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At 9:22am on 11 December 2013, the ACT Ambulance Service (ACTAS) 

received an emergency Triple-Zero call to assist an unconscious patient. 

Pre-arrival advice was provided, and bystander CPR was in progress. 

An ACT Fire & Rescue (ACTF&R) vehicle was responded as the closest 

resource, and arrived on scene at 9:29am. An ACTAS Intensive Care 

Paramedic crew arrived on scene two minutes later, at 9:31am. An 

ACTAS Paramedic back-up crew arrived at 9:36am, as is standard 

procedure for a cardiac arrest case. 

On ACTAS arrival, CPR was in progress, and ACTF&R had attached an 

Automatic External Defibrillator (AED). ACTAS managed the arrest in 

accordance with the ACTAS asystole/Pulseless Electrical Activity Clinical 

Management Guideline. Return of Spontaneous Circulation was 

achieved during transportation, however, the patient was deceased at 

Calvary Hospital. 

The case was reviewed internally by the ACTAS Quality Safety and Risk 

Management (QSRM) team, in accordance with standard procedure. The 

review identified that the treatment of the patient was below standard, 

and a sentinel event. The key finding was a delay to defibrillation. 

A second, independent clinical review was conducted by ACTAS 

Education, in accordance with standard procedure, which confirmed the 

case as a sentinel event. 

Sentinel events are unexpected events that result in a patient's death or 

a serious physical or psychological injury. 
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Written correspondence was sent to the next of kin on 30 January 2014, 

which resulted in a meeting on 11 February 2014 with Ms Tunumafono’s 

family to discuss the case. At the meeting, the family was advised by 

ACTAS that there had been a delay to defibrillation, and the impact on 

Ms Tunumafono’s ultimate outcome could not be determined. 

The ACT Coroner’s team was also notified, and a full inquest was 

conducted. Following the consideration of information gathered at 

Directions Hearings and in written submissions, Coroner Morrison’s 

findings, dated 29 November 2018, were published on the ACT 

Coroner’s Court website. 

The Coroner concludes that errors were made by ACTAS and ACTF&R 

in the treatment of Ms Tunumafono, including failure to immediately 

recognise the need to defibrillate, however, these errors were not likely 

to have contributed to Ms Tunumafono’s death. 

The Coroner makes no adverse comments in relation to any of the 

individual ACTAS or ACTF&R officers involved. The Coroner did, 

however, consider that the lack of any written ACTAS and ACTF&R 

protocols about defibrillation constituted a matter of public safety within 

the meaning of that term in the Coroners Act 1997. 

While making this adverse comment, the Coroner acknowledges that 

corrective action has been undertaken following the ACTAS reviews, and 

has made no recommendations. 

As part of the corrective action, the Coroner noted that ACTAS and 

ACTF&R now use defibrillators with compatible pads. In addition: 

a) all ACTAS and ACTF&R AED devices were reconfigured or 

replaced shortly after Ms Tunumafono’s death to provide better 

guidance as to when a shock is indicated 
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b) protocols have been developed about changing defibrillators 

when ACTAS take over treatment from ACTF&R 

c) ACTAS have continued to “focus heavily on improving cardiac 

arrest survival since this incident, by improving models of care 

around roles in resuscitation, and regular simulation training for all 

paramedic staff” 

d) the ACTAS staff involved in Ms Tunumafono’s treatment received 

targeted education, and the case was presented to an internal 

in-service session for the broader information of ACTAS officers. 

I thank Coroner Morrison for conducting the inquiry. Based on his 

findings, I am satisfied with the actions taken by all those involved from 

ACTAS and ACTF&R in relation to this case, and I thank them for their 

service. 

I would like to express my sympathies to the family and friends of 

Ms Tunumafono. I know how difficult the unexpected loss of a loved one 

is, and having to go through a Coronial Inquest can make it all the more 

difficult. My thoughts are with Ms Tunumafono’s family and friends at this 

time. 

 


