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 Significant Incident Review

Gold Coast Region
Authority: 
By authority of Andrew Hebbron, Assistant Commissioner Gold Coast Region (GCR). 

Executive Summary: 
At 12.43am Sunday, 23 July 2023, the Queensland Ambulance Service (QAS) received a first party caller 
request for service for a female patient who stated to be suicidal and advised she was actively 
cutting herself. QAS incident number 17810642. The caller was not clear on the call and could not provide an 
accurate address for this incident.  

The initial response was coded 2A – 25B03 (Threatening Suicide). The Emergency Medical Dispatcher (EMD) 
transferred the call to the Mental Health Consult Line (MHCL), for further specialist referral. The Mental Health 
Nurse requested for the incident to be upgraded and the case was prioritised as a 1C.  

At the time of the call the Southport Operations Centre (OpCen) was experiencing extreme workload with 48 
cases pending across the three dispatch regions. The first unit assigned to the case was at 2.58am which 
arrived and staged waiting for police from 3.18am. This unit was diverted to another incident at 4.21am without 
making patient contact. Another unit was assigned to the incident at 5.01am once the police service had an 
available unit and arrived at 5.20am.  The crew and police arrived at the residence provided, which was not 
the correct location.  

The Queensland Police Service had details of a similar patient at an address nearby and attended that scene 
with the paramedics. On arrival they identified a female patient, hanging and she was declared deceased at 
5.51am.   

Terms of Reference:
This review will investigate all aspects of ambulance response to incident 17810642. The review will 
examine ambulance operations prior to, during and following the response.  This review will include all 
requirements outlined in the Operational Incident Review Process. 

Region Clinical Incident Summary Report: 
The GCR Clinical Education Unit conducted review noted no clinical concerns with this incident noting upon 
arrival the patient was obviously deceased and nil interventions were made. 

Operations Centre: 
State ProQA conducted and no issues identified operations centre management of the incident was 
appropriate.  

The Brisbane Operations Centre Supervisor (OCS) reviewed the calls and noted: 

“…PT WAS PROVIDED  EMD TRIED TO CONFIRM THE ADDRESS 
MULTIPLE TIMES AND EVEN ASKED FOR PT TO TRY AND FIND SOME MAIL TO CONFIRM. PT SOUNDED 
VERY CONFUSED AND UNDER THE INFLUENCE. WHEN EMD WAS UNABLE TO TRANSFER CALL TO MHLC 
SHE AGAIN TRIED TO GET THE PT TO FIND SOME MAIL TO CONFIRM THE EXACT ADDRESS. PT KEPT 
REPEATING SINGLE WORDS OVER AND OVER AGAIN.” 
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QAS Mental Health Liaison Service Component 
 
The Mental Health Liaison Service (MHLS) calls were reviewed by rom the QAS Mental 
Health Response Program.  
 
The MHLS Clinician took the warm transfer for the first party caller in this instance.   During the call the 
MHLS Clinician struggled to gain demographic and clinical information.  Without a name and a date of birth, 
the MHLS Clinician was unable to look up history of the patient from the Queensland Health Mental Health 
data base (CIMHA) or the Viewer.  
 
During the call the MHLS Clinician was able to ascertain that the caller was in significant distress, expressing 
suicidal ideation, was acutely intoxicated with substances and was engaging in deliberate self harm / acts 
which were risky in nature (i.e. cutting herself with a razor). The MHLS Clinician attempted to safety plan with 
the caller – to put the razors down or to get support from others.  The patient refused to put the razors down 
and did not have anyone available to support her. 
 
The MHLS clinician assessed this situation as a very high-risk scene, which required an urgent response 
and so recommended an upgrade of the job from a 2A to a code 1 response. 
 
The only protective factor which was present in this scene was that the person had called Triple Zero (000) 
for help – help seeking is a protective factor for people in a mental health emergency.  Noting that the crew 
had been instructed to stage for police from the start of the call, the clinician attempted to make the scene as 
safe as possible for the attending crews, given the current presentation of the patient.   The MHLS Clinician 
identified this and discussed scene safety with the patient to gain an assurance that the patient would not be 
violent or aggressive to the QAS if they attended.   
 
The MHLS Clinician would have been unaware of the impact that the current operational work load would 
have on response times and may have assumed that upgrading the job would have meant a more timely 
attendance from a crew. 
 

Incident Review/: 
Background: 

A first party caller advising of suicidal intention called QAS requesting service, advising she was actively 
cutting herself with razor blades. The caller was hard to understand, believed to be significantly impaired by 
alcohol. The caller had difficulty providing her phone number and street location, {Recording 1. CALL 
230723_000Call Audio_INC 17810642 _Coomera}. 

The case was upgraded from a road speed to a lights and sirens response following review from the MHLS 
Clinician who spoke to the caller and documented the caller advised she would not be violent or aggressive 
toward paramedics. The Mental Health Clinician in the MHLS was unable to gain accurate information, and 
encourage the patient to divert her attention away from self-harm {Recording 2. CALL 00.48.55 MHLC to 

23 July 2023}. 

The Southeast Queensland Regions of the QAS were experiencing extreme hospital delays – impacting 
operational service delivery during the period of this incident. Just after the case entered the pending cue, 
the Southport Operations Centre (OpCen) Gold Coast Dispatcher placed a common call for available units, 
with 9 code 1 incidents pending in the Gold Coast Region {Recording 3. 230723_Common Call_Inc 
17810642_Coomera}. 

