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Emergency ambulance service reportable events
July to September 2016
About this document
This document summarises all emergency ambulance service reportable events where the investigation was completed this quarter.
[bookmark: _GoBack]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 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.
Reportable events for this period
· 57 reportable event investigations were closed this quarter.
· 19 reportable event investigations remain open as at the end of the quarter.




Clinical management
	Provider
	Summary of event
	Root causes
	Recommendations
	Actions taken

	St John
1179SJA2015
	Attending crew did not transport a patient who subsequently had a cardiac arrest, despite crew recommending transport and the patient having appointment the following day. 
	Crew did not identify abnormal presentation of myocardial ischaemia (heart attack) and made treatment and transport decisions accordingly.
Crew did not complete a full and appropriate assessment of the patient.
	Conduct a debrief with attending crew and include medical director’s findings.
	Debrief enacted.

	St John
1279SJA2015
	Attending crew provided suboptimal patient care for a status one patient (with immediate threat to life) and delayed transport due to inappropriate scene management.
	Initial crew provided inadequate airway management and patient extrication, and did not make appropriate scene management and transport decisions. 
	Clinical development team to conduct review of attending crew, as recommended by the deputy medical director. 
	Review enacted. 

	St John
1438SJA2015
	Suboptimal care, including deviation from clinical procedures and guidelines (CPGs), provided to a status one patient (with immediate threat to life).
	Intensive care paramedic did not perform other investigations due to fixation on their provisional diagnosis.
	Deputy medical director and operations manager to conduct debrief with attending crew.
	Debrief enacted. 

	St John
1615SJA2015
	Suboptimal care provided to a patient with severe shortness of breath.
	Crew made incorrect diagnosis from inadequate history taking and treated the patient accordingly.
Crew did not perform appropriate assessments before administering medicine.
	Nil (crew had already taken actions proactively).
	Crew undertook self-directed learning and reviewed clinical practice (proactive). 

	St John
1658SJA2015
	Inappropriate resuscitation of a palliative care patient.
	Crew did not recognise that ongoing resuscitation was not indicated.
	Operations manager to conduct debrief. 
	Debrief enacted. 

	St John
1659SJA2016
	Intensive care paramedic unsuccessfully attempted to gain permission to perform inappropriate ‘out of scope’ rapid sequence intubation.
	Clinical procedures and guidelines (CPGs) were not being adhered to.
	Operations manager and deputy medical director to conduct debrief with intensive care paramedic.
	Debrief enacted.

	St John
1661SJA2015 

	Inappropriate resuscitation of a palliative care patient and use of interventions outside an officer’s authority to practice.
	Crew did not recognise that ongoing resuscitation was not indicated.
An attending crew member performed endotracheal intubation when they were not authorised to do so.
	Refer attending crew to the clinical development team.
	Referral enacted. 

	St John
1756SJA2016
	A patient received suboptimal management during a helicopter transfer and was in cardiac arrest on arrival to hospital.
	No capnography was available in helicopter (needed to monitor endotracheal tube placement).
Inappropriate skill level used for helicopter transfer. Used closest helicopter resource that was crewed by a paramedic (staff at paramedic level are not authorised to manage intubated patients).
	All transfers by air of critically ill patients to be coordinated by a national air desk. 
	Air desk implemented.

	St John
1851SJA2016
	Patient with myocardial infarction (heart attack) not taken to most appropriate destination (was taken to closest hospital instead of the hospital that could provide more definitive care). And, the subsequent transfer from the smaller hospital was delayed.
	Initial crew did not recognise the severity of the patient’s condition.
Operations manager inappropriately declined an urgent road transfer due to belief that emergency ambulance should not be used for an extended period of time.
	Conduct debrief with ambulance crew in relation to identifying myocardial infarction and appropriate pathway.
Send communication to all communications centre staff in relation to the appropriate dispatch of resources to myocardial infarction interhospital transfers.
	Debrief conducted with attending ambulance crew.
Communication to staff enacted.

