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06:00:42 - ial Triple Zero call wa  received from Telstra and actioned by a Brisbane EMD, an 
inc ent has b n created INC 13719511, and when it populated the WIQ is was appended to INC 

719510 
01:52 - Southpor  MD received a 2nd Triple Zero call, she created the 

inci nt INC 13719510  The incident was coded correctly as a 09E01 with a priority 1A 
respon   Unfortunately, as she commenced providing CPR instructions, the call has dropped out, 
and she w  unable to make further contact with the caller 
06:07:14 - A d Triple Zero call was received and actioned by a Brisbane EMD, and appended to INC 
13719510 

 
I have att d both IDRs and the audio file of the call received by the Southport EMD, I’m unable to 
complete a QA review, however based on the audio prior to the call dropping out, nil issues have been 
identified, and the EMD was following the correct pathway, and processing the call appropriately.  
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QPS advise they are happy for QAS to clear and will locate if body located.RTI R
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 Effective From: July 2020    Page 2 of 4 

LASN Clinical Incident Summary Report: 
eARF has not been completed by the responding crew.  

GCLASN SOS has requested the crew complete an eARF or send email to GCLASN SOS as there were 
several conversations and consults with HARU Adams and Dr Rashford which need to be documented and 
considered as part of this review. 

State OpCen ProQA: 
Outline of report (the LASN Manager must request this from the Assistant Commissioner State Operations 
Centre (OpCens) as early as possible following the incident). 

There are several phone calls and radio transmissions between the OPCEN, responding crew, nursing home 
and Dr Rashford which need to be considered as part of this review. 

Incident Review/Investigation: 
Scope: 

The review considered the QAS resource and response. 

The response was coded as a MATA 3 (Code 2A) based on available nformat n supplied by the registered 
nurse at the nursing home. Numerous call backs were com leted by  CD  and ca  aker due to GCLASN 
demand, some of these call backs were unanswered by the N  mess e  left with rsing home to contact 
if anything changes. 

Resource allocation:  
 B 601318 was dispatched from Bigga  Wa  

Other available resources 

 A 606692 was avai  d not re on ed, close  resource according to CAD recommend. 
Unit was located  Burleig  Heads S on (two b cks from scene); consideration could have 
been given fo  nitial asses ent consid  ngth of time in pending queue. 

Workload 

The Gold Coast Local Amb n  Service Network (GCLASN) at the time of the incident was 
experiencing both and increased mand for service as well as delays at both Gold Coast Hospitals, both 
facilities were on level 3 escalations  bed blocking of a mixture of COVID and medical patients. There was 
active assess ent of OLI suitable patie  at both facilities during this time.  

There w re 15 P ding Code 2 cases, 2-hour delays at Gold Coast University Hospital (Level 3 escalation), 
2-hour elays at Ro a Hospital (Level 3 escalation), 20 Off load Immediately (OLI) completed between both 
GCU  and GCHRB. M ro South LASN supported GCLASN by providing 3 x Acute resources to assist with 
in sing demand. 

OPCEN itiated Call back 

A review of  Incident Detail Report (IDR) revealed a total of 4 call backs, initial call to first call back 38mins, 
first call back t  econd call back 1hr 3mins. Call from RN at nursing home patient deceased at 09:23pm. A 
further 2 call bac  were one by CDS to obtain further information from RN regarding patient history. 

Background: 

 ld Coast LASN has been experiencing extreme workload throughout the day and into the evening, 
infrequent surges into hospitals resulted in building delays which load share was managed appropriately by 
the GCLASN PACH.  

The Metro South LASN had been assisting the GCLASN throughout the day and evening with resources to 
assist to meet increasing community demand. RTI R
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The GCLASN OS and SOS were located at both hospitals initiating OLI to reduce delays at hospital and 
attempt to returning vehicles to service in a timely manner. 

 Timeline: a clear timeline of events of the OIRR from receipt of the Triple Zero (000) call; 
 
07:22pm – request for service received Brisbane OPCEN. 
07:23pm – CASE NOTE – Dx chest pain and lung issue – Destination John Flynn Hospital. 
07:24pm – CASE NOTE – Patient female. 
07:25pm – CASE NOTE – Patient located in F Wing. 
08:00pm – CASE NOTE – CDS Call back – Caller attempts to transfer call to RN on multiple ccasions 

– caller will pass message t RN regarding delays and to call b ck with an  
changes to patient condition. 

