[bookmark: _GoBack]Reportable Events received by the Ministry of Health from the Order of St John for the Period 8 May 2012 to 8 May 2013.

The following information has been summarised from four St John Quarterly Reports: April – June 2012, July – Sept 2012, Oct – Dec 2012, and Jan – March 2013.

April – June 2012
	No.
	Incident Number
	Type of Incident
	Description
	Findings/Actions

	1
	002SJA2012
	Care Delivery Problem
	Patient transported in a helicopter with an Intensive Care Paramedic, without a second clinical crew. This occurred because the clinical crew had to be split to crew a second helicopter.  Patient deteriorated during flight and subsequently died.     
	RCA undertaken. The decision to split the crew was correct and did not contribute to the patient’s death.

	2
	005SJA2012
	Documentation problem 

	Examples of incomplete documentation by a specific staff member raised during audit. 
	Addressed in accordance with established personnel procedures.

	3
	0014SJA2012
	Care Delivery Problem
	Inappropriate treatment provided to a patient with an abnormal heart rhythm. The patient had a cardiac arrest, was unable to be resuscitated and did not survive. 
	Subject to coronial investigation.



July – Sept 2012: All events listed for this period are also included in reports for the next quarters. 

Oct – Dec 2012 Report
	No.
	Incident Number
	Type of Incident
	Description
	Findings/Actions

	4
	0001SJA2012
	Care Delivery Problem
	During resuscitation of a patient in cardiac arrest, a defibrillator was charged. Staff were intending to cancel the shock, but it was accidentally delivered. 
	Investigated and human error determined. This did not alter the patient’s outcome. 

	5
	0015SJA2012
	Delayed Response

	Cardiac Arrest. Incorrect address allocated.
	Call taking process audited and found to be incorrect.  Addressed in accordance with established personnel procedures.

	6
	0016SJA2012
	Delayed Response
	Delayed response to patient who died prior to ambulance arrival. Neighbour assisted entry into locked house and found patient deceased. 
	Call taking audited as incorrect, resulting in an incorrect priority.   Addressed in accordance with established personnel procedures.

	7
	0017SJA2012
	Delayed transport
	Delay in transporting patients to hospital. Both subsequently deceased. 
	Subject to coronial investigation. 

	8
	0021SJA2012
	Care Delivery Problem
	Patient had a cardiac arrest at an event.  Complainant alleged that response and treatment was inappropriate. 
	Complaint investigated and not upheld. Determined not to be an adverse event.

	9
	0052SJA2012
	Care Delivery Problem 
	Fire Service sent as first response when an ambulance was closer.
	Introduction of additional dispatcher training.
Consideration given to splitting the channels during peak periods.
Inclusion of all available resources to be recorded on the Daily Board Sheet.

	10
	0057SJA2012
	Care Delivery Problem
	Morbidly obese patient was treated for fractured ankle and administered pain relief. Patient slowly developed poor breathing and died 18 hours later.   
	Patient care found to comply with Clinical Practice Guidelines.

	11
	0061SJA2012
	Non-transport
	Relative alleged patient was told by GP to go to hospital and that when an Ambulance arrived they were not transported to hospital. 

	A search of our systems can find no evidence of a contact from this patient on the alleged date. This included reviewing GPS data from vehicles on the day. 
A search of our systems confirms other ambulance attendances on subsequent days resulting in patient transport. Complaint not upheld.

	12
	0064SJA2012
	Response delay
	Road ambulance sent to rural property and patient transported to hospital. Patient’s husband believes the helicopter should have been sent. Patient died 7 days later. 
	Investigation revealed appropriate response guidelines were followed. Complaint not upheld.

	13
	0065SJA2012
	Non-transport
	A patient with non-specific symptoms was seen and not transported. They subsequently died from an unrecognised and unusual clinical problem. 
	Assessment and documentation were below expected standard, but not severely so.  Addressed in accordance with established personnel procedures. Root cause analysis concluded death was highly unlikely to be preventable.