	St John
1862SJA2016
	A volunteer first responder crew left a patient at home who was transported to hospital the following day in a serious condition.
	Patient did not want to be transported to hospital and had arranged doctor’s appointment for the next day.
Crew did not recognise the severity of patient’s illness and that transport was required.
	Line manager to conduct debrief with attending crew.
Send out a safety alert to inform first responders they should not routinely make recommendations to not transport patients. 
	Debrief enacted. 
Safety alert enacted. 

	St John
1951SJA2016

	Attending crew did not transport patient despite the request from a general practitioner (GP). GP then visited patient at home and arranged for a second ambulance to transport the patient. It was discovered at hospital that patient was having a myocardial infarction (heart attack).
	Crew did not document the patient’s refusal of transport to hospital. 
Crew did not recognise the severity of the patient’s condition.
	Refer crew to the clinical development team to identify gaps in clinical knowledge and assist in the development of adequate documentation skills.
	Formal debrief enacted.

	St John
1960SJA2016
	Paramedic did not recognise the severity of penetrating abdominal injury and subsequently providing suboptimal care and transported to an inappropriate hospital.
	Paramedic did not to recognise the need for certain interventions and the need to transport the patient to an appropriate hospital.
	Line manager to conduct debrief with paramedic. 
Clinical development team to provide support. 
	Debrief enacted. 
Referred to clinical development team. 

	St John
1996SJA2016

	Patient with shortness of breath was administered medicine when it was not clinically indicated and was administered as incorrect dose (overdose).
	Crew influenced by knowledge of the patient’s history and management plan and administered medication prior to completing full assessment.
Incorrect process followed. Advice to administer medicine came from responding intensive care paramedic and not through the clinical desk (which is to provide guidance in those situations).
	Conduct debrief with crew, and reinforce using the clinical desk.
Remind all staff about use of clinical desk in relation to patient management plans and out of scope practice.
	Debrief conducted.
Reinforced message to staff around use of clinical desk.

	St John
2085SJA2016

	Patient in cardiac arrest received care inconsistent with clinical procedures and guidelines (CPGs).
	Paramedic did not recognise that the rhythm on the monitor was pulseless electrical activity (PEA). 
Paramedic did not listen to advice given by a more junior crew member. 
	Authority to practice panel to conduct review. 
Clinical practice manager to perform a gap analysis.
	Referred to authority to practice (ATP) review panel. 
Referred for gap analysis.

	St John
2086SJA2016

	Patient with severe infection received suboptimal care.
	Paramedic was single crewed.
Paramedic did not recognise the severity of the condition.
Paramedic did not provide appropriate level of care in accordance with clinical procedures and guidelines (CPGs). 
	Authority to practice panel to conduct review. 
Clinical practice manager to perform a gap analysis. 
	Referred to authority to practice (ATP) review panel. 
Referred for gap analysis.

	St John
2129SJA2016

	An ambulance with a status two patient (with potential threat to life) swapped its crew at shift changeover, which delayed transport and resulted in suboptimal care. 
	Initial crew did not recognise the severity of the patient. 
Initial crew did not understand the shift swap rules with unstable patients.
Misinformation was provided to the shift supervisor that authorised the swap.
	Line manager to conduct debrief. 
	Debrief enacted. 

	St John
2134SJA2016

	A patient was left at home with abdominal pain following ambulance attendance twice in six days. The third call received was to the same patient after they had a cardiac arrest at a medical centre.
	Nil.
The patient had an ongoing history that was under investigation by their general practitioner (GP).
An examination of patient revealed no acute issues and the patient felt well by the time
The patient declined transport on first ambulance call out. 
	Nil.
The ambulance crews completed an appropriate and thorough assessments of the patient and referred them to their GP who was investigating a chronic problem.
	Not applicable.

	St John
2160SJA2016

	Ambulance crew did not recognise the severity of a patient who had a cardiac arrest while being transported to hospital.
	Crew did not recognise the severity of the patient or the patient’s illness.
Crew did not seek advice from the clinical desk.
Possible defibrillator fault – twice it advised that no shock was indicated.
	Line manager or clinical support officer to conduct debrief, as recommended by the deputy medical director. 
Defibrillator to be tested by qualified technician. 
	Debrief enacted. 
Testing of defibrillator enacted. 

