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About this document
This document summarises all emergency ambulance service reportable 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 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
· 18 reportable event investigations were closed this quarter.
· 17 reportable 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
	Patient given medicine following a cardiac arrest that was not indicated.
	Misunderstanding of abnormal physiology resulted in incorrect medicine being administered.
	Debrief with paramedic.
	Debrief conducted.

	2
	St John
	Incorrect care delivered to a patient in cardiac arrest.
	Misinterpreted cardiac arrest procedure.
	Debrief with paramedic. Consider education support.
	Debrief conducted.

	3
	St John
	Patient with urgent needs not transported.
	Paramedic mistakenly provided care in accordance with the patient’s end of life plan, meaning the patient was not transported.
	Debrief with paramedic.
	Debrief completed.

	4
	St John
	Paramedic provided care that was inconsistent with clinical procedures and guidelines.
	Paramedic misinterpreted available information and, as a result, provided incorrect care that was outside their scope of practice.
	Debrief with paramedic.
Paramedic to receive coaching regarding their clinical practice.
	Debrief has been conducted.
Paramedic had support from clinical coach.


Transport
	#
	Provider
	Summary of event
	Root causes      
	Recommendations
	Actions taken

	5
	Auckland Rescue Helicopter Trust
	Rescue helicopter unable to re-start at scene, delaying the time to reach destination for a patient with urgent needs.
	After a successful re-start, the helicopter had to be shut down due to a mechanical fault alert. The time taken to address the alert resulted in insufficient battery voltage to complete another re-start.  
	Develop policies on: monitoring aircraft battery levels; use of the second helicopter at night; and actions in the event they are unable to continue with the response.
	Replaced battery charger units. Introduced procedures to ensure batteries are charged regularly using correct processes.
Introduced a policy to give pilots an indication of battery levels while starting.
Considering solar-powered trickle charging units.
All staff advised of immediate actions to take in the event a helicopter becomes unserviceable.


Equipment
	#
	Provider
	Summary of event
	Root causes      
	Recommendations
	Actions taken

	6
	St John
	Stretcher tipped over while moving a patient over uneven ground.
	Stretcher harnesses were not used affecting weight distribution and stability.
Used bystanders during the move who are not trained to do so.
Patient was very unwell creating emotive environment.
	Debrief the ambulance crew.
Share lessons learned with all ambulance staff. 
	Crew debriefed and lessons shared.


Technology
	#
	Provider
	Summary of event
	Root causes      
	Recommendations
	Actions taken

	7
	St John
	The computer-aided dispatch system froze resulting in a delayed dispatch of resources to a patient with urgent needs.
	A known issue in the computer-aided dispatch system caused the freeze.
	Continued monitoring of issues.
Computer-aided dispatch system to be upgraded to address the fault.

	Computer-aided dispatch system upgraded.

	8
	St John
	Computer-aided dispatch system fault resulting in a delayed dispatch of resources to a patient with urgent needs.
	The computer-aided dispatch system failed to transmit incident information creating a delay.
	Computer-aided dispatch system to be upgraded to address the fault.

	Computer-aided dispatch system upgraded.


Communications centres
	#
	Provider
	Summary of event
	Root causes      
	Recommendations
	Actions taken

	9
	St John
	Closest available resources not dispatched to a patient in cardiac arrest.
	The ‘all informed broadcast’ (ie, that notifies all staff of the incident) did not occur. This was a result of confusion from the incident being re-triaged multiple times, compounded excessive radio traffic.
	Alter response plans to ensure non-emergency ambulance resources are visible to the dispatcher, allowing all available resources to be dispatched.
	Response plans in the computer aided dispatch system have changed to identify non-emergency ambulance resources.

	10
	St John
	Multiple delays in allocating resources to a patient requiring an increased level of care.
	Incident not re-triaged as new information was provided.
Dispatch of fire service did not occur.
	Communications centre to develop strategies to address inappropriate incident coding and delays in resource allocation.
	Communications centre strategies have been developed.

	11
	St John
	Closest available resource was not dispatched to an urgent incident.
	Handover of incident between oncoming and outgoing dispatchers resulted in vital information being missed, leading to incorrect resources being assigned.
	Develop procedure that restricts dispatcher’s handovers when life threatening incidents are being actively managed.
	Communications centre management advised to ensure dispatch changeovers do not occur while life threatening incidents are being dispatched.

	12
	St John
	Delay in dispatch of appropriate resources to an urgent incident as it was incorrectly prioritised.
	Inexperienced staff member did not recognise critical information during the call-taking process.
	Debrief with staff member and further development support.
	Debrief conducted.
Staff member no longer employed by St John.

	13
	St John

	Closest available resource, a rescue helicopter’s road-based rapid response unit, was not dispatched to an urgent incident.
	Confusion regarding when this resource can be used.
Absence of procedure regarding the use of this resource.
	Review standard operating procedures regarding the dispatch of this resource.
	Standard operating procedures reviewed.

	14
	St John
	Call incorrectly prioritised during call-taking process resulting in a delayed response to an urgent incident.
	Call handler selected code routinely used for unknown problems without following full process to determine response priority.
	Review processes to ensure call handlers use correct process for unknown problems.

	Review has been conducted and its findings have been communicated to all call handlers.

	15
	St John
	Delay in dispatch of appropriate resources to an urgent incident as it was incorrectly prioritised.
	Staff member did not recognise key information during the call-taking process.
	Debrief with staff member.
	Debrief provided.

	16
	St John
	Delay in dispatch of appropriate resources to an urgent incident as it was incorrectly prioritised.
	Incorrect code chosen by trainee call handler during call-taking process. 
Call handling mentor helping another trainee.
	Implement one to one ratio of mentors to trainees, and remove one to two ratio.
	Implemented one to one ratio of call handling mentors to trainees.

	17
	St John
	Delay in the dispatch of an air resource for an urgent incident. 
	Trainee call handler on non-urgent phone line unaware of specific pathway requested and therefore did not enter it into incident notes.
Call handling mentor helping another trainee.
	Include information on this pathway in training for call handlers.
Implement one to one ratio of mentors to trainees, and remove one to two ratio.
	Started education sessions with staff in communications centres regarding this pathway.
Implemented one to one ratio of call handling mentors to trainees.

	18
	St John
	Delayed response of appropriate resources to a patient with urgent needs.
	Process not adhered to during the call taking process, which resulted in the incident being incorrectly prioritised.
Verbal cues not identified during the call taking process that would have resulted in being considered a higher priority.
	Debrief with staff member.
Communicate with staff on identifying additional information that may place the patient at higher risk and require a priority upgrade. 
	Debrief enacted.
Communication to staff distributed.





Total closed reportable events:
18


Clinical management:
4


Transport:
1


Equipment:
1


Technology:
2


Communications centres:
10
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