	14
	0066SJA2012
	Care Delivery Problem
	An Ambulance Officer failed to recognise a heart rhythm that required immediate treatment. 
	Addressed in accordance with established personnel procedures. Patient not harmed by incident.

	15
	0070SJA2012
	Care Delivery Problem

	Patient with fractured femur and pelvis received assistance from single crewed ambulance. Ambulance Officer did not seek assistance. 
	Addressed in accordance with established personnel procedures. Patient not harmed by incident. 



Jan – March 2013 Report
	No.
	Incident Number
	Type of Incident
	Description
	Findings/Actions

	16
	0036SJA2012
	Care Delivery Problem
	Patient left at home on advice from doctor. Called back 24 hours later because patient unresponsive. 
	Clinical care was appropriate and compliant with Clinical Practice Guidelines.

	17
	0039SJA2012
	Delayed Response
	Incorrect priority assigned to a cardiac arrest.
	Incorrect priority assigned to call due to a process error. Addressed in accordance with established personnel procedures.

	18
	0084SJA2012
	Care Delivery Problem
	Delayed response. Responding ambulance had difficulty locating the address. Patient had a cardiac arrest prior to ambulance arriving. Patient did not survive.
	Inconclusive findings. Station alerting reviewed.

	19
	0104SJA2012
	Care Delivery Problem
	Patient had a cardiac arrest. The defibrillator appeared to cancel the charge instead of defibrillating the patient. The patient did not survive. 
	The defibrillator appropriately cancelled the shock as the patient was not in a non-shockable rhythm. Determined not to be an adverse incident. 

	20
	0112SJA2012
	Delayed Response
	Delay in helicopter response to patient. Patient did not survive.
	Communication error between dispatcher and Ambulance Officer, when the Ambulance Officer responded direct to incident instead of responding to helicopter to fly to incident. An Intensive Care Paramedic was on scene and transported patient in the helicopter. The delay in helicopter response did not contribute to the patient’s death.

	21
	0123SJA2013
	Staff Risk
	Ambulance Officer assaulted by patient.
	Ambulance Officer made Police complaint.

	22
	0124SJA2013
	Care Delivery Problem
	Paramedic administered IV Midazolam to a fitting patient. The dose was small and had no adverse effect on the patient. 
	Addressed in accordance with established personnel procedures.

	23
	0128SJA2013
	Care Delivery Problem
	On arrival at hospital patient suffered cardiac arrest requiring resuscitation in ED. Ambulance Officer did not call for support. 
	Addressed in accordance with established personnel procedures.

	24
	0129SJA2013
	Care Delivery Problem
	Chest injury with minimal primary and secondary assessment prior to patient being transported. 
	Addressed in accordance with established personnel procedures. Patient not harmed by incident. 

	25
	0130SJA2013
	Care Delivery Problem
	Inappropriate treatment during a cardiac arrest. Patient did not survive. 
	Addressed in accordance with established personnel procedures.  Inappropriate treatment did not alter the patient outcome. 

	26
	0146SJA2013
	Equipment 
	Patient in cardiac arrest was defibrillated 20 times, but only 12 were recorded on the code summary, with the other eight shocks shown as no shock delivered.  The patient did not survive.
	Defibrillator removed from service for assessment. Awaiting report.

	27
	0150SJA2013
	Delayed Response
	Fractured leg. Delay in administering pain relief.
	Awaiting investigation report.

	28
	0153SJA2013
	Equipment
	Cardiac Arrest. Defibrillator malfunction. Second ambulance arrived within four minutes with a functioning defibrillator. Patient did not survive. 
	Defibrillator removed from service for assessment. Awaiting report.

	29
	0163SJA2013
	Care Delivery Problem
	Intra-osseous infusion inserted into a fracture site resulting in complications requiring several operations.
	Fully investigated. Intervention indicated and appropriate. The complication could not have been prevented. 

	30
	0168SJA2013
	Other
	Member of the public ran into the path of the ambulance.
	 Investigation completed. Unavoidable. Ambulance was independently assessed, with no mechanical fault found.
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