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Emergency ambulance service reportable events
October to December 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
· 21 reportable event investigations were closed this quarter.
· 10 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
1822SJA2016
	The first attending ambulance crew left the patient at home. Following a second 111 call later that day, the patient was transported to hospital by another ambulance crew with an altered level of consciousness.
	First attending crew demonstrated inadequate clinical judgement and did not follow clinical procedures and guidelines (CPGs).
	Line manager to conduct debrief with the crew, as recommended by the deputy medical director.
Review clinical practice of the crew involved, as recommended by the deputy medical director.
	Debrief enacted.
Review of clinical practice enacted.

	Wellington Free Ambulance
QRMS 1165

	[bookmark: RANGE!I17]A post mortem identified that an endotracheal tube was misplaced during a complex cardiac arrest.
	Limited support provided to intensive care paramedics for high risk, low occurrence clinical interventions
Limited organisational reviews of whether current techniques are still best practice.
	Review professional development offered for high risk, low occurrence interventions.
Investigate ways of improving clinical leadership at-scene. 
Develop a policy for the regular review of how clinical interventions are performed. 
Develop guidelines on how to perform patient care clinical interventions. 
Investigate adding intraosseous access to the paramedic scope of practice.
	Intraosseous access being rolled out to paramedic scope of practice in June 2017.
Developed training plan that:
· incorporates leadership and high risk / low occurrence interventions for intensive care paramedics
· includes simulation sessions to support clinicians in application of these skills.
Reviewed operational structure that will better support clinical leadership / performance of teams.


Transport
	Provider
	Summary of event
	Root causes      
	Recommendations
	Actions taken

	St John
0994SJA2015
	No staff members were available to retrieve a specialist (bariatric) ambulance, which resulted in a prolonged scene time and delayed transport for a patient with urgent needs.
	Reliance on using patient transfer service (PTS) staff to retrieve the specialist ambulance.
	Introduce requirement that specialist bariatric ambulance be crewed 21 hours a day.
Introduce powerlift stretchers that have a higher weight capacity.
Develop policy and standard operating procedure for bariatric patient transfers.
	The bariatric ambulance is expected in March 2017.
The powerlift stretcher is operational and crewed 24 hours a day, 7 days a week.
Training has been provided to PTS staff in the use of power-assisted manual handling devices.
Policy has been written.


Technology
	Provider
	Summary of event
	Root causes      
	Recommendations
	Actions taken

	St John
1828SJA2015
	Software failure delayed an incident entering the dispatch queue.
	No further investigation was able to be conducted.
	Nil.
	Software was upgraded, which addresses this type of failure.


Communications centres
	Provider
	Summary of event
	Root causes      
	Recommendations
	Actions taken

	St John
0992SJA2015
	Possible delayed response of crew to helipad so helicopter could respond to motor vehicle crash.
	Unable to conclusively determine the root cause due to loss of activity log data during upgrade of computer aided dispatch (CAD) system.
	Not applicable.
	Not applicable.

	St John
1020SJA2015
	The closest available resource was not responded to a red (potentially life threatening or time critical) incident.
	The dispatcher did not use the review or revise the incidents, as per the ‘respond, review and revise’ methodology.
The computer aided dispatch (CAD) system’s initial assign tool did not identify the closest available resource.
	Dispatcher to review of the respond, review and revise methodology.
	Review enacted.

	Wellington Free Ambulance
QRMS 1198
	Incident coded as orange (urgent but not immediately life threatening) and, after an approximately one hour wait, the caller phoned 111 again where it was recognised the patient’s condition had deteriorated.
	The communications centre did not recognise the patient’s severity.
Clinical paramedic advisor in the communications centre was unavailable.
Lack of ambulances available at the time.
A system warning in the computer aided dispatch (CAD) system was overridden and reset without welfare calls being completed.
	Extend coverage of clinical paramedic advisors to 24 hours.
Review the supply of ambulances during short term spikes in demand.
Review policies and procedures that affect the dispatch of orange incidents.
Review introduction of a tool and training intended to assist clinical decisions in the communications centre.
Provide this case as an anonymised case study in order for staff to benefit from the lessons of the report.
	Communications centre now uses registered nurses to perform clinical telephone advice (assessment, advice and referral by phone) and work with less urgent patients to ensure appropriate and regular communication with the caller, and follow ups are in place while waiting for an ambulance. 
New policy implemented on welfare calls.
Refresher training for communications centre staff completed.

	St John
1598SJA2016
	An incident was incorrectly prioritised as not urgent, delaying the dispatch to a patient found to be unconscious.
	The paramedic clinical advisor in the communications centre was unable to complete a full assessment due to the patient being uncooperative. 
The paramedic clinical advisor in the communications centre did not complete appropriate welfare checks.
	Review of welfare check standard operating procedure to ensure responsibilities are clear.
	Standard operating procedure reviewed.

	St John
1699SJA2016
	There was a delayed helicopter dispatch for an urgent transfer.
	There was a lack of knowledge regarding myocardial infarction (heart attack) transfers and the call handler did not recognise the urgency.
Due to the high workload, and the incident not being identified as urgent, there was delay in the dispatcher reading job details after it entered the pending queue.
	Call handler to receive coaching in relation to helicopter requests for myocardial infarction transfers.
Send message to all communications centre staff regarding urgent myocardial infarction transfers.
	The call handler is no longer employed by St John. 
Message enacted.

	St John
2009SJA2016
	Delayed ambulance dispatch to a patient who subsequently had a cardiac arrest.
	Incident coded as green (non-urgent) but information offered by the caller not identified as appropriate to code the incident as red (potentially life threatening or time critical).
	Conduct debrief with call handler.
Send message to communications centre staff around the identification of symptoms that are appropriate for selection of the chest pain protocol.
	Debrief enacted.
Message enacted.

