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Terms of Reference:  
 
This review will review all aspects of ambulance response to incident 14575583. 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: 
 
Clinical Review undertaken and attached. 
 
 
State ProQA Review: 
 
The Triple Zero (000) call was found to be of Non-Compliant. 
  
The deviation for Chief Complaint Selection, while an incorrect action, has not af cted t e QA  oding as 
the QAS codes were both Code 1B responses.   
  
The reviewers note that the EMDs “Complaint Description” (which is the “word cture”  e incident as 
given by the caller), entered in the initial stages of the ProQA interro tion, w s not reflective of the 
information provided by the caller.  Had the EMD entered a easonab  sta ement  the context of the nature 
of the call, it may have influenced the manner in which the Di atcher D or the DS viewed the call.   
  
It is noted in the timeline of the event the considerable attempts to Common Call” for resources were made. 
 
 
Incident Review/Investigation: 
 
Scope:  
 
Metro South reviewed the res onse, clinica  performance and operational decision making to ensure the 
appropriate ambulance respon  and ma ge   his case was achieved. It is intended that any 
operational or clinical performanc  ss s identified with this case are addressed to ensure lessons are 
learnt to improve future responses. 
 
Background:  
 
QAS was c ed to att d a  patient who was complaining of difficulty in breathing. 
 
 
Tim line:  
 
23:25 - Triple Z o (000) call received. 
23:27 -  Call taking omplete, waiting in queue.  
2 29 - Common cal  ade for pending Code 1’s in Bayside of Brisbane. 
23 9 - CDS performed a call back to scene and spoke with patient’s mother. 
2 44 - CDS approved for CCP to attend as primary. 

  CP dispatched from Capalaba Ambulance Station. 
23:46 - Notes in the IDR that the CCP was delayed slightly using the facilities. 
00:04 - CCP arrives on scene. 
00:05 - ACP crew dispatched from the Princess Alexandra Hospital. 
00:17 - SITREP – GCS15 , HR 90 Hypotensive – continue Code 1 
0 :28 - ACP crew arrives on scene. 
00:42 - SITREP – CPR in progress, second ACP crew requested Code 1. 
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00:43 - PTS Single Officer dispatched to incident. 
00:45 - Common call for back up. 
00:48 - Metro South Region Operation Supervisor attached to incident but stood down at 00:56hrs. 
00:48 - Case upgraded to Code 1A. 
00:49 - HARU assigned to incident. 
00:50 - Second ACP crew assigned to incident. 
00:55 - QFES requested to assist. 
00:58 - SITREP – ROSC achieved and requesting ETA of back up. 
01:00 - PTS unit arrives on scene. 
01:07 - Second ACP crew arrives on scene. 
01:07 - QFES arrives on scene. 
01:11 - Patient transported to the PAH with a CCP escort, travelling under emergency conditi ns (lights and 

sirens). 
01:13 - HARU advised spoke with CCP on scene and patient is now GCS 15, will stand down  ead 

towards PAH in case. 
01:42 -  Arrived at PAH. 
 
 
Clinical Review: 
 
The Metro South Region Senior Clinical Educator reviewed the case a d made e foll g notes; 

 No clinical issues found. 
 On arrival patient GCS 15, RR 24, SpO2 98% RA, R 90, B  92/5 . 
 Initial Mx oxygen, unable to gain IV access. 
 Delay on scene awaiting transport crew. 
 On loading patient deterioration in condition worsening resp atory status and hemodynamics. 
 Patient experienced a narrow complex PEA a est a  0bpm. 
 Resus with CPR, IO and Adrenaline bolus. 
 ROSC with return of GCS. 
 Transport with Adrenaline in ion mmen  
 Pt rearrested just prior to rival at P H, move  o ED th CPR in progress. 

 
Operational Review:  
 
Operational dispatch to incident:  
 
There was a delay of 18 minutes to iden fy an available paramedic unit to respond to the case due to 
existing ambulanc  workload across Metr  outh LASN and Metro South Health and Hospital Service 
(HHS).  Hospital Em gency Department (ED) delays were experienced at most in scope hospitals, affecting 
paramedic vailability.  
 
