


Emergency Ambulance Service Reportable Events: January – March 2015.

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.

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 visit the Health Quality and Safety Commission website.

For more information about specific events contact St John or Wellington Free Ambulance 

How many reportable events and near misses were there?
·  4 closed reportable events and near misses were reported to NASO for the period. 
·  18 reportable events and near misses remain open as at the end of the quarter.



Clinical management events
0
Transport-related events
1
Total events
3
Equipment-related events
1
Other events
1







Transport-related events

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

	1

	St John
	Delay in transporting a patient suffering major trauma to hospital. 
The patient survived to hospital.

	The delay resulted from the compounding effects of:
· sub-optimal communication
· sub-optimal scene management
· adverse weather conditions 
· insufficient capabilities of the first helicopter dispatched resulting in a second helicopter being dispatched.
	Conduct a debrief for relevant staff  focusing on the  lessons learned particularly in relation to successful scene management and communication.
Investigation feedback to be issued to all staff involved. 
	Relevant staff have been involved in an informal debrief focusing on the  lessons learned particularly in relation to successful scene management and communication.



Equipment-related events

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

	2


	St John
	Power failure of a defibrillator while transporting a patient to hospital. A backup automated external defibrillator (AED) was used and the patient was resuscitated.
	The defibrillator powered off due to the batteries being recharged at the same time as the electrocardiogram printer was operating. This caused an unsustainable drain on the defibrillator’s batteries resulting in it shutting down.

	All staff have been advised via a national safety alert of the potential for pre-terminal battery drain to occur with the type of defibrillator involved, when the printer is operating at the same time the unit is charging.

Medsafe shall be advised to alert other users of this defibrillator device of these safety concerns.

Investigation feedback to be provided to staff involved.
	All St John staff have been advised against ECG printing at the same time the unit is charging for defibrillation.
The New Zealand supplier’s investigation is complete.

The overseas supplier’s investigation is ongoing.


.



Other events

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

	3

	St John
	Multiple calls were received for a cardiac arrest patient on a motorway. There were difficulties establishing the exact address. The patient died at the scene.
	Address verification procedures were not adequately followed.
	Increase the frequency of refresher training for staff regarding locating incidents on motorway networks.
Investigation feedback to be provided to staff involved.
	Refresher training is currently being rolled out nationwide.

Discussions have started with the intent of gaining access to the motorway cameras for live stream footage for motorway incidents.
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