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00:29 -  Operations Supervisor On Scene 
00:36 -  601445, Departed Scene for Logan Hospital with a CCP escort, the Unit proceeded lights and siren 

to hospital. 
00:41 -  601445 arrived at hospital– approximately not recorded via MDT.  
 
Comments from Operations Supervisor that attended the scene; 
On arrival the QAS to the scene the patient’s husband was said to be distraught, the crews stated that the 
Husband was annoyed and had commented that the QAS took too long to arrive. He also stated that there 
was nothing they could do for his wife. 
 
The patient’s husband was said to have been lying next to the patient and was reluctant to move  The crew 
did manage to move the husband and gain access to the patient after a short discussion and rea ura  
This interaction is said to have caused a short delay in the administration of patient care. 
 
The crews also stated to the OS that there was a discussion about the patients Perm ath rega ing its 
placement and the impact CPR would have. The crew attempted to call the consult ne for a ic  ut were 
unsuccessful.  
 
The initial crews to arrive at the scene stated that the situation was explain   the husb nd and CPR was 
commenced. 
 
The crew requested QPS Code 1 for assistance.  
 
Timeline:  
Received: 23:26hrs  
Dispatched: 23:32hrs 
On Case: 23:32hrs 
On Scene: 23:47hrs 
Cleared: 02:25hrs 
 
Review:  
On the 8th of March 2021 at proximate  19:15hrs nio  perations Supervisor (SOS), 
contacted t  discuss the ues raised in a request to the  In a 
brief phone discussion, a m ting was ar ged at residence for the following day at 3.00pm. 
 
The following issues were raise  t t s meeting; 
 

The Street Address. 

The street addr  of was correctly recorded by the call taker from the details provided by 
his was ut into the SOS GPS located in Unit 507316 to direct the SOS to the location for the 

meet g with on the 8th of March. This has highlighted that for the current QAS mapping the street 
do  not exist. The GP  egistered Underwood and then Loganlea but not 

e r uired address. 

The add s was input into the SOS phone and Google maps located the correct location. 

s located only a short distance away and is said to be the street currently undergoing a name 
change to 

At some point prior to the arrival of the QAS on the night of the call had received a text message 
from QAS questioning the street address, he did not respond as he was on the phone discussing CPR and 
first aid instructions with the QAS call taker. 

The SO  reviewed two other calls to the same address and located the comments highlighted below from CN 
13679004 on the 23.12.2020. The crew appears to have been directed by the GPS to 

 

 CN 13679004 – 23.12.2020 

Irrelevant
Irrelevant Irrelevant

Irrelevant

Irrelevant Irrelevant

Irrelevan
Irreleva

Irrelevant Irrelevant

Irrelevant
Irrel t

Irrelevant

Irrelevant
IrrelevantRTI R

ele
as

e
RTI 3320/22 

Page 107 of 535

RTI 3320/22 
Page 107 of 535



Queensland Ambulance Service: Operational Incident Reporting 
 

 
 
 
Effective From: 7 August 2020    Page 3 of 7 

 0306 - 601412 GPS GOTTEN US LOST 
 0309 - 601412 ALPHA SEEMS TO HAVE SAME GPS ERROR 

 

The length of the response time for the incident. 
Received: 23:26hrs  
On Scene: 23:47hrs 
 
Response Time – 21 Minutes. 
 
This was a busy time of the night with multiple cases pending and limited available resources, at 3:30hrs t  
OpCen Dispatcher made a common call broadcast. At 23:37hrs the CDS upgraded the response  a  and 
a second common call broadcast was made by the dispatcher at 23:40hrs. A unit from Logan Hospital (601405) 
was attached to the case at 23:42hrs and subsequently was the first QAS resource to  at the address 
just under 5 minutes later at 23:47hrs. 
 
In the conversation with the SOS, asked why a single officer or officers aiting n triag   Logan 
Hospital were not considered to be dispatched to his residence soon after his request for n ambu nce. 
 
The CPR instructions regarding the patients Permcath. 

stated he would like clarification on the instruction for him  perform CPR on his wife against his 
concerns regarding the Permcath. 
 
General Comment 

praised the professionalism of the crews that attended  addres   did not highlight any issues 
with the treatment administered to his wife.  
 