At 23 0  the QAS had 2  ending cases in the community: 3 x Code 1 and 20 x Code 2 incidents, as 
we  as hav g the following pa medic unit impacts due to Metro South HHS hospital ED delays:  
 

 Logan C mmunity Hospital (Level 3 QAS escalation) – 4 ambulance units at hospital, 3 ambulance 
units ramp  (i.e. >30 minutes) with the longest delayed for 2 hours and 32 minutes, nil ambulance 
units enroute;  

 Princess Alexandra Hospital – 4 ambulance units at hospital, 3 ambulance unit ramped (i.e. >30 
minutes), with the longest delayed for 1 hours and 48 minutes, 1 ambulance units enroute; 

  Adults Hospital – 3 ambulance units at hospital, 2ambulance unit ramped (i.e. >30 minutes), 
with the longest delayed for 1 hours and 15 minutes, nil ambulance units enroute; 

 Queen Elizabeth II Hospital – 2 ambulance units at hospital, 1 ambulance unit ramped (i.e. >30 
minutes), with the longest delayed for 1 hour 7 minutes, 2 ambulance units enroute; and 

 Redlands Hospital - nil ambulance unit at hospital, nil ambulance units enroute. 
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Frontline Services Group Review of Recommend of CCP 
Frontline Services Group was asked to review why the CCP was not recommended for dispatch and below 
are the points provided; 

 The EMD used recommend which recommended the closest Acute vehicle (507085) and closest 
Acute Str vehicle (501165) according to the QAS Response Algorithm for a priority code 1B incident. 

 507085 was the Senior Operation Supervisor on shift and appeared to have an ETA of 00:04:09.  
 506084 was the CCP and appears to have an ETA of 00:18:53. 
 The vehicle body type for 506084 dictates that it would have been logged on with the capabilities f 

Acute and Medical, and not Acute -Str and with an ETA of 00:18:53, even if it had a capability of 
Acute-Str, Unit 501165 would still have been considered closer with an ETA of 00:17:15. 

 From the vehicles that appear in the additional recommend which was performed at 23 8:41, one 
could safely make the assumption that the additional search parameter used was Bra o or Acut  Str, 
which is why 506084 did not appear.  

 From the findings above, FSG cannot see any technical issues with the recommendatio  for this 
case. 

 
Closest ACP Unit Not Responded 
ACP unit 501165 was recommended at 23:28hrs as the closest ACP unit howeve  they were n t spatched 
on the incident, as they were in an Out of Service EOS Status. 

 501165 had a split crew with one officer on a 12hr shift and the her  a 10  shift  
 The SOP 2.23 Dispatch – Out of Service Shift End of Operati nal Res urces states Staff who have 

already worked more than 12 hours will be placed n an ‘Out f Serv e En  of Shift’ status and 
should not be dispatched past the rostered end of s ft.  

 In exceptional circumstances approval to remove a ve le from he out o  service end of shift status 
must be authorised by the OCS and or CDS, Given the v ume of p ng incidents on the Bayside 
dispatch board at this time it is unreasonable to ect the MD to upwardly manage the OCS/CDS 
given their primary focus on dispatch. 

 
Senior Operation Supervisor Not Dispatched 

 Senior Operation Superviso  SOS  was dri  at the tim  of the call being received. It was noted 
the portable radio was tur ed off at 2 22hrs a d had b en on talk group 107. The vehicle radio was 
on TG 108; however, th  case was  TG 107. The vehicle was on Cleveland Redland Bay Road 
and reported to be tr lling 82km  when the portable radio was turned off. 

 The SOS did not hear th  comm n call ove   radio. 
 The SOS was not dispatch d y the OpCen or contacted by the OpCen regarding the case. 

 
Metro South Region Staffing:  

 The Metro outh Region including isbane South and Logan Districts had the following resources 
agai st appr ed rosters; 

 Th re were an ditional 20 Officers on afternoon shift and were down 15 Officers on night shift 
gainst approved ters. 

 
O comes  

 State Cen Review identified there were compliant issues with the Triple Zero (000) call, however, 
it is note  hat this did not impact the initial coding of the incident. 

 The SOS a  he closest response was not dispatched by the OpCen or notified of the incident, nor 
did they hear the common call. 

 The closest ACP crew was not dispatched to the incident though would have been appropriate inline 
with SOP 2.23 Dispatch – Out of Service Shift End of Operational Resources 

 Th  CCP was not dispatched on the case initially as FSG explained it was not recommended initially 
as it was the same body type as the SOS.  

 Nil clinical concerns noted with the management of the patient. 
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Significant Incident Review        Version 1.0 August 2020 

 
Metro South Local Ambulance Service Network 

 
Authority:  
By authority of Assistant Commissioner, Metro South Local Ambulance Service Network. 
 
Executive Summary:  
 
On 21st July, 2021 at 22:22 hrs, QAS received a Triple Zero (000) call for assistance (incident number 
14579811) at  Shailer Park, to attend a patient who w  co laining of pins 
and needles in in  legs for 3 days and unable to stand now. 
 