09:03hrs – CASE NOTE – EMD call back to nursing home, nil changes with patient condit  
advised further delays and may still be some time be  we get there 
and to call back 000 if anything at all changes with atient ndition  
require EMD to conduct call back) 

09:23pm – 2nd request for service received by nursing home advised pati t dece sed, S 
services not required. 

09:24pm – CASE NOTE – As per JU RN on scene 55070800. 
09:34pm – CASE NOTE – CDS call back to RN – Patient has d ong g che  pai  and SOB on 

excretion for 3/7 on a background  IHD an  ther cardiac concerns, GP 
assessed patient this a ernoon an  hen r ueste  RN to contact QAS for 
referral to cardiologist a  categor  3 w s the req ested coding – patient 

passed away 
peacefully – nil resuscitation s attem d b  anyone on scene – QAS 
required for ROLE form and RN l speak to Dr about issuing Dr Certificate 
– SOS notified. 

09:38pm – B 601318 Dispatched. 
09:42pm – CASE NOTE - CDS spoke to R - Dr ha  been ontacted will issue death certificate – QAS 

advi ed Rn will tend o issue OLE form and will leave patient in care of 
ursin  ome an  mily to ar nge undertaker. 

09:44pm – B 601318 re ponding. 
10:13pm – B 601318 ase comple d. 
10:13pm – CASE N TE -  CDS in ally requested crew to attend due to patient being in care, to assist 

fam  n s   to leave role form with nursing home as per CPG – 
c w contacted consult line regarding case and medical director advised 

DS ROLE form not required – CDS call to RN to confirm they are happy 
t  manage process with family and death certificate and that QAS not 
req d. 

 
 view: a mprehensive investigation of the OIRR, including findings as to why the incident had 

occurred, ou mes of the OIRR, and what actions are recommended to ensure that the incident 
does not reocc   
 

 utcomes: describe tcomes and impacts of the OIRR;  
 
 

 Post O R actions: detail any actions taken at the LASN level since the OIRR occurred (including 
but not lim d to Priority One access and post incident debrief). 

 

 

Review Recommendations: 
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Incident Review/Investigation: 
 Scope:  

To investigate and collate information surrounding a Geo-verification error following a Triple Zero (000) 
emergency call request for QAS service.  The review considered the call taking component of the 
ambulance response to this incident.  

 Background: a comprehensive background to the OIRR; 
o On Saturday 23 January 2021 at 16:09:42hrs Rockhampton Operations Centre rec ed a 

Triple Zero call requesting assistance. male, lying on the couch – no  
responding or breathing  

o Incident 13804825 - 1A, 09E01 
o Correct address:  

 Oxenford QLD 
o Incident incorrectly geoverified to address: 

 
o OpCen Staff 

 Call Taker -
 OpCen Supervisor - OCS Ed Moorhouse  

 
 Timeline:  

o 16:09:42 Triple Zero call received a  ockhamp n O erations entre 
o 16:11:22 Incident presented in queue  dispatc   
o 16:11:38 Taroom unit B3186 assigned in dent 
o 16:13:20 1st unit enroute to scene –
o 16:15:27 1st unit advises “having i  ith GPS nal”; EMD call taker reviews address  
o 16:17:58 1st unit arrived on s ne 
o 16:18:26 1st unit advises “larg  dog at g , occupant informed officer not to enter gate” 
o 16:18:36  EMD Call Taker cor ts th  cident dress 
o 16:18:50  EMD  ker advi d patcher in orrect address – in Oxenford not Taroom  
o 16:20:33 S uthport it’s B60 01 & A60 515 dispatched to incident 
o 16:20:47  Unit B60130  enroute  
o 16:22:48  Unit A6065  enroute 
o 16:26:22  Unit B601 1 o  scene 
o 16:29:20  Sitrep ided fr  01 “CPR in progress, 1 shock delivered” 
o 16:34:06  nit 06515 on scene 
o 17:10:53  S p provided from B601593 “signal 4 QPS required” 

 
 Review:  

o MD Call Taker error on l Geo-verification processes 
 

 Outcomes:  
o Call w  eviewed by the Duty OCS and identified issues with the call taking Geo-verification 

processin  f the Triple Zero call. 
o Informant w  the patient’s wife, language barrier.  
o Informant left scene to seek assistance from neighbours; upon returning to scene 

commencing CPR 
o The OCS has discussed the incident with EMD who was apologetic and upset with 

 actions.  EMD identified that when geo-verification occurred with the incident, she 
misread the locality of Taroona CCT. 

o EMD  expressed her intention to ensure all further calls are geo-verified correctly and 
upset her actions have caused this delayed response – see review recommendations below.  

o The Gold Coast LASN Senior Operations Supervisor was notified and attended the scene.  
Apology provided to the family on the delayed response.  Family was very grateful of efforts 
made by QAS. 
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LASN Clinical Incident Summary Report: 

Brief Case overview:   

attended by ACP crew – requested LARU / MH Co Responder for MH issues. 