	St John
2198SJA2016

	A patient in cardiac arrest received three defibrillations in 22 minutes (rather than the optimal time of every two minutes).
	Paramedics did not recognise the delay between defibrillations.
	Line manager or clinical support officer to conduct debrief.
	Debrief enacted.

	St John
2211SJA2016

	Ambulance crew provided suboptimal care to a patient in cardiac arrest secondary to penetrating trauma. 
	Crew did not recognise that the patient was in cardiac arrest and therefore provide appropriate intervention.
Crew not prepared for cardiac arrest situation. 
	Clinical development team and line manager to conduct formal appraisal of individual’s practice. 
	Formal appraisal enacted. 

	St John
2361SJA2016
	Patient with stroke was inappropriately transported to a medical centre, delaying definitive care at hospital. 
	Crew member deviated from accepted practice by consulting local general practitioner (GP) for assessment. 
	Line manager to conduct debrief.
	Debrief enacted.


Transport
	Provider
	Summary of event
	Root causes      
	Recommendations
	Actions taken

	St John
1048SJA2015
	Ambulance colliding with power pole while transporting a status one patient (with immediate threat to life).
	Driver distraction – turned to communicate with crew in the rear of ambulance, unintentionally turning the steering wheel in the process.
	Conduct design review of ambulances to better facilitate communication between driving and treating officers. 
Conduct review of driver assessment programme to ensure appropriate driving standards are maintained.
	The latest generation ambulance has been introduced into service since this incident (introduced November 2016).
Driver assessment programme was reviewed – no immediate changes have been made. 


Equipment
	Provider
	Summary of event
	Root causes
	Recommendations
	Actions taken

	St John
1750SJA2016
	Ambulance crew were unable to defibrillate patient in cardiac arrest. 
	Defibrillator fault – unable to deliver a shock. 
	Remove defibrillator from service.
	Defibrillator removed from service and replaced.

	St John
2119SJA2016
	Complete power outage to a dispatcher’s desk while it was being lowered to a seated position.
	Hard drive cradle was not fixed meaning it could move into a position that it could dislodge power cord.
	Secure the location of power plug cables to prevent this reoccurring.
	Location of power plug cables have been secured.


Technology
	Provider
	Summary of event
	Root causes
	Recommendations
	Actions taken

	St John
1317SJA2015
	Test data inputted into production server during rollout of electronic patient report form (ePRF) system corrupting data.
	While practising with the ePRF system, production team and staff test cases were submitted to the production server.
	Send memorandum to staff requiring immediate cessation of entering test data cases.
	Memorandum sent to staff.

	St John
1504SJA2015
	A radio outage in an area for 6-7 hours.
	Hardware failure.
	Repair fault.
	Hardware fixed.

	St John
1525SJA2015
	The computer aided dispatch (CAD) system froze causing a one minute delay in dispatching resources to a high acuity patient.
	The CAD system’s initial assign tool froze (a known issue).
	Information and communication team to continue monitoring and identifying initial assign tool issues.
Update CAD system to address initial assign freezes.
	CAD system upgrade completed.

	St John
1660SJA2016
1684SJA2016 
	Multiple incidents of a delayed dispatch due to a computer aided dispatch (CAD) system fault.
	Information not being sent between communications centres.
	Update CAD system to resolved current CAD issues.
	CAD system upgrade completed.

	St John
1663SJA2016
	Dispatcher’s screens froze when initial assign tool was launched to dispatch resources to a ‘purple’ (immediately life threatening) incident. 
	Fault of initial assign in the computer aided dispatch (CAD) system. 
	Update CAD system to reduce the number of vehicles recommended in the ‘add additional resources’ screens to resolve initial assign errors. 
	A system update has been completed that resolved 'initial assign' errors.

	St John
1685SJA2016
	The radio communication system failed on a dispatcher’s desk, which meant that the channel had to be managed by another dispatcher whilst a complete restart of the system was performed.
	The fault was caused by a USB power cord.
	Install USB power hubs on machines with known issues.
	USB power hubs been installed. 