The case was initially prioritised in the Advanced Medical Priority Dispatch System MPD ) as M  
Determinant 36C05 requiring a Code 2A response, the Clinical Hub reviewed the inciden  at 22:34 hrs, 
conducted a call back and ascertained the patient had seen GP and w  rred for ans w ch were 
cleared for a ? pinched nerve. The case was then returned to the acute ending q ue for tch.   
 
The Clinical Deployment Supervisor (CDS) performed a ca  back at 0 37 (2  July)  here was no change 
in the patient’s condition, the patient had been on the floor si  22:00  nable to w ight bare on left leg 
due to numbness, nil history of the same with nil other acute str e symp ms note   
 
At 01:19 hrs QAS Emergency Medical Dispatch made a r turn phon  all to provide follow up to the patient, 
QAS were advised the patient was now in bed, that  fin  ut still n  strength in  legs. Caller advised 
to cancel QAS and will call back when  wakes up n the mo ning.  
 
The patient waited for a period of 2 h  nd 57 m s w h no am lance response to scene. 
 
On the 22nd July 2021 at 07:14 s, QAS re ved a Trip   (000) call for assistance (incident number 
14580693) at 14 Charnley C  Shailer Park  o attend a 55 year old male patient unconscious. 
 
The case was prioritised in the dvan d Medical P y Dispatch System (AMPDS) as MPDS Determinant 
31E01, requiring a code 1A resp     
 
The QAS response time was 17-minu  from receipt of the Triple Zero (000) call on the 22nd July, 2021.  
 
The closest mos  ppropriate ambulance was dispatched at 07:16 hrs as identified in the Computer Aided 
Dispatc  (CAD) re mend for assignment function with a 9 minute 17 second response time.  
 
 Q  responded 4 amb nces who arrived at the scene:   

- A Critical Care Par edic (CCP); 
- vanced Care Paramedic (ACP) crew; 
- An perations Supervisor (OS) and; 
- A Cri l Care Paramedic (CCP Crew) – Senior Clinical Educator 

 
QAS paramedics p ovided care and transported the patient to Logan Community Hospital departing at 07:57 
hrs, arriving at 08:10 hrs.  
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Terms of Reference: 
This review will investigate all aspects of ambulance response to incidents 14579811 & 14580693. 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: 

 Patient called for service the previous night at 22:22 (21/7/2021) with the complaint of pins and 
needles in  legs and unable to stand. The case was coded a 2A – incident no. 1457981  

 A paramedic in the clinical hub conducted a call back at 22:28……. 
 A call back was made by the CDS at 00:37 with details of patient unable to weight bear e to 

numbness in left leg and no other acute stroke symptoms. The patient had been lying on th  oor 
unable to move initially but eventually able to get to the bed.  

 QAS Emergency Medical Dispatcher called back and the requester cancelle  he cas  t 01:19  
no units attached at any stage and advice given to call 000 if there is any ch nge.  

 Second call for service at 07:15 (22/7/2021) to a  unconsc us wit  agona  
ineffective breathing. The case was coded 1A – incident no. 14580693. 

 The first two QAS units (CCP and ACP crew) arrived at 07:31 with  t Rep at 0 40 of u conscious 
 patient responding to pain - ?CVA through the night. Patie  has lef  ded d it  upils equal 

and reactive and VSS within normal limits.  
 It was noted there was a difficult extrication and it s an emo ve sc e with e caller saying “They 

should have come last night” 
 Patient had similar symptoms investigated by GP in e last 3  
 Patient was managed with an OP/NP and 8mg IV Ondans on.  
 Consultation with Clinical consult line regarding th  appropria ness of an RSI and appropriate 

facility was made. RSI was not undertaken, d it wa  ecided t Logan Hospital was the most 
appropriate facility.  
 

Issues: 
 

 Initial call for service w s not attend d.  
 Patient had signs o  ymptoms pro essing to now being unable to weight bear.  