 
FSG Review of Case 
InformCAD and the Logan City Coun  line Map ng how that has cross streets of 

in Loganlea and  as a cr  street of This is where the incident was 
geolocated to in InformCAD an  f the crew rrectly us  R  to Incident’ on the MDT, they would have 
been routed to a latitude an  ongitude on t s street. 
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InformCAD - 

 

 

Logan City Council Mapping -  
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The maps in the Trapeze MDT show the streets in reverse –  has cross streets of 
 Loganlea and  has a cross street of in the MDT). This map 

requires updating to match the Logan City Council Data, but despite this incorrect spatial data, if ‘Route to 
Incident’ was used, the crew should have been routed to what is believed to be the correct location off 

 It is the understanding of FSG it would not be standard practice to manually input the address 
into the MDT GPS. 
 

  

The iPad mapping (not to be used by paramedics) shows the street off  is called both
 and
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Significant Incident Review Template Version 1.0 July 2020 

 
 

Gold Coast Local Ambulance Service Network 
 

Authority:  
By authority of A/Assistant Commissioner Chris Draper – General Manager Gold Coast LASN 

Executive Summary:  
At 9:24pm on Saturday 27 February 2021, Queensland Ambulance received a quest or se  at 

Reedy Creek. The call was for a  female, who reported had fa en from  bed. The 
request for service was received at the Brisbane Operations Centre.  

Case number 13957296 was created and coded as a 2C response as er MPDS determinants. 

The Gold Coast Local Ambulance Service Network (GCL SN) had een xperien ng high demand with 
delays at both Gold Coast public hospitals. As result of those d ys this e was plac d in the pending queue 
until a paramedic acute unit became available. 

The initial Triple Zero call was received in the Brisbane OpCen at 9.2 m with call taking complete within four 
minutes. The Southport OpCen CDS conducted a ca  back a st one urs after the initial call and advised 
of delays. The caller rang back on triple zero at .02pm t  update th  OpCen with changes in patients 
condition. The EMD further advised of delays. Jus  after m dnigh  he Southport CDS upgraded the incident 
from a 2C to a code 2A response. At  this time  he risbane PCen received another call back from the 
caller and the EMd advised of d ys. Jus  efore 1  3.5hour  after the initial call, the Southport OpCen 
CDS conducted a call back an  gained furth  informati   pgraded the incident to a 1C response. 

The first unit assigned to t  incident, wa  at 12 39 am – being a single officer ACP, however this unit was 
diverted to a higher priority i dent at 2.51am   upgraded toa code 1 response an acute paramedic 
crew was attached to the case d ponded. On scene, the crew advised they suspected the patient was 
suffering from a suspected stroke  transported to GCUH code 1 for stroke referral.  

The patient w s declared deceased  Gold Coast University Hospital on the 5 March 2021. 

Initially an IAR w  completed – SIR initiated due to patient outcome. 

Terms of Referen e: 
T s view will investigat  l aspects of ambulance response to incident 13957296. 
The re w will examine amb ance operations prior to, during and following the response.  
This revie  will include all requirements outlined in the Operational Incident Review Process. 

LASN Clini l Incident Summary Report: 
GC LASN Clinical Education completed a clinical review of this case.  

Summary of Report: Nil clinical concerns identified. 

State OpCen ProQA: 
A detailed review of all calls as placed into State OpCen were reviewed. Details of the reports attached. 
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Summary: There were moderate and minor deviations with the call taking process, however initial coding, 
based on the information obtained during the initial call was correct.   

During the third call back, there was some change of condition provided that should have resulted in 
reactivation of ProQA and may have resulted in recoding at that time. 

It was information gathered by the Second CDS call back, that prompted the CDS to upgrade the incident to 
a code 1 response. 

Incident Review/Investigation: 
Scope:  

The review considered the QAS information provided to the OpCen to generate the response le  or this 
incident as well as resource allocation and response. The first unit on scene was dispatch  from Gold Coast 
University Hospital and arrived on scene 3 hours and 40minutes after the initial call.  

Background:  

The call was placed at 2.26pm by the patient’s husband advising his wife has falle  of the b d onto the 
floor and was unable to get up. This incident was coded as a 2C and was p ing due t  workloa .   

