falling outside of dispatch guidelines. Patient Transfer ambulance transported patient to hospital without access to appropriate splinting and analgesia.

	Review concluded that communication between specialist roles within the communication centre should be improved.



	New helicopter dispatch procedure due for release April 2014 to assist with clarity of dispatch criteria.
Proposed organisational change will provide additional training and quality improvement should enhance communication between specialist roles in the communication centres.
Subsequent appointment of Clinical Manager to assist in clinical oversight. 
	Review of dispatch criteria of helicopter resources. 





Equipment-related events
	#
	Provider
	Summary of Reportable Event
	Root Cause Analysis
	Recommendations
	Action Taken

	1
	OSJ
	Patient in cardiac arrest, defibrillator would not display cardiac rhythm. Resuscitation continued. 
Patient did not survive. 
	Proper operation of the defibrillator was confirmed during functional and performance testing by the manufacturer. The reported issue was not duplicated.

Coroner ruled that the failure of the defibrillator did not affect the outcome for the patient. 

	To ensure that operator error was not a factor, developmental support provided to clinically support practice.


	Developmental support provided.






Other events
	#
	Provider
	Summary of Reportable Event
	Root Cause Analysis
	Recommendations
	Action Taken

	1
	WFA
	Ambulance redirected when patient seemed to improve during call-taking. Ambulance arrival delayed by approximately 24 minutes
	Call-taker error

	Communications Centre processes be reviewed, including staff training, and explore possibility of 24/7 Clinical Desk.

	Corrective training completed

	2
	WFA
	Paramedic response to incident response led to identification of specific training needs (no patient harm involved).  

	Limited training opportunities and little clinical supervision while working for previous employer. 
	 Additional training provided.

	Training completed
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