 
 
OpCen Review: 
Review undertaken by State Commu ations Development – Quality Assurance Unit with following incident 
call findings; 
Incident 145798  Initial Triple Zero Call 2 :22 hrs (21/07/2021) 

 itical De tions – Nil 
 2 x Major De ions – Dispatch Life Support Instructions (DLS) 
 1 x Moderate D ations – Answer to key questions (KQ) not correctly answered 
 Minor Deviations   l 
 erall Compliance – Low Compliance 

 
Incident 145 93 Initial Triple Zero Call 07:15 hrs (22/07/2021) 

 Critical viations – Nil 
 2 x Major eviations – Dispatch Life Support Instructions (DLS) & Protocol Link not followed 
 1 x Moderate Deviations – Answer to key questions (KQ) not correctly answered 
 Minor Deviations  - Nil 
 erall Compliance – Non-Compliant 
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Incident Review/Investigation: 
 
Scope 
Metro South reviewed the response, clinical performance and operational decision making to ensure the 
appropriate ambulance response and management of this case was achieved. It is intended that any 
operational or clinical performance issues identified with this case are addressed to ensure lessons are 
learnt to improve future responses. 
 
 
Background 
QAS was called to attend a  patient who was complaining of pins and needles in l g or 3 
days – can’t stand up now. The patient had presented to this General Practitioner (GP)  ad completed 
scans with ?pinched nerve.  
 
  
Timeline 
  
Incident Number: 14579811 
22:22 - Triple Zero (000) call received. 
22:24 - Waiting in queue.  
22:28 – Clinical Hub Reviewed the incident 
22:34 – Clinical hub Review complete – Pins and needles the la  few day  Now u ble to mobilise due to 
weakness. HX heart valve replacement – takes blood thinners. Sa  GP and referred to scan – all clear 
?pinched nerve. Can move all limbs just can’t stand. 
22:34 – Sent back to acute for dispatch – stretcher 
23:30 – Delay in dispatch due to workload 
23:48 – Still a delay in dispatch due to workload – de 1 eaude rt pending 32 mins to be resourced first.  
00:37 – CDS performed call back. N  e in con ti n, pt has en on the floor since 2200 hrs. unable to 
weight bare on left leg due to nu ness. N  istory o  e same  o other acute stroke symptoms noted. Pt 
at home with Caller is aw e of delays nd to call ba  0 if changes are noted.  
01:19 – EMD called reques  back with N fication – Pt now on bed – pt feels find but no strength in legs – 
Pt will cancel QAS and see w feels   k when wakes up – QAS SNR. 
01:19 QAS cancelled by caller  
 
 
Incident Number: 14580693 
07:14 - Triple Z o (000) call received. 
07:15 - Waiting in ueue.  
07:16  ispatched  606535 & 601412 
07:1  – 606535 Resp ding to case 
0  – 601412 Respon g to case 
7:19  Advised previous C e from last night (incident no. 14579811) cancelled at 0119 

07:19 – ller stating should have come yesterday 
07:21 – EM  advised the CDS and OCS of previous case 
07:26 – Patie  history of Metal heart valve replacement a long time ago 
07:26 – Caller c  feel a faint pulse in patient’s arm 
07:26 – 602461 pr ceeding code 1, car went into limp mode on way to case – stood down as primary unit 
07:31 – 606535 – on scene 
07:31 – 601412 – on scene 

  Pt had recent aortic scan and ? pinched nerve 
07:40 – Sitrep – Uncon male resp to pain - ? CVA through night L) side deficit pupils equal and reactive VSS 
WNL and diff with extrication 
07:57 – 601412 Departing with patient on board to Logan Community Hospital 
08:04 – 507332 Operations Supervisor will take family member of patient to hospital. 
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08:10 - Arrived at Logan Community Hospital. 
 
Clinical Review 
 

 No clinical concerns with all clinical management appropriate and consult with the clinical consult line 
undertaken.  

 
 
Operational Review: 
Operational dispatch to Incident 14579811.  
There was a delay of 2 hours and 57 minutes before the caller cancelled the case. There was delay to 
identify an available paramedic unit to respond to the case due to existing ambulance w d across Metro 
South Region and Metro South Health and Hospital Service (HHS).  Hospital Emerg ncy Dep ment (ED) 
delays were experienced at most in scope hospitals, affecting paramedic availabilit   
 
At the time of the Triple Zero (000) call, the QAS had 19 pending cases in the community  2 x Cod  1 and 17 
x Code 2 incidents, as well as having the following paramedic unit impacts   Metro uth HHS hospital 
ED delays:  
 

 Logan Community Hospital – 6 ambulance units a  ospital, 4 mbul nce uni  ramped (i.e. >30 
minutes) with the longest delayed for 2 hours and 47 inutes,  bulance u ts enroute;  

 Queen Elizabeth II Hospital – 2 ambulance units at hosp l, nil a ulance nits ramped (i.e. >30 
minutes), , nil ambulance units enroute;  

 Princess Alexandra Hospital – 1 ambulance unit   hospital, l ambulance units ramped (i.e. >30 
minutes), 2 ambulance units enroute; 

 Redlands Hospital - 1 ambulance unit at ho pital, nil mbulance units ramped and nil enroute; and 
 Mater Adults Hospital – 1 ambulance units  hos al, nil bulance units ramped and nil enroute. 

