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Emergency ambulance service reportable events
For the quarter ending September 2015 (July to September 2015)

About this document
This document summarises all emergency ambulance service serious adverse 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 serious 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.
Serious adverse events for this period
· 12 serious adverse event investigations were closed this quarter.
· 32 serious adverse 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
	The management of a cardiac arrest secondary to asthma was not consistent with ambulance’s clinical procedures and guidelines (CPGs).
	The lead paramedic’s confusion over the most appropriate treatment, combined with poor scene management, resulted in non-compliance with the CPGs.
	Debrief the incident with all attending operational staff about the issues noted.
	Debrief with staff completed.

	2
	St John
	Paramedics defibrillated (shocked) a patient in cardiac arrest where defibrillation was not indicated (ie, the patient had a non-shockable cardiac rhythm).
	The defibrillator was used in manual mode (as opposed to advisory mode), which was outside of the paramedics’ scope of practice and allowed them to defibrillate a non-shockable cardiac rhythm.
	Paramedics to receive coaching on cardiac arrest management, including a review of skills associated with use of the defibrillator in manual and advisory mode.
	Clinical development support enacted.

	3
	[bookmark: _GoBack]St John
	The severity of a patient’s condition was not recognised, which resulted in a helicopter response being stood down by the attending paramedic. This delayed the time until the patient received definitive care. 
	Sub-optimal patient assessment resulted in the paramedic not recognising the severity of the incident.
	Operational manager to debrief the incident with the paramedic, with discussion focusing on clinical reasoning and decision making.
	Clinical support enacted.


Delay
	#
	Provider
	Summary of event
	Root causes
	Recommendations
	Actions taken

	4
	St John
	There was a delay in providing care for a cardiac arrest that occurred in a remote location.
	The first arriving paramedic failed to bring a defibrillator to the incident, which was 400m down a gully in a pine forest with poor cell phone and radio coverage.
	Debrief the incident with operational staff involved, with specific attention given to guidelines on critical equipment to be taken to specific incidents.
	All operational staff involved have had an incident debrief. 

	5
	St John
	Response to an urgent incident delayed as the call was inappropriately entered into the clinical telephone assessment pathway.
	Failure to comply with standard operating procedures resulted in the call incorrectly being sent to the clinical telephone assessment pathway.
	Staff member to receive additional training and support regarding specific standard operating procedure.
	Training and development support enacted.

	6
	St John
	Following a radio message notifying all ambulances of a cardiac arrest, a patient transfer ambulance notified the dispatcher that it was available to assist – it was also the closest ambulance.
The dispatcher initially declined the offer and then asked the ambulance to respond.
	There are no guidelines on what information is required from ambulances when responding to these radio messages.
The patient transfer ambulance didn’t state its current location or the incident it was referring to. This meant that the dispatcher didn’t instantly know what incident was being referred to or how far away the unit was from the scene.
	Develop a standard operating procedure that outlines how to respond to these radio messages. 
	A new standard operating procedure is being developed.

	7
	St John
	An operational manager closest to an immediately life threatening incident was not dispatched.

	The dispatcher did not comply with an existing standard operating procedure.
	Review with the dispatcher the standard operating procedure on adhering to dispatch recommendations.
	Training and development support enacted.

	8
	St John
	A call for a seriously ill patient was placed into the queue for the clinical telephone assessment pathway resulting in a delayed response.
	The call handler made a critical deviation from an existing standard operating procedure.
	Call handler to receive one-on-one coaching and support in these areas.
	Training and development support enacted.

	9
	St John
	Inability to verify the location of an immediately life threatening incident delayed the arrival of an ambulance and helicopter.
	A trainee call handler, who was under supervision, did not adhere to standard operating procedures, delaying the call entering the queue.
There are no guidelines on when a mentor can override the decisions of trainee call handlers or dispatchers. 
	Trainee call handler to receive one-on-one support and performance monitoring for three months.
Establish criteria to enable call handler or dispatcher mentors to override trainee decision-making.
	Training and development support enacted.

	10
	St John
	An incident received from police was downgraded by a dispatcher due to the assault’s mechanism of injury, delaying the response to a seriously injured patient.
	The dispatcher did not comply with standard operating procedures.
	Dispatcher to receive one-on-one coaching and support.
Dispatcher to receive refresher training on escalation procedure.
	Training and development support enacted.

	11
	St John
	A call for a choking patient was initially coded as a potentially life threatening response until the decision was overridden by the team manager who upgraded it to an immediately life threatening response. This delayed the response of a more qualified paramedic.
	Call handler did not recognise information provided by the caller that warranted an immediately life threatening response for ineffective breathing.
	Call handler to receive coaching and review standard operating procedures relating to this incident.
Call handler to review the choking protocol and complete test calls in a training environment.
	Training and development support enacted, including: coaching, standard operating procedure review, and test calls.


Equipment
	#
	Provider
	Summary of event
	Root causes
	Recommendations
	Actions taken

	12
	St John
	Paramedics at a cardiac arrest found their portable oxygen cylinder empty, despite being marked as full and with its original seal intact.
	There was a quality failure from an external supplier.
The supplier believes that the valve was not opened prior to filling the bottle and this was not detected as the thermal imaging cameras were not operational at the time – they are now operating again.
	No further action required.
	Not applicable.




Total closed serious adverse events:
12


Clinical management:
3


Delay:
8


Equipment:
1
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