Pt attended by Officer Stewart and MH CR – Pt left in own care with MH referral and discharge advice 
provided.  

Thorough medical and MH assessment by QAS and MH CR provider.  

Complete documentation provided by both.  

Subsequently patient committed suicide a few days later Incident 13817112 

 

Case review:      

This case was noted because of the suicide by the patient post initial ntact. O e note   LARU officer 
and MH CR escalated through channels. Documentation was appr priate a d relevant to the discharge 
decision. Appropriate referral provided and expertise in thi  rea delive d by he MH R. QAS delivered care 
appears within standard scope of practice and within guidelin  / SOP  xpected re delivery.  

 

Outcome Summary and Recommendations: 

For review by Director MH QAS – this has occurred hrough andard escalation to QAS MD. 

Support for providers to provide feedb  on skills d a ions pro ded should be actioned.  

 

State OpCen ProQA: 
Outline of report (the LASN Man e  ust request this from the Assistant Commissioner State Operations 
Centre (OpCens) as early as poss  following the incident). 

 

 

The t  separate inc nts need to be considered during the audit process, the first being IDR 13796521 a 
me al health assessm  on the 21st January 2021 which all the patient notes will be logged with Gold 

a  ospital mental hea  Co-responder. 

The sec  being IDR 13817112 on the 26th January 2021 whereby after threatening suicide the patient fell 
from the ba ny of her floor apartment resulting in the patient suffering a traumatic cardiac arrest and 
subsequently ng declared signal 4 on scene.  
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Incident Review/Investigation: 
Scope:  

o Gold Coast reviewed the response, case 13817112 was initially coded 2A – 25B03 as per available 
data for attempting /threatening suicide before CDS review and upgrade to 1A 25D06 as per 
available data for suicide jumped now. This was correctly coded. 
 

o Gold Coast reviewed the response, case 13796521 was correctly coded as a 2A determinant 32B03 
/ UNK STAT UNKN PROB.  A Mental Health Co-responder was attached and carri  out an 
assessment on site and put in place an action plan, this action plan will need to be revi wed via Dr 
Rashford’s office. 
 

Case 13817112 – 2A – 26th January 2021 

 Background:  

o ICEMS incident 70-year-old female threatening suicide. 
o Case upgraded to 1A Patient witnessed to fall from balcony  
o Patient located ground level on pathway. 
o Patient assessed by QAS to be in traumatic cardiac ar st. 
o Resuscitation attempts on scene. 
o Patient declared deceased on scene.  

 
 

 Timeline:  
o 1st key stroke:  18:56 
o In waiting queue: 18:58 
o Upgraded to 1A:             19:04 
o Assigned 1st unit: 19:04   
o Enroute 1st unit:  05   
o At scene 1st Un  19  
o Deceased:  19  

 

 18:56:15 Patie  calls QPS states she wants to go floors below (Not happy 
with her life)  

 18:58:15  Incid  priority change from ICEMS to 2A due to patient’s condition. 
(Threatening suicide) 

 18 8:15  Incident in pending queue  

 18:58:  Nil answer on QAS call back to patient. 

 19:01:08  From QPS QAS attended 21/1/21 

 19:02:52  Duplicate call appended to incident  

 9:02:53  17B02 fallen from building 

 19:03:06            CDS review of incident priority 

 19:03:22            Dispatch page sent to 601586 

 19:03:35 QPS enroute 

 19:04:06 Incident priority change from 2A to 1A due to patient’s condition. 

 19:04:42 Dispatch page sent to 601558 
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 19:05:16 Dispatch page sent to 606853 

 19:05:29 Dispatch page sent to 607843 

 19:08:23            ICEMS response > POL-Q on scene 

 19:10:18 Sit rep from 601558 patient is in traumatic arrest keep HARU coming. 