  
Metro South Region Staffing:  

 The Metro South Region cluding Bris ne South, L g  and West Moreton Districts for Wednesday 
21st July was appropri ly resourced  

 The Metro South Regio  cluding B  h  Logan and West Moreton Districts for Thursday 22nd 
July was at a reduced cap ty  

 
Outcomes: 

 Call f r service was appropria  prioritised by the call taker with information provided by the caller 
 2 hour  nd 57 min delay to the p ient before the caller cancelled QAS Request for service as the 

atient h  made it into bed 
 Closest mo  ppropriate ambulance was dispatched for Incident 14580693. A delay of 5 minutes 

was noted in r onding with Bravo Unit 601412. Delay was discussed with both officers on the 14th 
October 2021, n er officer recalls any specific delay responding to the incident. OIC advises 
CCTV from station uld no longer be available. 

 A ropriate high standard of clinical care was provided by responding paramedics 
 

 
 
Review Recommendations: 
 

 th EMDs involved have received feedback and further training on the 18th August 2021. 
 Continually review staffing in Metro South Region to meet demand 
 Continually meet with Metro South Hospital and Health services regarding hospital delays and 

facilitating offloads 
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Significant Incident Review Template Version 1.0 August 2020 

 

West Moreton District - Metro South Region 

 
Authority:  
By authority of Mr Matthew Green, Acting Assistant Commissioner, Metro South Region. 
 
Executive Summary:  
QAS responded to incidents 14604696 and 14604704 at  North Booval QLD 4304 at 
1657hrs on 27th of July 2021, where it was reported that a armed with a handgun was shooting in the 
street and that multiple persons had been injured after being hit by a car. QAS responded with multiple 
resources including Advanced Care Paramedics, Critical Care Paramedic   dical Officer and two Senior 
Operations Supervisors. On QAS arrival there were found to be a total  4 patien  at the scene with one of 
those patients having multiple gunshot wounds. Two of the patients w e trans rted through to Ipswich 
Hospital and the remaining two transported through to the incess Al andr  Hospit  The patient with 
multiple gunshot wounds went into traumatic cardiac arrest p r to lea  cene and as declared 
deceased on arrival at Ipswich Hospital.  
At 1811hrs the QAS responded to incident 14604950 at  Tivoli QLD 4305 for two 
patients related to the earlier incident. QAS responded with Advance  Care Paramedics, a Medical Officer 
and a Senior Operations Supervisor. Both patients w e asse d and nsported from the scene with one 
patient going to Ipswich Hospital and the other pati t to Prin ss Alexan ra Hospital. 
 
 
Terms of Reference: 
This review will investigate all pects of am ulance resp  o incidents 13690416, 14604704 and 
14604950. The review will amine ambul ce operations prior to, during and following the response. This 
review will include all require nts outli    rational Incident Review Process. 
 
Clinical Incident Summary eport: 
 

 Pend g 
 
 
Sta  OpCen Pro : 

 Pending 
 

Incident R view/Investigation: 
Scope:  

West Moreton reviewed the response, clinical performance and operational decision making to ensure the 
appropriate response and management of this case was achieved. It is intended that any operational or 

 formance issues identified with this case are addressed to ensure lessons are learnt to improve 
future responses. 
 

 

 

Irrelevant
Irrelevant

Irrelevant

RTI R
ele

e
RTI 3320/22 

Page 336 of 535

RTI 3320/22 
Page 336 of 535



Queensland Ambulance Service: Operational Incident Reporting 
 

 
 
 
Effective From: 7 August 2020    Page 2 of 4 

Background:  

 QAS responded to incidents 14604696 and 14604704 at , North Booval QLD 4304 
 Initial reports were that a armed with a handgun was shooting in the street and that multiple 

persons had been injured after been struck by a car. 
 QAS responded 4 x ACP crews, 2 x CCPs, 2 x SOS’s, a Medical Officer and the Medical Director. 
 Patient overview:  

o  with GSW to the chest and leg. QPS applied chest seal and tourniquet 
prior to QAS arrival. On QAS arrival patient appeared agitated and shocked, crew rapidly 
loaded patient into ambulance and departed Code 1 for Princess Alexandra Hospital. Shortly 
after leaving scene the patient deteriorated into traumatic cardiac arrest. Crew diverted to 
Ipswich Hospital and patient was declared deceased shortly after arrival. 

o  who was struck by a car which was intentionally driven at him. Patient 
sustained chest/pelvic and leg injuries with multiple abrasions all over his body. Patient 
transported through to Princess Alexandra Hospital in a serious condition with ?femur # 
fracture, VSS stable on route. 

o  who alleges  was struck on the head with the gun causing altered 
neurology and a 5cm laceration to his head. Patient was transported to Princess Alexandra 
Hospital Code 1, VSS stable on route. 

o  with a head injury from being struck with  known object. Transported 
Code 2 to Ipswich Hospital. 