The Southport OpCen CDS rang to advise of delays and noted the h band ad sed the patient was stil on 
the floor, when asked if she was injured he stated “… no sh  has hip p n…” a  this w s recorded in the IDR. 

Over the next couple of hours the caller rang back twice and ad ed that  had start  vomiting, she became 
dizzy and she was difficult to wake, and she was not making sen  when aking    

The first unit was dispatched at 3hours after the initial call howeve  was diverted to a higher priority case.  
During the second CDS call back, the CDS identifi d infor tion th  the patient had an altered level of 
consciousness and upgraded the incident to a code  respon .   

An ACP acute unit was dispatched a  rrived on cen  at 1.04a , 3 hours and 40 minutes after the initial 
call. This unit provided a sitrep vising he pati  was susp cted of experiencing a stroke and were 
completing a referral process th ough the oke refe  line  T e patient was transferred to GCUH code 1 
and the patient arrived at 1.3 m.   

The QAS was advised this p ent never  d passed away on the 5 March 2021. 

 

Timeline:  

21:24:08 hone pickup 
21:24:0  1  Keystroke 
21:2 24 EMD D 5JESCOO created an incident as MPDS Determinant of 17-A-04 (Falls) 

(PUBLI  ASSISTANCE (no injuries and no priority symptoms) Suffix; G (On the 
ground or or) with problem description “FALLEN FROM BED” which is a 
QAS Code 2C (QAS Non-Lights and Sirens) response. 

21:26:24 Incident entered the In-Waiting Queue (2min 16 sec) 
21:27:19 MD ID 5JESCOO entered a comment, “EIDS Tool Utilised CALLER 

ANSWERED NO TO ALL QUESTIONS” 
21:29:08 EMD ID 5JESCOO entered a comment, “DIALYSIS PT” 
21:29:12 EMD ID 5JESCOO entered a comment, “NIL INJS JUST STUCK ON FLOOR” 
22:2  CDS ID 6PHIGAD entered a comment; “CDS CALLBACK - PT IS STILL ON 

THE FLOOR C/O HIP PAIN - CONSCIOUSAND ALERT - ADVISED OF 
DELAYS DUE TO WORKLOAD AND TOCALLBACK IF REQUIRED” [sic] 

23:02:47 EMD ID 6TANWAL appended a duplicate call to the incident 

Irrelevant

RTI R
ele

as
e

RTI 3320/22 
Page 126 of 535

RTI 3320/22 
Page 126 of 535



Queensland Ambulance Service: Operational Incident Reporting 
 

 
 
 Effective From: July 2020    Page 3 of 5 

23:03:20 EMD ID 6TANWAL entered a comment; “PT NOW VOMMITING DIZZY & 
HEADACHE” 

23:03:58 EMD ID 6TANWAL entered a comment; “I APOLOGISED FOR DELAY DUE 
TO WORKLOAD” 

00:05:13 CDS ID 6AMAKUH changed the priority from Code 2C to a Code 2A 
00:05:23 CDS ID 6AMAKUH entered a comment; “CDS UG ELDERLY PT STILL ON 

FLOOR” 
00:07:02 EMD ID 5LACWEA appended a duplicate call to the incident 
00:07:02 EMD ID 5LACWEA entered a comment; “FURTHER CALL - ADV OF 

DELAYS” 
00:39:34 B601523 Assigned  
00:39:39 B601523 EnRoute  
00:51:15 B601523 Cancelled EnRoute (Diverted to Higher Priority) 
00:54:40 CDS ID 6AMAKUH entered a comment; “CDS CALLBAC  - PT RY 

RETCHING, PT NOT MAKING ANY SENSE.LANGUAGE BARRIER. UG 
?ALOC” 

00:54:44 CDS ID 6AMAKUH changed the priority from C de 2A to  Code  
00:54:56 CDS ID 6AMAKUH entered a comment; “CDS G ?ALOC” 
00:56:10 B601508 Assigned  
00:56:16 B601508 EnRoute 
01:04:32 B601508 Arrived 
01:19:43 CDS ID 6PHIGAD sent a pager mes  to 6015 8 “#: CDS instruction - Unless 

confirmed as clinically unsuitab e via R io, pro ed to GCHRB” 
01:23:49 EMD ID 6CHEDAV entered a tuation Repo t (SITREP); “601508 

SUSPECTED STR KE - DO NG REFERRAL AND Tx SHORTLY” [sic] 
01:26:37 601508 departe  cene f  Gold C st Unive ity Hospital (Code 1) 
01:34:37 601508 arriv  at Gold C ast Univer  ospital 
 

Review:  

A comprehensive review of the ca  s currently under way. 