 19:28:40            Sit rep from 607843 Patient signal 4 QPS on scene.  

  

 Review:  
o Alpha unit on scene 7 minutes after case upgraded to 1A 
o HARU, Bravo unit and OS dispatched  
o Acting SOS aware of incident 

 
 

 Outcomes:  
o The patient was declared deceased at the scene and left with police for ensic 

investigation  

 
 Post OIRR actions:  

 Peer Support to contact QAS officers  
 
 
 
Case 13796521 – 2A – 21st January 2021 

 Background:  
o QAS called for servi    male we re check. Patient had not presented for 

work and was un le to be ontacte  History of Mental health and ETOH abuse. 
o QAS response  ACP crew; H Co-resp d  
o Co-respond  attended the atient completing an extensive on-site assessment and an 

action plan as put in pl  
 

 Timeline:  
o 1st key stroke:  13:54:26 
o In waiting queue: 13:57:02 
o Assigned 1st unit: :58:11   
o route 1st unit:  13:58:19   
o At ne 1st Unit: 14:19:28 
o Delay  available:          15:38:21 

 
o Assigned M  Co-responder    14:48:43 
o Enroute MH o-responder      14:48:47 

 At scene MH Co-responder     15:11:45 
 Delayed Available            16:37:54  

 

 13:54:26  Call from work colleague requesting welfare check for      
 Patient not presented to work, unable to be contacted. Caller spoke to patient’s 

son who reported patient is very depressed. 
 14:45:20  Sit rep from 601306 patient stable, denies suicidal ideation but is showing 

signs of depression. 
 16:26:33 From 608568 (MH Co-responder) Pt left at home with referral to GP for 

Mental Health Plan.  
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Significant Incident Review Template Version 1.0 July 2020 

 
 

Gold Coast Local Ambulance Service Network 
 

Authority:  
By authority of Acting Assistant Commissioner, Gold Coast Service Network. 

Executive Summary:  
At 17:09 on Friday 28 January 2021, The Queensland Ambulance Service (QAS) eceive  a quest for 
attendance Case #13825748 at Upper Coomera QLD 4209. The reque  was elate   a 
old male complaining of chest pain. The case was coded as a 10D04 – Code 1C resp nse. 

An ambulance was dispatched at 17:12:01 but was cancelled at 17:12 6 with e can l ti n reason of 
“App Changed”. Another ambulance with a single paramedic was dis atched  17:13:30 and an ambulance 
with two paramedics was dispatched at 17:14:32. The am lance wa  a si gle par medic was cancelled off 
case with the cancelation reason of “Vehicle Change”. 

The Southport Operations Centre received a duplicate call from t  addre   7:32:03 stating that the 
patient was now unconscious, not breathing and CPR wa  in progr  No call backs had been conducted 
prior to this duplicate call.  

The case was upgraded to a 09D01 – 1A response   A Lo l-are  Assessment and Referral Unit (LARU) 
and Critical Care Paramedic (CCP) w  patche  o ase to a st. The Acting Senior Operations 
Supervisor (A/SOS) was made aw e of cas  and wa  urther at ached to case. 

On QAS arrival, cardiac arrest as confirme  by crew and return of spontaneous circulation (ROSC) was 
achieved shortly after. A High uity Resp  it (HARU) was also requested by CCP on scene to assist.  
They were delayed on scene wh  an RSI was compl ted before departing code 1 to GCUH with CCP and 
HARU on board. 

A/SOS spoke to the family on scene du g the case and reassured family about QAS response and 
treatment patient s getting.  Family wer  appy and appreciative towards QAS throughout. 

The Gold C ast Local mbulance Service Network (GCLASN) had been experiencing extreme pressure 
from community demand  is resulted in a pending workload at the time of this case and extensive hospital 
delay   both GCHHS hosp als.  

 8 P ding Cases.  
 2-hour lays at Gold Coast University Hospital with 96 QAS presentations until time of case.  
 Minimal d ys at Robina Hospital with 43 QAS presentation until time of case.   
 4 Off load Im ediately (OLI) completed at GCUH prior to incident.  

T ms of Reference: 
This rev  ll investigate all aspects of ambulance response to incident 13825748. 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. 

 

LASN Clinical Incident Summary Report: 
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The Clinical Review noted a well-managed and documented case, no further action required. 