 At 1811hrs the QAS responded to incident 14604950 at , Tivoli QLD 4305 
for two patients related to the earlier incident. 

 QAS responded with Advanced Care Paramedics, a dical O  and a Se ior Operations 
Supervisor. 

 Patient overview:  
o  with right sided facial i s follow  blunt force trauma to head. Patient 

had an expanding subgaleal haema ma and s trans rt Code 1 to Princess Alexandra 
Hospital with Medical Officer on bo d. 

o  with penetrating ury t  ight fo arm. Patient was transported to Ipswich 
Hospital with QPS  

Timeline: 

Incident: 14604696 
 
Received: 16:58hrs 
Dispatched: 16:58hrs 
On Case: 16:58hrs 
On Scene: 17:05hrs 
Depart Scene  17:21hrs / 17:56hrs 
At Destination: 32hrs / 18:32hrs 
Clear:  20 hrs 
 

I i nt: 14604704 

Receive  17:00hrs 
Dispatched  17:01hrs 
On Case: 17:01hrs 
On Scene: 15hrs 
Depart Scene: 17 51hrs / 17:58hrs 
At Destination: 18:02hrs / 18:31hrs 
Clear:  20:25hrs 
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Priority
Number of 
Incidents

Average Wait 
(hh:mm:ss)

Maximum Wait 
(hh:mm:ss)

No. incidents pending 
> 1hour

1 2 0:01:32 0:02:04

2 16 1:23:39 4:09:02

1 0 N/A N/A

2 20 0:27 1:56:46

1 3 0:21: 0:55

2 15 34:53 1 :17

1 6 0:2 9 1:40:03

2 1 0:45:00 1:53:31

7

2

2

619:15 to 19:29
(dispatched 19:21)

18:30 to 18:44

16:30 to 16:44

17:30 to 17:44
(TOC 17:38)
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Hospital

Total no. 
ambulances at 
Hospital (with 

pts on stretcher)

Total no. 
ambulances 
ramped (>30 
mins POST)

Maximum 
ramped time

Escalation level

QE11 Hospital 5 4 2 hrs 58 mins 3
Logan Hospital 11 7 3 hrs 3

Princess Alexandra Hospital 5 1 2 hrs 32 mins 3
QLD Children's Hospital 2 1 37 mins
Mater Adults Hospital 6 4 2 hrs 28 mins 3

Redlands Hospital 6 5 3 hrs 14 mins 3
QE11 Hospital 6 3 1 hr 32 mins 3
Logan Hospital 11 9 4 hrs 3

Princess Alexandra Hospital 7 5 1 hr 16 mins 3
Mater Adults Hospital 9 6 3 hrs 28 mins 3

Redlands Hospital 1 1 1 hr 18 mins 3
QE11 Hospital 9 5 1 hr 37 mins 3
Logan Hospital 7 5 2 hrs 48 mins 3

Princess Alexandra Hospital 4 1 53 mins 3
Mater Adults Hospital 12 10 4 hrs 28 mins 3

Redlands Hospital 3 2  mins
QE11 Hospital 7 3  rs 10 mins 3
Logan Hospital 13 7 2 hrs 15 ins 3

Princess Alexandra Hospital 5 4 43 m s 3
QLD Children's Hospital 1 0 2  mins
Mater Adults Hospital 11 3 hrs 57 mins 3

Redlands Hospital 3 2 59 mins

16:30 to 16:44

18:30 to 18:44

19:15 to 19:29
(dispatched 19:21)

17:30 to 17:44
(TOC 17:38)
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Queensland Ambulance Service: Operational Incident Reporting 
 

 
 
 
Effective From: 7 August 2020    Page 2 of 3 

 
Timeline:  
 