Communications centres
	Provider
	Summary of event
	Root causes
	Recommendations
	Actions taken

	St John
0941SJA2015
	A motor vehicle crash was not identified as a major incident causing delays for seriously injured patients.
	Lack of communications centre oversight resulted in not identifying a major incident and inadequate resourcing.
There was inadequate scene management. Staff on scene did not declare that it was a major incident.
A ‘black spot’ at the scene resulted in the inability to communicate with the communications centre.
	Review major incidents for previous 12 months.
Introduce a national air desk with specific oversight functions relating to dispatch of helicopters.
Review major incident dispatch procedures.
Implement 24/7 availability of clinical support officer in communications centres.
Purchase a satellite phone for use in the area.
Include major incident processes in introductory and ongoing training for communications centre staff.
	Reviewed all potential major incidents in the previous three months looking at compliance with existing policy.
Developed process for dispatchers to ensure best use of resources.
Reviewed escalation and on call standard operating procedure.

	St John
1177SJA2015 
	Incorrect incident coding delayed the dispatch of resources to a patient in cardiac arrest.
	Incident manually coded ‘orange’ (urgent but not immediately life threatening) that is normally coded as ‘red’ (potentially life threatening or time critical).
Pertinent information offered by caller suggesting patient not breathing was not recognised during call-handling process as indication to upgrade to ‘purple’ (immediately life threatening) incident.
	Develop education for communications centre staff on dispatching to unknown problems.
Conduct debrief with dispatchers involved.
	Education developed.
Debrief enacted.

	St John
1265SJA2015
	Incorrect coding and delayed dispatch of resources delayed ambulance attendance to a patient with urgent needs following an industrial incident.
	Information offered by caller not recognised during call handling as requiring immediate response.
Due to limited availability of resources, incident was only upgraded to an ‘orange’ response (urgent but not immediately life threatening).
Resources not allocated immediately due to high workload and limited availability of resources.
	Conduct debrief with dispatcher.
Send communication to all communications centre staff in relation to using the clinical desk for early review.
	Debrief enacted.
No communication to be sent. Risk being mitigated by implementing advisor alerts in the computer aided dispatch (CAD) system. 

	St John
1514SJA2015
	A motor vehicle crash with multiple patients with serious injuries was under resourced. 
	Inadequate scene management and updates from the scene.
Dispatcher did not recognise this was a possible major incident, resulting in the duty manager not being notified and the incident not being escalated. 
	Duty manager to undertake coaching with the dispatcher. 
Review major incident standard operating procedure.
	Coaching enacted. 
Review completed and standard operating procedure updated. 

	St John
1547SJA2015
	Address incorrectly identified delaying the response to a patient in cardiac arrest.
	Address incorrectly entered during the call taking process.
	Conduct debrief with dispatcher.
	Debrief enacted.

	St John
1549SJA2016
	Delayed response to a status two patient (with potential threat to life) with lacerated arm.
	Information provided by the caller not recognised as a ‘red’ (potentially life threatening or time critical) incident. 
	Conduct debrief with dispatcher. 
	Debrief enacted.
This individual is no longer a call handler with St John.

	St John
1551SJA2016
	Delayed response to a patient with urgent needs following an assault.
	Incident was not re-triaged after second and third 111 calls to identify any change in patient condition.
Call handler did not recognise the need to re-triage incidents. 
Clinical telephone advice process (phone assessment, advice and referral by a registered nurse) did not identify the main and most critical presenting complaint for triage and prioritisation. 
	Call handlers and registered nurse to receive feedback and coaching around errors. 
Call handling and clinical telephone advice performance to be monitored.
	Feedback and coaching enacted. 

	St John
1662SAJ2016
	Delayed identification of patient with urgent needs causing delay in the dispatch of appropriate resources.
	During the second 111 call, the caller was not asked if there had been a change in the patient’s condition, missing opportunity to identify deterioration.
Delay in dispatching ambulance to an incident that had been in the pending queue for some time due to high demand on resources.
	Conduct debrief with dispatcher.
	Debrief enacted. 