OpCen Review: 
Between 1700 – 1740, the Gold Coast Dispatcher received 10 code one incidents plus 2A incidents.  The 
dispatcher was common calling for units for several incidents.  There were radio transmission every 3-4 
seconds cuffing this period. 
 
17:09     Call received for male with chest pain.  The caller was a first party caller stating he h d 
serious chest pains and is having problems.  The call-taker appropriately coded the incident. 
17:10     Case in queue. 
17:11     The dispatcher ‘common called’ over the radio for any units for the code one in Labra or  
17:11     The call-taker disconnect the call 
17:12     Unit 601536 dispatched then removed – the officer advised their partner was still com g 
paperwork, the dispatcher stated to the crew that they had not responded to previous gers (re their statu  
at hospital) 
17:13     The dispatcher ‘common called’ over the radio for any units for the code ne in U p  Coomera 
17:13     Unit 601562 single officer dispatched. The dispatcher advised they were he on  reso e and she 
was searching for back up.   
17:14     Unit 601588 advised they were available and dispatched, from Pi d ra Hosp al 
17:15     Unit 601588 En route. 
17:15     Unit 601562 was diverted to a code 1C in Labrador as the c sest un .  
17:31     Second Call  
17:32     Priority change from a 1C to a 1A. 
17:32     Notify “CPR IN PROGRESS” 
17:32     Recommend used 606515 closest Alpha dispatched.  
17:33     Unit 606515 responding from Southport statio  
17:34     Unit 601588 On Scene. 
17:36     Unit 601588 SITREP- CPR in progress. 
17:40     Unit 605563 On Scene 
17:41     607852 (SOS) Dispatched nd En te. 
17:43     605563 SITREP- HAVE OSC 
17:46     Alpha unit 606515 on cene- reque  HARU code 1 
17:47     HARU 606853 Dispa ed 
17:47     606853 En Route 
17:47     Laru UNIT 606853 dispatc  
17:47     Unit 606853 en route from Pa fic HWY and Kip Mcgrath drive 
17:53     Unit 607 52 On Scene. 
18:02     607852 S REP GCS 3 Ventilated  oading. 
18:08     Uni  06853 n Scene. 
18:17     6 7852 Delay h RSI 
18:40   nit 601588 Transp ting Hot with CCP and HARU on board. 
18:5      it 601588 arrived stination GCUH. 
 

Incident Rev w/Investigation: 
S pe:  

G d Coast LASN reviewed the response and resourcing of QAS to this case to ensure appropriate service 
l   

 

Background:  

 male with primary complaint of severe chest pain. 
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 Initial crew dispatched 3min after call being received, however cancelled off case 30 seconds 
after. Crew had not hit responding and no reasons were noted on IDR 

 Single Officer Paramedic dispatched from Olsen Ave, Southport 1 minute later 
 1 minute later, 2 officer ambulance dispatched from Pindara Hospital, Benowa. Single Officer 

paramedic cancelled off case 
 Duplicate call received 23 minutes after initial call – CPR in progress 
 CCP and LARU unit attached to assist. A/SOS advised of case and attached to respond. 
 First unit arrived 25 minutes after initial call, 2 minutes after duplicate call. 
 ROSC obtained with CCP on scene requesting HARU code 1. 
 Delays on scene with extrication and difficult RSI completed by HARU 
 Departed Code 1 to Gold Coast University Hospital with CCP and HARU on board ambulance.  

CCP vehicle driven up behind by QAS officer with wife escort. HARU vehicle driv n up behi  
by University Student.  LARU unit clear from scene 

 Follow Up: Patient taken to Cath Lab with LAD stent placed. Patient since aspirated and 
currently in ICU at GCUH 
 

Timeline:  

 Phone Pickup 28/01/2021 17:09:01 
 1st Key Stroke 28/01/2021 17:09:01 
 In Waiting Queue 28/01/2021 17:10:09 
 Call Taking Complete 28/01/2021 17:11:58 
 1st Unit Assigned 28/01/2021 17:12:01 
 1st Unit Enroute 28/01/2021 17:14:50 
 1st Unit Arrived 28/01/2021 17:34:14 
 Closed 28/01/2021 21:18:15 

Elapsed times: 

 Received to In Queue 00:0 08 
 Call Taking 00:02:57 
 In Queue to 1st Assig  00:01:52 
 Call Received to 1st A ign 00:03  
 Assigned to 1st Enroute 02 9 
 Enroute to 1st Arrived 00:19  
 Incident Duration 04:09:14 

