


Emergency Ambulance Service Reportable Events: July – September 2014.

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?
During the period 1 April -30 June 2014 ambulance communication/clinical control centres received 111,754 calls to their 111 number/line, and dispatched response vehicles and crew to 91,816 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 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?
·  5 closed reportable events and near misses were reported to NASO for the period.[footnoteRef:1]  [1:  A closed event is an event where the investigation has been completed, recommendations have been made, and actions have been implemented.  ] 

·  2 reportable events and near misses remain open as at the end of the quarter.[footnoteRef:2] [2:  Open events are events where the investigation is underway, the recommendations are yet to be made, and the actions are yet to be implemented. ] 
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Clinical management events
	#
	Provider
	Summary of Reportable Event
	Root Cause Analysis
	Recommendations
	Action Taken

	1

	OSJ
	A patient in cardiac arrest received sub-optimal care.
The patient did not survive.


	The patient did not receive a specific drug recommended to be used in this type of resuscitation. This occurred because the staff member was not familiar with the new Clinical Procedures and Guidelines. 
.

	Provide clinical support to the staff member through assessment of their clinical practice and develop a clinical support plan to meet any identified areas of poor clinical performance.
Line manager to audit all care provided by staff member to ensure compliance with Clinical Procedures and Guidelines.
	Clinical support plan implemented and monitoring completed satisfactorily.



	2
	WFA
	The paramedic did not perform procedures to required standards.
The patient did not survive. 
	The staff member breached resuscitation guidelines and recommendations 
	Develop an Individual Learning Plan for the staff member to complete. 
	The Individual Learning Plan was developed. The staff member resigned before undertaking it.



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

	3


	OSJ
	Failure of a defibrillator to pick up the rhythm of the patient’s heart with pads attached in either AED (advisory external defibrillation mode) or in manual mode which is when it is being operated by a paramedic. 
The patient did not survive.

	There was no impact found on patient care as the back-up defibrillator was able to be used immediately and there was no delay in the care that the patient received. 
The defibrillator was isolated from service and immediately sent to the service agent for initial assessment and then on to the manufacturer for further investigation.
	
Full investigation of the defibrillator by the manufacturer. 
	Full investigation carried out by the service agent and manufacturer.
Nothing was found in the technical investigation, the fault was unable to be duplicated.
Defibrillator has now been returned to service and is being monitored. 



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

	4

	OSJ
	A 111 call received by the Ambulance Clinical Control Centre was classified as non-urgent and the call was referred to the Clinical Hub nurses who were unable to make contact with the caller.
The call was upgraded by the Clinical Advisor and passed back for dispatch but the upgraded status was not picked up by the dispatcher. 
An ambulance was dispatched non-urgently, on arrival the patient was in cardiac arrest. The patient did not survive.
	The upgrading of the call was not indicated to the dispatcher due to inconsistent application of a handover process leading delay in getting the ambulance resource to the incident.  
	Review Standard Operating Procedure (SOP) on handover to ensure that staff members coming on duty are aware of all incidents on the call handlers’ screens. 
Develop and implement SOP for the process to be followed when a patient cannot be contacted. 
	SOP implemented for handover process including End of Shift written reports now provided by staff.
SOP implemented for when a patient cannot be contacted.
Up-date of SOP for the Clinical Hub completed.

	5

	OSJ
	A 111 call was received by the Ambulance Clinical Control Centre. The patient was unable to speak, address was taken from telephone details, however the incorrect address was accepted by the call handler from the displayed list.
The first ambulance sent was unable to locate the patient; the incident was reassigned to the correct area and another ambulance dispatched. The patient was deceased on ambulance arrival.
	An incorrect process used by call handler.
Also a failure to notice a conflict between the automated address data and the selected address field.
Then further compounded by difficulty matching the mapping system with the address field.
	Geography in the Clinical Control Centre mapping system requires an upgrade. 
Professional support and additional training to be provided to the call handler.
	Geography in the mapping system has been upgraded.
Professional support and additional training completed satisfactorily.




	
