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Emergency ambulance service reportable events
January to March 2017

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 contact details can be found on the Wellington Free Ambulance and St John websites.
Reportable events for this period
· 6 reportable event investigations were closed this quarter.
· 6 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
2768SJA2016
	The attending ambulance crew recommended a patient with urgent needs arrange their own transport to hospital.
	The ambulance crew did not recognise the severity of the patient’s condition.
	Review the authority to practice of the attending ambulance crew.
	Review complete.


Communications centres
	Provider
	Summary of event
	Root causes
	Recommendations
	Actions taken

	St John
2853SJA2016
	There was a delay in the ambulance crew arriving at the scene of a patient with urgent needs due to bollards preventing road access.
	The dispatch system’s caution note with access details did not present in the incident notes.
The caution note was due to expire, however the reason for not being presented is not known.
	Remove the expiry date of this site’s caution note (containing access details).
Review section of standard operating procedure that requires caution notes to expire within 12 months.
	Expiry date removed from this site’s caution note following advice from property owner.
Review of standard operating procedure enacted.

	St John
2882SJA2016
	There was a delayed dispatch of an ambulance to a patient with urgent needs. 
	The first call handler did not recognise the severity of the patient’s condition and coded the incident incorrectly.
During the second call, the second call handler did not triage the incident when the opportunity presented.
	Provide the first call handler with coaching on appropriate coding. 
Provide the second call handler with coaching on requirement to triage incident when the opportunity presents.
Provide all call handlers coaching on the above.
	Coaching to call handlers enacted.
Notification to all call handlers enacted.

	St John
RE2890SJA2016
	There was a delayed dispatch of an ambulance to a patient with urgent needs.
	The incident was not re-triaged by the call handler from the second 111 call.
Call handlers from the second and third 111 call did not include all appropriate information in the incident notes.
	Undertake incident review and provide coaching to the second call handler.
Provide reminder to all call handlers around appropriate incident notes.
	Review enacted.
Reminder enacted.

	Wellington Free Ambulance
QRMS 1402
	Entry could not be gained to a public access defibrillator that was in a locked cabinet.
	The code to access the locked cabinet was not available to all call handlers in the dispatch system.
There was no process to ensure public access defibrillators are only placed in cabinets after codes are in the dispatch system.
	Implement a process for adding codes to the dispatch system.
Implement a process to ensure all call handlers know about the national defibrillator program.
Undertake an audit of all defibrillators in locked cabinets.
	Process implemented.
Call handlers have been informed of the program.
All locations within a 250 metres of a defibrillator are in the dispatch system so callers can be alerted.
An audit was completed to ensure there are access codes for all defibrillators in a locked cabinet.

	St John
RE1060
	There was a delay in dispatching the most appropriate resources to a patient with urgent needs.

	The call handler did not recognise the severity of the patient’s condition and, therefore, did not select the correct code in the dispatch system.
	Provide feedback and coaching to the call handler on recognising severity.
Remind all call handlers about recognising severity and selecting the correct code in the dispatch system.
	Feedback and coaching enacted.
Reminder enacted.


End

Total closed reportable events:
6


Clinical management:
1


Communications centres:
5
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