 

Date Time ser Type Comments 
28/01/ 21 17:10:09 6L KHAR Response [ProQA Dispatch] Dispatch Level: 10D04 

(Clammy or cold sweats) Response Text: 1C 
Male, Conscious, Breathing. Problem 

Description: SERIOUS CHEST PAIN 
28/01/2021 17:12 2 PS Response [Page] Dispatch page sent to Unit:601536, Sent 

From: KEDCADQASPIS01 
2 01/2021 17:12:03 601536 Response [PRIVATE] ACKNOWLEDGEMENT OF 

INCIDENT RECEIVED BY MDT. 
28/01/2  7:13:30 PS Response [Page] Dispatch page sent to Unit:601562, Sent 

From: KEDCADQASPIS01 
28/01/2021 17:13:31 601562 Response [PRIVATE] ACKNOWLEDGEMENT OF 

INCIDENT RECEIVED BY MDT. 
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28/01/2021 17:13:43 PS Response [Page] Dispatch page to Unit:601562 complete to 
Message sent 

successfully. 
28/01/2021 17:14:33 PS Response [Page] Dispatch page sent to Unit:601588, Sent 

From: KEDCADQASPIS01 
28/01/2021 17:14:34 601588 Response [PRIVATE] ACKNOWLEDGEMENT OF 

INCIDENT RECEIVED BY MDT. 
28/01/2021 17:32:03 6RACDEV Response Duplicate call appended to incident at 17:32:0  
28/01/2021 17:32:20 6RACDEV Response [ProQA Reconfigure] Reconfigure Level: 09D0  

(INEFFECTIVE BREATHING) Resp nse Text: 
Male, Not Consci us, Not 

Breathing. 
28/01/2021 17:32:20 6RACDEV Response [ProQA: Key Questions] 13. Arrested during 

interrogation – reconfigu   Protocol 9 14   
defibrillator (AED) is n  availa  

28/01/2021 17:32:35 6RACDEV Response [Notification] [QAS]-C R in p gre  
28/01/2021 17:32:56 PS Response [Page] Dispatch page sent o Unit:606515, Sent 

From: KEDCADQASPIS0  
28/01/2021 17:34:42 PS Response [Page] Dis atch pa  to Uni 5563 complete to 

Message sent 
uccessfu y. 

28/01/2021 17:36:03 6NICBIZ Response 60 88 CP  N PROGRESS 
28/01/2021 17:36:05 6RACDEV Response [Priva  SOC DI CONNECTED - QAS ON 

SCENE 
28/01/2021 17:41:04 PS Response [P ge] Disp h page sent to Unit:607852, Sent 

rom: KEDCADQASPIS01 
28/01/2021 17:43:07 6NICBIZ nse 60556  HAVE ROSC 
28/01/2021 17:47:35 PS Respo e [Pa ] Dispatch page sent to Unit:606853, Sent 

From: KEDCADQASPIS01 
28/01/2021 17:48:05 6NICB Z Res  606515 HARU CODE 1 
28/01/2021 18:02:23 6JASJON R sponse 607852 PT GCS3 VENTILLATED AND 

LOADING TO STR AND NOW TO VEH 
28/01/2021 18:17:51 6JASJON R ponse 607852 DELAY ON SCENE WITH RSI 
28/01/2021 18:4 7 6JASJON Resp nse 601588 DEPT CODE 1 GCUH AND BOTH CCP 

AND HARU ON BOARD AND BOTH CARS 
FOLLOWING BEHIND 

28/01/2 1 18:42:38 6C AMUN Response 607852 CREW TX HOT - CCP & HARU ON 
BOARD - 853 DRIVIEN BY STUDENT - 515 
DRIVEN BY OTHER OFFICER - NIL QAS VEH 
LEFT ON SCENE 

28/01/2021 20:3 35 6JASJON Response 601588 RESTOCK AND CCP STILL DOING 
PAPERWORK 

R ew:  

 The community demand in the GCLASN was high, the GCLASN was on extreme escalation with 
ex sive delays at Gold Coast University Hospital. South East Queensland was escalated to 
moderate pressure.  

