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Emergency Ambulance Service Reportable Events: January-March 2020. 

 

Total number of reportable events and near misses 

• Four closed SAC 2 reportable events were reported to NASO for the period. 

• Two SAC 1 or 2 reportable events remain open as at the end of the quarter.  

 

 

 

 

 

 

 

 

 

 

 

 
 

 

            

Clinical Management Events 

# Summary of 
Reportable Event 

Root Cause 
Analysis 

Recommendations Action Taken 

R
E

P
1
1
1
5

4
 

Attending personnel 
departed scene after 
attempts to locate 
patient at scene were 
unsuccessful, patient 
found deceased eight 
hours later.  

 

The attending 
personnel elected not 
to effect entry into the 
scene and advised 
clinical 
communications that 
they were clearing the 
scene. The attending 
personnel mistakenly 
concluded that the 
patient was no longer 
at the scene.  

Formal debriefing to be 
conducted with attending 
personnel.  

Formal debriefing to 
occur.  

R
E

P
1
1
2
0

3
 

Patient with ischaemic 
limb (and related 
neuro-sensory deficits) 
self-presented to 
hospital (via GP 
referral) received an 
un-expected ‘above-
knee’ amputation of 
the affected limb.   

Patient was not 
provided with an 
appropriate 
recommendation for 
transportation to 
hospital instead being 
referred to GP for 
follow-up. 

 

Attending ambulance 
personnel did not 
complete an 
appropriate 
assessment of the 
affected limb.  

The attending ambulance 
personnel have been 
referred to the St John 
ATP credentialing 
committee for review of 
clinical assessment and 
related decision-making.  

Pending outcome of St 
John ATP credentialing 
committee.  

Total events 
4 
 
 

Clinical management events  

2 

 

 

 

Transport-related events  

0 

 

 

 

Other events  

2 

 

 

 

 

Equipment-related events  

0 
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Other 

 

# Summary of 
Reportable Event 

Root Cause 
Analysis 

Recommendations Action Taken 

R
E

P
1
1
0
4

3
 

Delayed dispatch of 
intensive care 
paramedic (ICP) and 
helicopter to a patient 
with major multi-
system trauma with 
delayed transport to 
hospital.  

The Air Desk clinical 
support officer (CSO) 
did not immediately 
dispatch a helicopter 
as they determined the 
marginal time savings 
by air transport did not 
warrant helicopter 
dispatch and instead 
requested that the first 
available ICP be 
dispatched by road. 
The Air Desk CSO did 
not recognise the 
extent of the patient’s 
trauma as meeting the 
criteria for activation of 
the major trauma 
pathway supporting the 
immediate dispatch of 
a helicopter.  

The dispatcher 
rejected the intensive 
care paramedic’s offer 
to respond and 
allocated the crew to a 
‘meal-break.’ A 
communication 
breakdown between 
the dispatcher and the 
CSO led to a decision 
to prioritise the ICP’s 
‘meal break’ instead of 
being dispatched to the 
incident.  

A case review (via Quality 
Review Summary) to be 
presented at the Air Desk 
Clinical Oversight Group.  

 

A formal meeting to be 
held with the Air Desk 
CSO to discuss the review 
findings and to provide 
further guidance and 
supervision.  

Case review presented. 
 
Formal meeting 
enacted.  

R
E

P
1
1
1
6

5
 

An inappropriate 
recommendation for 
self-care and the 
decision not to send an 
ambulance to a patient 
who was unable to 
independently 
mobilise.  

The nurse failed to 
recognise several 
significant clinical 
concerns (including an 
inability to 
independently 
mobilise) during the 
CTA process. 

The nurse mistakenly 
concluded that the 
patient’s pain was 
‘arthritis pain.’ 

Correction of health 
records – specifically 
healthcare notes listed on 
the Incident Detail Report 
and any records held by 
Homecare Medical Limited 
(HML). 

HML to review the case 
with the nurse involved to 
support developmental 
learning.  

Health records 
corrected.  
 
Review enacted. 