	St John
1712SJA2016
	A senior clinician was in the vicinity of a major motor vehicle crash and not used, delaying the arrival of a resource to provide advanced care.
	National vehicles are not visible to the dispatcher in the computer aided dispatch (CAD) system.
	Consider implementing ability of CAD system to facilitate broader resource recommendations through the initial assign tool.
	This is being reviewed by a working group.

	St John
1770SJA2016
	Delayed dispatch of an ambulance for an urgent transfer from airport. 
	Dispatcher distracted by demands on busy night. 
Reliance on frontline ambulances that maybe be committed elsewhere to complete air transfers. 
	Investigate a process to alert staff to outstanding and pending air transfers.
	This will be monitored by the national air desk. 

	St John
1849SJA2016
	Multiple calls were received from outside an address regarding a shooting incident. A medical alarm incident that concurrently occurred at the same address received no ambulance response, as the dispatcher believed it to be the same incident as the shooting.
	Dispatcher did not apply the standard operating procedure to confirm that the incidents were the same.
	Remove dispatcher from dispatch duties until investigation complete.
Implement process requiring two staff check multiple incidents with matching details.
	Dispatcher removed during investigation.
Process not considered practicable.

	St John
1852SJA2016

	A delayed dispatch of an ambulance to a patient with urgent needs following a fall.
	Call handler did not recognise significance of repeat 111 calls and a need to upgrade the response.
Call handler did not follow correct procedure as they thought it was unnecessary to repeat information.
	Manager to provide supervision of the call handler. 
Conduct a review of the standard operating procedure. 
	Supervision enacted. 
Standard operating procedure was replaced.

	St John
1918SJA2016

	There was a delayed dispatch to a patient with a compound leg fracture after it was referred to clinical telephone advice (phone assessment, advice and referral by a registered nurse) and the registered nurse was unable to contact the caller.
	Full contact details not recorded by the call handler.
Second 111 call was not re-triaged as call handler thought that an ambulance was already assigned.
Registered nurse did not recognise that notes entered by the second call handler required an urgent response. 
	Include this as part of a current review on dispatching resources to ‘green’ (not urgent) incidents.
Amend standard operating procedure to ensure that correct incident response codes are entered during clinical telephone advice.
	Review is ongoing.
The risk of this error reoccurring was mitigated by introducing a new ‘red’ (potentially life threatening or time critical) code, which eliminated the need for the standard operating procedure to be amended.

	St John
1950SJA2016
	A patient in cardiac arrest in a rural area did not receive a helicopter response, as requested by the 111 caller.
	A concurrent incident in area required the helicopter response.
Communications centre did not consider it appropriate to reassign the helicopter.
Helicopters are not routinely responded to cardiac arrests. 
	No recommendations (all processes were followed correctly). 
	Not applicable.

	St John
1961SJA2016
	Delayed dispatch to a seriously injured patient following a forestry incident. 
	Incident coded as ‘green’ (not urgent) and a delay for the communications centre to review the incident. 
	Conduct debrief with call handler.
All forestry incidents to initially be coded as a ‘red’ (potentially life-threatening or time critical) incident.
	Debrief enacted.

	St John
2021SJA2016
	There was a delayed response to a patient that was not alert. 
	Inexperienced call handler noted ‘not alert’ but did not recognise the need to upgrade the incident. 
Note stating ‘caller not alert’ was not made available for responding crew removing their ability to upgrade the incident.
	Conduct coaching with call handler. 
	Coaching enacted. 

	St John / WFA  
(Central communications centre)
2047SJA2016
	Delayed ambulance response to a patient with urgent needs.
	Incorrect information provided by caller.
Call handler did not recognise the need to upgrade incident (despite being compliant with call).
	Conduct debrief with call handler.
	Debrief enacted.

	St John
2140SJA2016
	The closest available resource was not dispatched, delaying the response to a patient experiencing chest pain with urgent needs.
	The computer aided dispatch (CAD) system’s initial assign tool does not recognise cross boundary responses.
The dispatcher did not recognise the limitations of the initial assign tool and that there may be closer units available.
	Conduct a review of the initial assign tool to ensure that the most appropriate resource is dispatched.
	Review was conducted, which resulted in enhancements to dispatch functionality, including introducing a new CAD system and new functionality to investigate cross boundary responses.