 Dispatching of resources: - Initial crew was dispatched to job and has received case on MDT as 
evident in IDR. No notes were recorded in IDR about why crew were taken off case. A Single Officer 
was dispatched to incident as closest next available unit however was taken off case when a fully 
staffed ambulance became available despite being closer to incident. Patient deteriorated into 
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cardiac arrest just prior to QAS arrival and having a Single officer on scene earlier may have 
prevented this 
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Outcomes:  

 de ribe outco s and impacts of the OIRR;  

Post O R actions:  

 deta  any actions taken at the LASN level since the OIRR occurred (including but not limited to 
Priority One access and post incident debrief). 

eview Recom endations: 
 Operations Centre Review in regards dispatching of case 
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Incident Report 
13832628.pdf

Incident Report 
13832555.pdf

Incident Report 
13830008.pdf

Notifiable Inc nt 
Tuesday 26 J  

  
CN 30008 

29_01_2 pdf
CN 13832628.pdf

INC 13832628 
Audio Call to scene.

INC 13832628 000 
Audio.wav

INC 13832555 000 
Call Audio.wav

INC 13830008 000 
Audio call.wav

210130_13832628_N
olan_M_Review PC.p

210129_13830008_C
arroll_J_Review NC.p

 OpCen B

300121 DAY 
SOUTHPORT OPCEN 

FW_ LARU Mental Health Co responder .msg
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Incident Review/Investigation: 
Scope:  

The process of this SIR is to determine if any clinical or operational failures or exceptional management of 
this incident has been identified to ensure that best practice in prehospital care is provided to stakeholders.  

Through the analysis of the data provided both positive and negative indicators are identified, this analysis 
should be used to determine actions that create opportunities for improvement. 

Background:  

Unknown male estimated to be aged in his witnessed to be swimming in a non-patrolled beach area 
outside of patrol times. At the time of this incident members of the SLSC were performing pre shift beach 
checks and the patient was observed by one of these members to be in difficulty and as such a surf rescue 
was initiated. Surf conditions were hazardous and the rescue was challenging. Upon retrieval to shore the 
patient was reported to be in cardiac arrest.    

CPR initiated by SLSC members  

Initial call for service received from SLSC member who was not in attendance of patient.  

Case coded as 1A 09E01 Nil breathing QAS response 2 x Bravo ambulances, 1 x CCP, 1 x HARU 1 x SOS. 

Patient located on beach just south of Mermaid beach Surf Club approximately 50metres from beach access 
point. 

Patient assessed as being in cardiac arrest. 

Resuscitation attempts on scene  

Patient declared signal 4 on scene. 

 
 Timeline:  

 1st key stroke   07 0:36 
 In waiting q ue: 07 1:35 
 Assigned 1  nit:    
 Enroute 1st uni   07:42:15   
 At scene 1st Unit: 07:49:40 
 Deceased:  08:21:20 

 

 41:35 Call for service from Mermaid Beach SLSC Male  old not breathing 
an  nconscious.  

 07:42:0  601523 (Bravo) and 606692 (CCP) assigned to case  

 07:42:23  Confirmation from SLSC CPR in progress 

 07:43:31  SOS advised and attached to case  

 :44:21 Call to QAS from passer-by confirming patient post drowning 

 07:44:24 Confirmation defibrillator on scene. 

 07:44:47 606853 assigned to case (HARU) 

 07:47:41 607313 assigned to case (SOS) 

 07:48:06  Informant states there may be another patient in the water. 

 07:49:40 B601523 arrives on scene (First unit) 
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 07:49:51 Informant states there is an off duty lifeguard on scene. 

 07:50:21  QAS common call for second Bravo unit – nil response  

 07:50:21  Confirmation received access via the southern side of the surf club   

 07:51:16  Sitrep from 6523 keep back up unit coming code 1 CPR in progress  

 07:52:09            From ICEMS - Drowning at beach M CPR in progress 

 07:52:37 A606692 arrive on scene (CCP) 

 07:52.50  B601306 cleared from GCHRB and assigned to case. 

 07:53:07            From SLSC Operations Centre request for service – duplicate case. 

 07:58:23 Transmission from 606853 ‘Gone to wrong surf club’ heading down now.        

 07:59:43 ICEMS QPS on scene.  

 08:00:16 A606853 arrive on scene (HARU) 

 08:04:04 B601306 arrive on scene (BRAVO) 

 08:05:43  B607313 arrive on scene (SOS) 

 08:10:51 Sitrep from 607313 Confirm patient still in cardiac arrest remains in 
asystole. 