The following re the findings of this re w thus far 

 OpCen view 
o Du g the initial call, only 2 Moderate deviations and 1 Minor deviation was identified. The 

Codin  and response was appropriate based on the information provided.   
o Through e Special review, there were no concerns noted in the first CDS call back 
o The review entified there were new details provided in the first call back, but these were 

deemed not gnificant enough to warrant recoding through ProQA, however the EMD did 
not advise the patient to call back on triple zero if conditions changed. It was during this call 
the information that the patient had been on the ground for some time was documented.  

e CDS would use this information to upgrade the incident from a 2C to a 2A -  an hour late 
d  to patient being on the floor.   

o The review showed that during the third call back, significant changes to the patient were 
presented by the caller and ProQA should have be reapplied. This may have resulted in a 
change in the incident coding at that time.  The EMD also did not advise the caller to call 
back on triple zero if conditions changed. 

o The CDS call back the CDS and caller discussed the patients verbal ability and proceeding 
symptoms.  Although the CDS does not advise the caller to call back if conditions changes, 
she did at this time upgrade the incident to code 1 response.  
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Significant Incident Review Template Version 1.0 July 2020 
 
 

Sunshine Coast Local Ambulance Service Network 
 

Authority:  
By authority of Sunshine Coast Assistant Commissioner (AC), Mr Paul Shaw, in ompliance with 
LASN directive 08-15, this review was completed by Senior Operations Supe isor ( OS) Da ll  
Williams.  

 

Executive Summary:  
At 12:00 on the 10th April 2021 Queensland Ambulance Service QAS) r ceived a request to attend 
a male patient who had fallen on Mt Ngungun.  
 
The incident was categorised through the Medical Priority spatch stem (MPDS) as a 17D03P; 
extreme fall; code 1B; Incident Detailed Report (IDR) 141387   
 
QAS responded with Queensland Fire and Re ue (QFES), Quee land Police Service (QPS) and 
the State Emergency Services (SES) to an male who had fallen forty (40) 
metres on Mt Ngungun.  
 
Maroochydore Operations C ntre (MOC  dispatche   ollowing resources: 

 One (1) Critical C e Paramedi  (CCP) 
 One (1) single offic  Advan   medic (ACP)  
 One (1) ACP crew  
 One (1) Senior Operatio  Supervisor (SOS) for scene coordination   
 The Clinical Deployment S ervisor (CDS) consulted with Retrieval Services Queensland 

(RSQ  nd R500 was dispatc d  
 

QFES  SES and Q S ascended the mountain and located the patient approximately 300 metres up 
Mt Ngungun off the m in walking track.  
 

atien  ars of age was declared deceased at scene.  
 

Terms of R ference: 
This review will investigate all aspects of the ambulance response to incident 14138772. 
This review will include all requirements outlined in the Operational Incident Review Process. 
 

LASN Clinical Incident Summary Report: 
A Digital Ambulance Report Form was completed by attending officers. Nil deviation from normal 
clinical practices was identified.  
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Due to the nature of the incident a clinical review Evaluating Clinical Improvement and Patient Safety 
(ECLIPSE) audit has been requested.  

ECLIPSE audit completed, minor documentation errors identified, no further clinical follow-up 
required.  

Incident Review/Investigation: 
The Senior Operations Supervisor conducted a review of all available documentation and re ords 
post incident.  
 
Unit activity for the Sunshine Coast LASN has been reviewed. The initial units dispatch d w  in 
accordance with State Operations Centre (OpCen) Standard Operating Procedure (SOP) SOP02, 
Dispatching of Ambulance Resources 

 The closest available units were dispatched from Beerwah 461882, 50 375 fro  Caboolture, 
and SOS 407707 from Birtinya QAS 

 A406808 solo CCP was dispatched and responding from Birtinya QAS 
 CDS consulted with RSQ, R500 assigned   

 
Background 
Queensland Ambulance Service received a reques  to att  an m who had fallen 
approximately 40 metres while allegedly free climbing on M  Ngung   
 
The incident was witnessed by several bystande  an  apture  n drone footage; which was later 
handed over to QPS.   
 