	St John
2012SJA2016
	The closest resource, a first response unit, was not responded to a patient that was discovered to be status one (with immediate threat to life) on ambulance arrival.
	The dispatcher did not assign the closest resource that was recommended by the computer aided dispatch (CAD) system’s initial assign tool.
	Manager to conduct a debrief with the dispatcher.
	Debrief enacted.

	St John
2277SJA2016
	Ambulance dispatched to an urgent ‘unknown’ incident and then came across a motor vehicle crash - resulted in a nine minute delay as communications centre did not remove ambulance from the original incident.
	The first assigned ambulance was assigned to both incidents as trainee dispatcher did not recognise the need to remove it from the original incident.
The trainee dispatcher was distracted and the mentoring dispatcher was not logged in with them at the time.
The mentoring dispatcher was relieving and assigned the second ambulance whilst not knowing that it was not available.
	Trainee dispatchers are to be supervised on a one to one basis at all times.
	One to one supervision enacted.

	St John
2276SJA2016
	There was a delay in a patient receiving definitive care as the most appropriate resource (helicopter) was not dispatched as the communication centre believed the helicopter dispatch criteria were not met.
	Dispatcher considered that the helicopter dispatch criteria were not met.
Clinical support officer in the communications centre deemed road transport appropriate.
	Clinical support officers in communications centres to be more proactive in decisions to dispatch helicopters.
Rural hospital guide required for clinical staff in communications centres.
Consider implementing call sign to identify oversight by one clinical support officer per incident. 
Dispatcher to review helicopter dispatch criteria.
	National air desk introduced that uses clinical support officers who are trained to dispatch helicopters.
Major trauma policies will be implemented in March 2017.
Dispatcher review enacted.

	St John
2329SJA2016
	No ambulances were available to respond to a patient with gunshot wound. NZ Police had to begin patient transport to hospital and meet the ambulance on the way.
	All vehicles were committed to other incidents.
	Nil. The dispatcher’s actions were appropriate as they dispatched appropriate resources as they became available.
	Not applicable.

	St John and Wellington Free Ambulance
2331SJA2016
	There was a delayed response to a patient who was experiencing shortness of breath, who was deceased on ambulance arrival.
	Incident was coded as red (potentially life threatening) but all relevant vehicles were already committed to other incidents.
A second 111 call was triaged as red but should have been coded as purple (immediately life threatening) as CPR was being provided.
The first available ambulance was assigned to another incident when it should have been assigned to this one.
	Provide coaching to the dispatcher.
Communications centres to take actions to address these issues, to include:
· prioritisation of calls
· providing CPR instructions 
· response priority upgrades.

	Coaching provided.


	St John
2387SJA2016
	Incident from NZ Police was coded as green (not urgent) and resulted in NZ Police transporting the patient.
	Standard coding for assaults received from NZ Police is green.
Notes from a follow up phone call from NZ Police was noted by call handler and not transferred to the dispatcher.
	Ambulance and NZ Police communications centre operations managers to meet and identify areas of improvement and co-operation.
	Ambulance and NZ Police met.

	St John
2382SJA2016
	An incident received from NZ Police was coded as not urgent. On arrival 24 minutes later, the patient was found to be status one (with immediate threat to life).
	Notes stating that patient unresponsive was not read by the dispatcher.
There was a heavy workload in the communications centre at the time.
	Ambulance and NZ Police communications centre operations managers to meet and identify areas of improvement and co-operation.
	Ambulance and NZ Police met. 

	St John
2612SJA2016
	Incorrect configuration selected within the computer aided dispatch (CAD) system by the dispatcher resulted in a delay in dispatching ambulances to a patient in cardiac arrest.
	The dispatcher did not select all appropriate divisions in CAD system, which resulted in the incident not presenting for dispatch.
	Develop checklists to ensure dispatchers have verified the correct divisions.
Standard operating procedure to be updated to reflect new requirement for verification of jurisdiction selection as part of the handover procedure.
	Checklists developed.

	St John
2701SJA2016

	Incorrect priority coding of an industrial incident resulted in a delay in dispatching appropriate care to a patient with urgent needs.
	The call handler did not select the appropriate determinant descriptor for the mechanism of injury that was reported. 
	Provide one to one training to call handlers on correctly applying determinant descriptors.
	Training enacted.

	St John
2766SJA2016
	Incorrect priority coding of a NZ Police incident resulted in a delay in dispatching appropriate care to a patient with urgent needs.
	The incident was coded as an assault instead of an overdose. Assaults are pre-coded green (not urgent) and overdoses orange (urgent but not immediately life threatening).
The incident dispatch did not follow standard operating procedure.
	Dispatcher to review incident.
Duty centre manager to review incident.
NZ Police (pre-determined) response priorities to have a clinical review.
Communications centre operations manager to review process with NZ Police.
	Dispatcher review enacted.
Duty centre manager review enacted.

	St John
2783SJA2016
	Address for incident coded as purple (immediately life threatening) was incorrectly identified in the dispatch system, resulting in delays in arriving on scene with patient who was deceased.
	Trainee call handler with mentor did not verify the address utilising the standard operating procedure.
	Provide feedback and coaching to the call handler and mentor.
Provide training to communications centre staff with reminder about use of available resources.
	Feedback and coaching enacted.
Training release issued.


End

Total closed reportable events:
21


Clinical management:
2


Transport:
1


Technology:
1


Communications centres:
17
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