16:40 - Triple Zero (000) call received. 
16:42 - In waiting queue. 
16:48- EMD requested CDS to review for possible upgrade 
17:11 Second Triple Zero (000) call received and case was upgraded to Code 1B by the OCS. 
17:12 - Initial Assignment completed – 501251 
17:13 – Unit 501251 enroute 
17:18 – Unit 501251 on Scene 
17:32– Unit 501251 departed scene for Royal Brisbane Hospital 
17:42 - Unit 501251 arrived at Royal Brisbane Hospital 
18:13 – Case closed  
 
Operational Review:  
 
Operational dispatch to incident:  
 
There was a delay of 32 minutes to this incident due to the incorrect coding of the case as a 2BL instead of a 
1B response. This was identified through a State QA of the call which det ined the EMD selected the 
Omega determinant level incorrectly. Based on the information provid d by the aller during case entry and 
non-utilisation of sub-chief complaint a determinant level of Delta wa  approp ate. This would have 
generated a Code 1 response. 
 
Dispatch response time frames were appropriate for each respo e cod  r the ncident. 
 
The attending ACP crew found the patient to be anxio  a  n a sta  condition with nil contractions or 
urges to push. There was no evidence of cord prese tation o  mminen  irth. Due to the high-risk diagnosis 
of Vasa Previa and potential cord prolapse the pati t was ansp rted Code 1 to hospital 
 
Outcomes: 

 32-minute response dela  due to inc rect codin   cident through Pro QA that resulted in a Code 
2BL initial response in tead of a Co e 1B response. 

o Feedback has een provi    EMD by the PDO in line with the State QA feedback. 
 EMD requested CDS rev w of he incident for possible upgrade during the call at 16:48hrs. 

o CDS read the comm t at 16:57hrs and did not upgrade the incident. 
 OCS upgraded Incident at 17: hrs to a Code 1B response due to patient’s condition following a 

second t le zero call. 
 Director Bri ane OpCen provided eedback to CDS Riddington on the 10th November 2021. CDS 

Rid ngton did ot specifically recall the incident but indicated that due to the volume of notifications 
eived that it m y have inadvertently been clicked on and cleared prior to any action being taken.  

 DS Riddington ac owledge the importance of being aware of notifications and incident review and 
w  receptive to the f dback. 

Review Rec mmendations: 
e workflow and w kload of the Clinical Deployment Supervisors across all Operations Centres should be 

re ewed to determine if there are any actions that can be taken to mitigate future risk of missing a 
no fication as identified in this incident. 
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Effective From: 7 August 2020    Page 1 of 5 

Significant Incident Review 
 
           Version 0.5 

Metro North Region 
 
 

Executive Summary:  
 
QAS received a Triple Zero (000) call for assistance (incident number 14950172), on 15 October 2021 at 
11:40pm, at  Zillmere to attend patient who was dizzy with 
fever, incontinent and history of urinary tract infection. 
 
The request was initially prioritised in the Medical Priority Dispatch System (MPDS) as a 36C05S 
(?COVID19 high risk level 0) requiring a Code 2A response (no lights and sirens).  
 
QAS paramedics arrived on scene at 7:33am and during treatment provided a sitrep at 7:40am of 
commencing CPR, requesting another Bravo back up code 1. 
At 7:42am a CCP was attached code 1 and arrived on scene at 7:55am 
At 7:42am paramedics on scene provided a sitrep that the patient had a dial p e and to continue back up 
code 1. 
 
At 7:55am CCP arrived on scene. At approx. 7:55am CCP p ned OS dvi ng patie  was conscious and 
breathing with normal vital signs, nil CPR commenced and pa nt suffe  a possibl  vasovagal episode 
after going to the bathroom.   
 
At 8:09am the patient was transported to The Prince C  Hospital PCH), arriving at 8:26am 
 
OpCen ProQA: 
The request for service was received  AS line 00) t 11:47p  and coded as a 36C05S (?COVID19 
high risk level 0) requiring a Code A resp e. 
   
The caller called a second ti  at 1:52am w h nil change in the patient conditions reported. 
 
 
Incident Review/Investiga : 
 
Background 
QAS received a uest for service for inci ent number 14950172, at 11:47am on the 15th October 2021 for 
a tient who was dizzy with fever, incontinent and history of urinary tract infection. The 
incid t was coded a   2A, with QAS attending and transporting the patient to TPCH code 2, arriving at 
8: m on the 16th Octo r 2021. The crew offloaded the patient at TPCH and cleared from the incident at 

03  
 
The incide  was coded in line with SOP 2.1 Dispatch – QAS Response Priorities as a 36C05S (?COVID19 
high risk leve   (2A) where the patient is deemed as immediate response, with an injury or illness that 
requires immed e assessment or treatment.  
 