QAS resources dispatched to this dent:  

B501375  Caboolture  
B461882  – responded solo, later teamed at scene with                  

off r
A406808 
S407707 
8500  
 

Chronology 
Below  a chrono ical sequence of events: 

12 0 Incident WiQ t  ttend male fallen 40 metres on Mt Ngungun 

12:11 461882 solo offic  arrived at scene  

12:45 solo fficer ‘at patient’  

12:45 R500 o head, attempting winch down of flight crew 

12:46 B461882 CPR in progress  

6 B461882 nil output for 10 minutes  

13:05 Declared life extinct  
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Significant Incident Review Template Version 1.0 July 2020 
 
 

Sunshine Coast Local Ambulance Service Network 
 

Authority:  
By authority of Sunshine Coast Assistant Commissioner (AC), Mr Stephen Gou h  in compliance 
with LASN directive 08-15, this review was completed by Senior Operatio s Sup visor (SOS  
Danielle Williams.  

 

Executive Summary:  
At 13:28 on the 17th April 2021, a ‘000’ call was received at t e Brisb ne Operations Centre for 
Queensland Ambulance Service (QAS) to attend a ma  patient volv d in a s gle vehicle accident.  
 
The incident was categorised through the Medical Priority Dispatc  Syste  (MPDS) as a 29B01; 
Road Traffic Crash (RTC), with injuries; code 1C; Incident De iled Report (IDR) 14169113.  
 
QAS responded with Queensland Fire and Re cue (QF S) and Q eensland Police Service (QPS) 
to a male who had fallen from a m orcyc  and ay have fractured his arm.  
 
Based on the information p vided t  Maro hydore Operations Centre dispatched one (1) 
Advance Care Paramedic ( CP) crew.  
 
At 13:45 a second ‘000’ l was re   M roochydore Operations Centre (MOC), the caller 
advised that the patient is no  ler  grunting and not speaking at all.  
 
A m patient was transported  the Maroochydore Airport, intubated by the Flight Critical Care 
Paramedic ( CCP) and Doctor and wn to the Royal Brisbane Hospital for ongoing treatment.  
 

Term  of Refere e: 
T  eview will investig e all aspects of the ambulance response to incident 14169113. 
This r ew will include all quirements outlined in the Operational Incident Review Process. 
 

LASN Clini l Incident Summary Report: 
At the time of the report an eARF was not available.  

Due to the nature of the incident a clinical review Evaluating Clinical Improvement and Patient Safety 
( E) audit has been requested.  
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Incident Review/Investigation: 
The Senior Operations Supervisor conducted a review of all available documentation and records 
post incident.  
 
Unit activity for the Sunshine Coast LASN has been reviewed. The initial unit dispatched was in 
accordance with State Operations Centre (OpCen) Standard Operating Procedure (SOP) SOP02, 
Dispatching of Ambulance Resources: 

 The closest available unit B401772 was dispatched from the Bruce Highway on ra p 

Issues identified: 

 13:45 second ‘000’ call received advising change in patient condition, it is to be determined 
if the Clinical Deployment Supervisor (CDS) or the Operations Centre Su ervi r (OCS) were 
notified 

 ‘000’ calls to be interrogated to determine if the Emergency Medic  Dispa her MD) re-
triaged the second ‘000’ through ProQA as per SOP01.18  

 Audio files requested to verify chronology and Situation Report  (SitReps  

WAV file verification is required for all communication in relation o this in dent.  

 

Background 
Queensland Ambulance Service received a request to atten  a m who had fallen from a 
motorcycle.  
 