 08:21:10 Sitrep from 607313 Patient Signal 4 – QPS on scene  

 

 Review:  
 Bravo unit on sce  9 min  om time of call; Alpha POD on scene 11 minutes from time of 

call. 
 HARU, addi nal Bravo un  and SOS dispatched  
 Priority On  ctivated  

 
 

 Outcomes:  
 The patient was decla d deceased at the scene and left with police for forensic 

nvestigation  

 
 Post OIRR a ons:  

 Manag  of Clinical Education to review incident and provide further recommendations. 
 

 

Review R ommendations: 
 Peer sup t to be provided to attending crews. 

 

Ap dix of relevant documents/files: 
 Incident detail report (IDR) 
 Electronic Ambulance Report Form (eARF); 
 Local level clinical review (Eclipse);  
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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 Gough, in compliance 
with LASN directive 08-15, this review was completed by Senior Operations Supervisor (SOS) Kristy 
McAlister. 

 

Executive Summary:  
At 07:30 on the 14th February 2021 Queensland Ambulance Service (QAS) received a request to 
complete an Inter-Facility Transfer (IFT) from Nambour General Hospital to Sunshine Coast 
University Hospital (SCUH).  
 
The incident was categorised through the Medical Priority Dispatch System (MPDS) as a Medically 
Authorised Transport (MAT); RED 2C response; Incident Detailed Report (IDR) 13896513.  
 
B401962 was already located at NGH and were dispatched to perform the IFT however, officers did 
not follow Personal Protective Eq nt (PPE) application as per QAS COVID-19 Risk Assessment 
Matrix because they did not a nowled e dispatch information regarding COVID. This breach was 
escalated to the Patient Ac ess Co-ord ation Hub (PACH) by a Registered Nurse (RN) after the 
crew arrived at SCUH. SOS was noti ed of the PPE breach at 09:56 by the PACH Operations 
Supervisor (OS). SOS co acted B   09:59 to discuss the incident. SOS provided SIMR 
Medical Services number an  re ested SIMR be contacted direct by crew. SOS also contacted 
Maroochydore Operations Cen  and requested B401962 be placed Out of Service (OOS) until 
further notice while vehicle was ing appropriately cleaned and awaiting additional advice from 
SIMR regar g infection requiremen  for officers. 
 

Term  of Refere e: 
T  eview will investig e all aspects of ambulance response to incident 13896513. 
This r iew will include al  quirements outlined in the Operational Incident Review Process. 
 

LASN Clini l Incident Summary Report: 
Digital Ambulance Report Form (DARF) 503155295 was completed by officer Gary Axsentieff. The 
patient was transported with a RN escort. Nil patient examination or observations have been 
ecorded on the DARF during QAS transport, (all vital signs were taken and recorded by the RN onto 

the h tal notes.) 

A clinical review Evaluating Clinical Improvement and Patient Safety (ECLIPSE) has not been 
requested for this incident.  RTI R
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Incident Review/Investigation: 
The Senior Operations Supervisor immediately contacted B401962 after being notified of the PPE 
breach to discuss the incident with the crew.  
 

 Patient was attended by 2 Officers and a nurse escort who was wearing PPE 
 The patient was short of breath with a history of asthma  
 There was a note in the IDR that the patient is currently awaiting COVID19 test results. The 

crew stated they did not see this. 
 The patient was on an oxygen mask prior to transfer, whilst in QAS care and on nasal cannula 

during transport 
 Patient did not have a cough and crew were not exposed to any body fluids 
 Close contact time with patient approximately 30 - 40 minutes 
 No PPE was worn at any time whilst with the patient 

 
 
Background 
Queensland Ambulance Service received an Inter-Facility Transfer request at 07:30  
 
Patient  Date of Birth 

History of asthma; oxygen required 
RN escort 
Patient tested for COVID; waiting results 

  
QAS resource dispatched to this incident:  

B401962 
 

Chronology 
Below is a chronological quence of  

07:30 Request for QAS serv   perform IFT from NGH DEM to SCUH DEM 

07:33 Incident “In Waiting Queu  

07:47 B4019 2 dispatched, (already cated at NGH) 

08:37 B401962 d arted NGH with patient and RN escort  

09 5 B401962 arriv  at SCUH 

09:49 401962 cleared fr m incident 

10:06 B4 962 placed Out of Service  

11:41 B40196  placed ‘on station’ (available to respond) 
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