The caller called back at 1:52am with nil change to the patient’s condition reported. QAS Clinical Deployment 
Supervisor (CDS) performed call backs at 2:31am, 4:26am and 6:37am reviewing the patient condition, 

t d as unchanged and responding normally and advising of delays. 
 
The first ambulance was dispatched at 5:22am (501155). This ambulance was diverted at 5:25am to a 
higher priority case.  The second ambulance was dispatched at 7:03am (501154). This ambulance was 
diverted at 7:04am to a higher priority case.  The third ambulance was dispatched at 7:05am (501355), 
arriving on scene at 7:33am. 

IrrelevantIrrelevant

Irrelev nt
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This crew, at 7:40am reported commencing CPR and requesting code 1 back up. 
At 7:42am a CCP was attached code 1 and arrived on scene at 7:55am 
At 7:42am paramedics on scene provided a sitrep that the patient had a radial pulse and to continue back up 
code 1. 
 
At 8:09am the patient was transported to The Prince Charles Hospital (TPCH), arriving at 8:26am 
 
Timeline 
 
Incident no. 14950172 – 15/10/2021 
Phone Pickup:  23:40 
In Waiting Queue: 23:43 
1st Unit Assigned: 05:22 
1st Unit Cancelled: 05:23 (diverted to higher priority) 
2nd Unit Assigned: 07:03 
2nd Unit Enroute: 07:04 
2nd Unit Cancelled: 07:04 (diverted to higher priority) 
3rd Unit Assigned: 07:05 
3rd Unit Enroute: 07:06 
3rd Unit Arrived:  07:33 
Depart for Hosp: 08:09 
Arrive Hospital:  08:26 
Incident Closed:  09:03 
 
Review 

 The total time from receipt of the Triple Zero (0 0) call fo  nitial incid t 14950172 (15/10/2021) to the 
first QAS unit on scene was 7 hours and 53 m utes.  

 Paramedic nightshift resourcing s Brisba  M opolitan egion was - 22 officers. According to 
current vacancy modelling thi  s con ered a s ficant sho fall in staffing.  

 Where a shortfall in staffin  exists, a se es of stra s  implemented to manage this demand 
including identifying an  otifying all av lable staff and sending text messages offering overtime by way 
of shift extension to th  xisting work ce and also by the dynamic deployment of existing ambulance 
resources to the demand  the tim . 

 Metro North Operational Inc  Notification described the Operational Supervisor (OS) receiving a call 
at 7:55am from CCP at the sc  Patient was GCS 15 with normal vital signs, nil CPR commenced 
and possible vaso-vagal episode ing to the bathroom. 

 
Clinical Revie  
N/A 
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Operational Review 
Fifteen-minute snapshots for pending cases within the Brisbane Operations Centre response area, prior to 
the call, at the time of the call (23:40) and every hour while the call was pending (incident no. 14950172) 
reveal a moderate to high number of pending incidents within the community as follows: 

 
 

Pending incid s in the community are u ssessed patients and prioritised according to the response code 
derived from MP  and further clinical interrogation. 

Hosp al Status 
A  40pm on the 15th O ber 2021, time of call for incident 14950172, there were 10 QAS ambulances 

cate  t Metro North HHS spitals and of these 9 had been ‘ramped’ for over 30 minutes, with the longest 
being 1 r 52 minutes at TPCH. 

At the time o  e call TPCH was on level 2 escalation. 

Fifteen-minute s shots for hospital delays at Metro North HHS hospitals prior to the call, at the time of the 
call (11:40pm) and every hour while the call was pending, reveal low to moderate delays at hospitals as 
follows: RTI R
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e
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System Pre ures 

On 15th October 2 21, the Metro North and South HHS hospitals experienced 174 hours of 'Lost 
Availability' at Emergency Departments. Lost availability is calculated as the time elapsed 
between the At Destination timestamp and the Partially Available timestamp, less 30 minutes. 

 t availability equates to approximately 34.8 paramedics over the period of a day, being 
unavailable to be dispatched to the community.  

In the period leading up to the time of these incidents, pressures (hospital delays and ambulance ‘ramping’) 
were being experienced throughout southeast Queensland (SEQ), leading to SEQ requiring escalation to R
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Appendix 1 DARF 
503833823.pdf

Appendix 2 IDR 
14996690.pdf

Appendix 3 Email 
notification and ema

Appendix 4 MCE 
emailed Pindara Hos

Appendix 5 email 
from GCPH Re ith 

Appendix 6 IDR 
econd Case.pdf

Appendix 7 Corpuls 
data 14996690.pdf
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