Reportable Events received by the Ministry of Health from the Order of St John for the Period 1 April 2013 to 30 Sept 2013.

The following information has been summarised from two St John Quarterly Reports: April – June 2013, July – Sept 2013.

April – June 2013
	No.
	Incident Number
	Type of Incident
	Description
	Findings/Actions

	1
	150SJA2013
Reported previously Investigation outcome now included 

	Response delay
	Patient with fractured leg. Delay in administering pain relief.
	Dispatch delay. Clinical Advisor in Communications Centre now reviews non-urgent, not serious or life threatening calls to ensure correct response category.


	2
	231SJA2013
	Delay
	Asthmatic patient not improving, crew requested Paramedic support. Six minute delay in dispatch of back up ambulance. 
	Dispatch error (paged wrong vehicle), Delay did not affect the (positive) patient outcome.


	3
	246SJA2013
	Care delivery problem

	Ambulance crew attended patient but did not transport. Ambulance was called again and transported patient. The patient collapsed and was in cardiac arrest on arrival at hospital. Patient did not survive.
	Patient care audited, and performance management plan implemented for the Ambulance Officer.


	4
	259SJA2013
	Care delivery problem
	An audit of station paperwork indicated patient had a cardiac arrest 10 minutes prior to arriving at hospital and was not defibrillated.
	Investigation showed that this was not an adverse incident – as the ambulance had already arrived at hospital when the patient cardiac arrested and hospital staff had taken over patient care. The time of arrival at hospital was not accurately recorded, initially causing confusion over the time of the cardiac arrest.






July – September 2013 
	No.
	Incident Number
	Type of Incident
	Description
	Findings/Actions

	5
	146SJA2013
NB Reported previously, investigation outcome now included
	Equipment
	Patient in cardiac arrest was defibrillated 20 times, but only 12 were recorded on the code summary, with the other eight defibrillations shown as no shock delivered.  The patient did not survive.


	Service agent reviewed the defibrillator and was unable to find any faults with it.
Clinical opinion is that the 8 aborted shocks did not impede the patient’s chances of survival.


	6
	153SJA2013
NB Reported previously, investigation outcome now included
	Equipment
	Cardiac Arrest. Defibrillator malfunction. Second ambulance arrived within four minutes with a functioning defibrillator. Patient did not survive. 
	The first ambulance arrived at the scene 4 minutes after the 111 call was received by St John. 
A second ambulance arrived 4 minutes later with another defibrillator.
The defibrillator was sent to the US for investigation. Service agent could not duplicate the error on that machine so could not determine the cause of the failure.


	7
	193SJA2013
	Care Delivery Problem

	Ambulance called to childbirth at home. Baby had respiratory distress and was transported to hospital with minimal interventions and poor documentation. 
	Crew not compliant with documentation policy and patient care. Performance management plan implemented for Ambulance Officer.



	8
	206SJA2013
	Equipment
	Controlled drugs found outside of drug safe, mixed with uncontrolled drugs in a station's Intensive Care Paramedic kit. 

	All drugs were accounted for. Full drug audit completed with no other issues discovered. 
Revised Medicines Management Policy implemented.

	9
	247SJA2013
	Equipment
	Defibrillator powered off three times during resuscitation of patient in cardiac arrest.  At time of power failure, patient was in a non-shockable rhythm. When required for defibrillation, the machine worked appropriately. 
Patient was transported to hospital but did not survive. 

	Service agent review indicates power failure occurred as batteries were outside the recommended two year lifespan. No fault found with defibrillator. 

A defibrillator battery replacement programme has been completed for all batteries in use for over two years.

	10
	249SJA2013
	Care Delivery problem

	Patient found unresponsive by bystanders, patient in cardiac arrest on ambulance arrival. No bystander CPR. ECG showed a shockable rhythm, crew did not attempt to resuscitate. 

	The prognosis for this elderly patient was poor. However, expectation would be a resuscitation effort given the presenting cardiac rhythm. Clinical audit undertaken, professional support provided.


	11
	258SJA2013
	Care Delivery Problem

	Cardiac arrest - first responders started CPR and delivered x2 defibrillations with their AED, gaining return of spontaneous circulation. Paramedic arrived and used incorrect procedure – and defibrillated the patient again, Patient survived.
	Paramedic non-compliant with Clinical Practice Guidelines. Developmental support provided and file noted.


	12
	260SJA2013
	Equipment
	Defibrillator fault – reverts back to start-up screen, did not record events or defibrillations. Defibrillator DID deliver defibrillations as evidenced by patient gaining pulse.  Crew reported issues with charging defibrillator. Patient transported to hospital.
	Service agent review indicated power failure occurred as batteries were outside the recommended two year lifespan. No fault found with defibrillator.

A defibrillator battery replacement programme has been completed for all batteries in use for over two years.



	13
	289SJA2013
	Staff Risk

	Paramedic attempting to establish an IV line for patient accidently pierced themselves resulting in possible cross contamination of blood from Paramedic to patient during insertion of IV line.
	Clinical debrief of incident, and professional support provided. St John Health and Wellness team also providing support.


	14
	304SJA2013
	Staff Risk

	Driving instructor using ambulance, with 3 student ambulance officers. All 4 occupants were overcome by toxic fumes from vehicle.



	A 2012 ambulance with a fault in the battery housing causing toxic fumes inside the ambulance. The two month old semi-vented battery was faulty and has since been replaced with a sealed option. 


	15

	284SJA2013
	Delay
	Lack of recognition of serious illness resulted in, delay in ambulance response to patient. Ambulance on scene for prolonged period waiting for Paramedic backup and then helicopter backup. Overall long delay in transporting patient to hospital.

	Summary findings: Under estimation of the patient's severity by the Communication Centre. This led to a number of delays across the whole incident. The scene time was compounded by extreme weather. The patient survived.

	16
	287SJA2013
	Staff Risk

	Two Paramedics assaulted by intoxicated patient.
	Patient demeanour changed without prior warning. The crew acted appropriately in attempting to calm the situation. 
Patient taken to hospital by Police and later charged over this incident.


	17
	295SJA2013
	Delay

	Ambulance dispatch error. Job entered as a non-urgent response - sick person. Incident was car versus pedestrian, with a critical patient. 
	Manager investigating. This may/may not be assessed as an adverse incident.


	18
	308SJA2013
	Delay
	111 call received as a ‘person lying on the floor’. Assigned urgent, but not immediately life-threatening response, with no available unit to dispatch. Twenty minutes later further information received patient in cardiac arrest. Multiple ambulance response. Resuscitation attempted but the patient did not survive.

	[bookmark: _GoBack]The correct call taking procedure was applied 

	19
	319SJA2013
	Performance problem
	Paramedic avoiding attending an incident to ensure finishing shift on time.
	Performance management plan - Paramedic's employment terminated. 
NB ambulance was dispatched and at scene in 6 minutes.
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