QAS resources dispatched to this incident: 

B401772  ) 
A406786  
A406801  
   

Chronology 
Below is a chronological sequen  of events: 

13:32 Incide  WiQ single motorcy e accident, m (later verified as m), conscious 
breathin  possible fractured arm  

13:3  B401772 dis tched and responding (CAD ETA 15:15)  

:4  Call back from s e ‘patient now not alert, grunting, not speaking at all’  

13:48 B 01772 arrived at scene  

14:00 SR 4 772 – high speed off motorbike, tachy 150-100 

13:52 A406786 dispatched  

14:08 A406786 at scene  

14:13 406786 SR > m agitated, clammy, unequal pupils, high mechanism, request medical 
crew from airport  

14:14 CDS contacted RSQ to advise of road tasking  
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Significant Incident Review Template Version 1.0 July 2020 
 
 

Sunshine Coast Local Ambulance Service Network 
 

Authority:  
By authority of Sunshine Coast Assistant Commissioner (AC), Mr Paul Shaw, in ompliance with 
LASN directive 08-15, this review was completed by Acting/Senior Operation  Supe sor (A/SOS  
Nick Haug.  

 

Executive Summary:  
At 15:21 on the 25th April 2021 Queensland Ambulance Service QAS) r ceived a request to attend 
4 people in the water off beach access 201, Point Car wright.  
 
The incident was categorised through the Medical Priority Dispatc  Syste  (MPDS) as a 14E02; 
Drown Underwater Non-Specialised; code 1A; Incident Detail d Report (IDR) 14202991.  
 
QAS responded with Surf Lifesaving Queensla d (SLSQ  and Que nsland Police Service (QPS) to 
4 patients that had been caught struggling in w er off each ccess 201 Point Cartwright . 1  
was situated on beach whilst 3 were re cu d by SL Q via surf ski and jetski. One 28 Y/O 

 was in Cardiac Arrest an  treated   
 
Maroochydore Operation  Centre (MO ) dispatched the following resources: 

 One (1) Critical Ca  Parame  (  d) 
 One (1) Critical Care ra edic crew (CCP)  
 One (1) Advanced Care aramedic crew (ACP) 
 One (1) Operations Super or (OS) for scene coordination   

 
SLSQ, QAS an  QPS rescued, assessed and treated patients located at Beach access 201.  
 
Pati nt  was successfully resuscitated on scene and transported to 
S ine Coast Univer y Hospital (SCUH) Hot. 
Two  were tra ported as a precaution to SCUH Cold  
 

Terms of R ference: 
This review will investigate all aspects of the ambulance response to incident 14202991. 
This review will include all requirements outlined in the Operational Incident Review Process. 
 

LASN Clinical Incident Summary Report: 
A Digital Ambulance Report Form was completed by attending officers. Nil deviation from normal 
clinical practices was identified.  
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Due to the nature of the incident a clinical review Evaluating Clinical Improvement and Patient Safety 
(ECLIPSE) audit has been requested.  

ECLIPSE audit completed, minor documentation errors identified, no further clinical follow-up 
required.  

Incident Review/Investigation: 
The Senior Operations Supervisor conducted a review of all available documentation and re ords 
post incident.  
 
Unit activity for the Sunshine Coast LASN has been reviewed. The initial units dispatch d w  in 
accordance with State Operations Centre (OpCen) Standard Operating Procedure (SOP) SOP02, 
Dispatching of Ambulance Resources 

 The closest available units were dispatched from Sippy Downs B4 1827, 6786 from 
Maroochydore, and OS A406891 from Birtinya (SCUH) 

 A401775 second CCP was dispatched and responding from Birtinya (SCUH) 

 
Background 
Queensland Ambulance Service received a request to ttend 4 p ople n the w er off Beach Access 
201 while allegedly caught in rip off Point Cartwright.  
 
QAS resources dispatched to this incident:  

B401827 – Maroochydore  
A406786  Maro hydore 
A401775  – Caloundra 
A406891   
 

Chronology 
Below is a chronological s uence  event  

15:20 Incident WiQ to attend ultiple patients struggling in water off Beach access 201 Point 
Cartwright. 

15:24 CDS  called SL Q Comms who responded as unpatrolled beach.  

15:30 401827 d A406786 crews arrived at scene 

15   401827 Sitrep  Pt in water / 2 on beach  

15:31 PR Commenced n  reported on 4786 EARF  

15:36 A4 891 Sitrep, Resus on Pt, 2 more Pt from water 

15:52 A40689  Sitrep ROSC achieved   

16:09 B401827 with A406786 (CCP) departed code 1 SCUH  

12 A401775 departed Code 2 SCUH with 2 Patients 

16:23 B401827 arrived at SCUH 

16:29  A401775 arrived at SCUH  
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