



Emergency Ambulance Service Reportable Events: April – June 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 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. 
· 6 reportable events and near misses remain open as at the end of the quarter.
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Clinical management events
	#
	Provider
	Summary of Reportable Event
	Root Cause Analysis
	Recommendations
	Action Taken

	1
	OSJ
	Long distance transport of patient from rural medical centre by road ambulance with first responder crew only. 
Patient died after admission to hospital.


	Severity of patient condition indicated higher level clinical crew was required. 
Medical centre was not aware of the limited scope of First Responder crew.
Given the distance involved helicopter transport would have been appropriate.

	Provide information package for rural medical centres regarding: 
· Air ambulance resources.
· Ambulance officer scope of practice and skills available.
Develop guidelines for when a PRIME provider should travel with the patient.
	Recommendations being actioned. 



	2
	WFA
	Emergency inter hospital transfer with DHB clinical escort.  Patient deteriorated. Ambulance crew requested urgent Intensive Care Paramedic (ICP) assistance.  Dispatch of ICP was delayed. 
Patient died.
	Lack of clear process and understanding between DHB and WFA regarding clinical escort responsibilities.
Ambulance dispatcher new to role and unable to brief manager during incident
Unreliable process in place for briefing managers during incidents 

	Develop and agree protocol for emergency inter hospital transfers and ascertaining level of paramedic skill required
Develop process to ensure managers are briefed during incidents
	Changes made within Central Communications Centre that will allow better supervision and briefings. WFA contracts with DHBs are being reviewed to ensure a clear process and understanding of clinical responsibility.



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

	1
	OSJ
	Delay in dispatch of ambulance to a critical patient. Other available ambulances on stations further away were not assigned. 
The patient did not survive.

	Delay due to Dispatcher waiting for closer ambulances to become available, instead of assigning available ambulances from further away (which would only have arrived 1-2 minutes earlier).
Dispatcher based decision on recent memorandum advising against sending single crewed responses to incidents in this area (following ambulance officer safety issues) rather than standard operating procedure.
There was also a delay in crews acknowledging pager messages, therefore the Dispatcher did not know their availability.

	Clinical Control Centre response/deployment plans to be reviewed with Dispatcher.
Reinforce that Operational crew must respond to pager messages 
Local memorandum conflicting with response/deployment standard operating procedure to be withdrawn.
	Recommendations actioned. 
Follow up meetings with relevant staff completed and documented.



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

	1
	OSJ
	Delay in responding ambulance resources to a critical patient. Concerns were raised regarding call taking and incorrect location details.

	Audit of call taking revealed the address verification and patient care advice provided did not follow the prescribed script.
Investigation revealed there was no delay in assigning or locating of ambulance resources to the scene. 

	Call handler to be provided with developmental support to assist future practice. 

	Developmental support and training provided to call taker.


	2
	OSJ
	Delay to respond to time critical incident.
Crew assisting another ambulance crew with a stable patient, when assigned to a nearby time critical incident. 
Staff member declined to respond as assisting with existing patient. Ten minute delay in responding.
Patient did not survive.

	Staff member declined to respond to time critical incident, when requested to do so, instead continued assisting with existing patient. 
	Staff member to be disciplined.
	Disciplinary proceedings actioned.