The first unit was dispatched 2 hours 15 minutes after the initial call and staged awaiting QPS for an hour 
before being diverted to another incident. The dispatcher acknowledged the dispatch location and advised 
QPS had been requested {Recording 6. 230723_Dispatcher confirms case details_02.59.39_inc17810642 
Coomera} 

The second unit was dispatched 4 hours 20 minutes after the initial call once QPS were responding. On their 
arrival it was identified the address was incorrect {Recording 15. 230723_601527 Gained access stand down 
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QFES_05.38.48_Inc17810642 Coomera} QPS had details of a similar aged female with the same first name 
and a similar last name living at a nearby address and attended that location {Recording 16. 230723_601527 
Address is 05.39.36_Inc17810642 Coomera.39.36_Inc17810642 Coomera} {Recording 17. 
230723_Dispatcher confirms new address_05.41.18_Inc17810642 Coomera}.  On arrival a female patient 
was located, hanging {Recording 18. 230723_601527 CCP Code 1 potential 
hanging_05.46.42_Inc17810642 Coomera} and declared deceased by the paramedics {Recording 21. 
230723_601527 Signal 4_05.47.36_Inc 17810642 Coomera}.  

Timeline: 
Saturday 22 July 2023 

20:57:00 SEQ Escalated to Extreme hospital delays by State Operations Coordination Centre (SOCC) 

Sunday 23 July 2023 

00:43:34 Call received for a female, suicidal, actively self harming – 2A – 25B03 – 
Threatening Suicide – nil units available for dispatch 

00:51:40 upgraded to a code 1C – 25B03W – Threat Suicide Weapon following review and 
recommendation of the MHLS Clinician – nil units available for dispatch 

01:04:06 Southport Operations Centre (OpCen) Emergency Medical Dispatcher (EMD) placed a 
COMMON CALL for a unit to respond – nil units available for dispatch. 

02:01:57 MHLS Clinician attempted a call back – nil answer 

02:58:26  Acute Advanced Care Paramedic (ACP) unit B601508 assigned to incident from Gold Coast 
University Hospital (GCUH) 

03:18:49 B601508 staged – nil QPS unit available at this time and nil information available 

04:21:28 B601508 was diverted to another active incident and the case was returned to the pending 
cue 

05:01:37` Acute ACP unit B601527 was assigned to the incident from GCUH and arrived at a staging 
location at 5.20 

05:24:51 B601527 and QPS arrived at the incident address provided and were initially unable to gat 
anyones attention or access – QFES were requested to assist.  

05:40:29 B601527 SITREP – MADE CONTACT WITH PERSON ON SCENE WHICH IS NOT PT - QPS HAVE PT 
AT {nearby address] 

5:46:42 arrived at the alternate address and requested CCP backup for a person hanging at this 
location.  

05:51:00 B601527 declared the patient deceased. 

 

Further Operational Information:  
The incident was a first party caller who was unable to provide specific scene detail, she was able to provide 
part of her phone number – the parts provided matched the CLI. She provided part of her address, The unit 
and the street name were correct, the street number was not. 

The pronunciation of the patients last name, by the caller, was slightly misinterpreted, so this, and the 
incorrect address meant patient could not be matched to existing QAS incident, MHLS clinical data base or 
QPS flag date. 
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• Provide relevant information to OICs to continue care for staff welfare – complete. 
• Review/reiterate SOS/OS notification requirements for staging cases – complete. 

 
Appendix of relevant documents/files: 

Incident Details 
Report   

 

IDR 17810642 
Coomera Staged Sel    

 

dARF/dCRF   

    

Clinical 
Review   

   

GC Region 
Notification          

 

Voice Logs   

  
1. CALL 

230723_000Call Aud   
2. CALL 00.48.55 

MHLC to 043455436    
3. 230723_Common 
Call_Inc 17810642_C

4. CALL 02.01.10 
MHLC to 043455436    

5. 230723_Disp 
advises crew of disp  

6. 
230723_Dispatcher c    

8. CALL 04.19.01 
MHLC to 043455436    

9. 230723_601508 
Diverted_04.21.19_In   

10. 230723_601527 
Dispatched_05.01.17   

11. 230723_601527 
Staged_05.19.28_Inc  

12. 230723_601527 
Requests Callback_0   

13. CALL 
230723_Call back to     

14. CALL 
230723_Call back to     

15. 230723_601527 
Gained access stand   

16. 230723_601527 
Address is 86 Taurus   

17. 
230723_Dispatcher c    

18. 230723_601527 
CCP Code 1 potentia   

19. 230723_601527 
Stand Down QFES g   

20. 
230723_Dispatcher a    

21. 230723_601527 
Signal 4_05.47.36_In   

22. 230723_605598 
Stood down_05.49.2   

23. 230723_601527 
Confirmed Signal 4_   

7. 230723_601508 
Staged_03.18.54_Inc 
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