	St John
2217SJA2016
	An urgent patient transfer remained in the pending dispatch queue for one hour and ten minutes prior to being actioned.
	The dispatcher did not have the patient transfer service (PTS) view selected and was relying on another dispatcher to send the incident through.
	A new PTS computer aided dispatch (CAD) system being implemented will monitor PTS continuously and prevent this incident from re-occurring. 
	PTS CAD system established. 

	St John
2248SJA2016
	An incident was managed using clinical telephone advice (phone assessment, advice and referral by a registered nurse) where the patient was advised to see their general practitioner (GP) in the morning. The next day, after a second 111 call, the patient was transported to hospital in a serious condition.
	The call handler incorrectly recorded that the patient was alert, which resulted in incorrect coding of the incident.
Management by the registered nurse was appropriate.
	Provide call handler with coaching.  
	Coaching enacted. 

	St John
2321SJA2016
	There was a 20 minute delay dispatching an available intensive care paramedic (ICP) to a cardiac arrest. 
	The dispatcher did not recognise that the duty manager, who is an ICP, was available to respond. 
	No recommendations. The dispatcher is no longer employed by St John.
	Not applicable.

	St John
2324SJA2016
	There was a delayed response of more than two hours a non-urgent incident requested by a doctor. Doctor made subsequent call to advise patient had become unresponsive. 
	Heavy demand and urgent incidents are prioritised. 
Doctor requested ambulance as a non-urgent response. 
No welfare check calls were made. 
	Update standard operating procedure on welfare checks. 
	Update enacted.

	St John
2359SJA2016
	The patient was unable to provide their address as they were experiencing shortness of breath, which delayed the dispatch of an ambulance. 
	Call handler did not recognise the incident’s urgency and the need to select automatic address in the computer aided dispatch (CAD) system.
	Remove call handler from call taking duties while they complete Medical Priority Dispatch Course (MPDS) re-training and re-mentoring. 
	The call handler is not taking 111 calls at present and have re-attended an MPDS training.


Staff risk	
	Provider
	Summary of event
	Root causes
	Recommendations
	Actions taken

	St John
1885SJA2016

	Crew entered a full grain silo to attend to a trapped patient, which led to one staff member becoming short of breath due to barley dust.
	Crew did not know that respiratory protection was required for this type of hazard.
Staff are not trained specifically for this type of hazard. 
	Conduct review of training provided to all staff, focusing on coordinated incident management system (CIMS).
	Review enacted with the following implemented: 
1. Standardised station exercises using simulation tool. 
2. An online learning activity as part of continuing clinical education.

	St John
2073SJA2016
	Ambulance staff were exposed to methamphetamine whilst treating a patient after a motor vehicle crash.
	No safety issues noted at handover from NZ Police. 
Call handler and dispatcher may have incorrectly identified the mechanism of injury.
Dispatcher incorrectly assumed car contained a small amount of recreational use methamphetamine.
Staff not adequately trained on how to manage potential exposure incidents. 
	Conduct review of hazard identification / risk assessment functionality of dispatch systems, as advised by Worksafe NZ. 
Embed learning into future education or clinical update to reinforce hazardous substance management. 
	Communication issued to operational staff regarding hazardous substance management.
An additional standard operating procedure is in the final stages of approval that will expand upon the existing policy. 

	St John
2394SJA2016
	A crew transported a patient from a rest home with a known Norovirus outbreak without adequate personal protective equipment, risking the spread the infection.
	Crew focused on treating the critically unwell patient and did not focus on infection control.
	Conduct local education on the management of Norovirus.
 
	Education enacted.
Operations manager added to the district health board’s (DHB’s) infectious alert email list so that they are notified of any outbreaks.


End

Total closed reportable events:
57


Clinical management:
21


Transport:
1


Equipment:
2


Technology:
7


Communications centres:
23


Staff risk:
3
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