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LASN Clinical Incident Summary Report: 
If required a state level clinical review should be requested from Medical Directors Office. 

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). 

 

Incident Review/Investigation: 
Scope:  

The review considered the QAS resource allocation and response. Although the espond g units  
dispatched to higher acuity cases an OPCEN review should identify if the call back t 11:14pm  the 1 May 
2021 should have been upgraded in light of updated clinical information or if the ca  shou  have entially 
been re processed through a MPDS as a 21 Medical haemorrhage. 

The response however based on dispatch matrix was appropriate cons ering er ca  we  of a higher 
acuity and MPDS response. 

The initial response at 11:50pm was a single CCP (A 6015 ) this un  was erted a ay from this case to a 
number of higher priority cases, CN 14229968 Hope Islan  CN 14 34 Corn ia and CN 14230157 
Coombabah.  

The second unit dispatched to this case at 12:10am, this crew w  diverted to a higher priority case at 
Oxenford CN 14230170. 

The third unit dispatched (B 601505) to this cas  at 12: am were diverted to a higher priority case at 
Coombabah CN 1423015. 

The fourth unit dispatched (B 60 08) was  12:38am  his crew rrived on scene at 01:17am. 

The patient received care 2h  37mins from equest for service,  

The patient arrived at hospita  hrs 25m s from  for service. 

 

Background:  

The Gold Coast SN and South East Que nsland were experiencing high demand throughout the afternoon, 
evening nd into th  early hours of 2 May 2021.  

The gh community d and resulted in available ambulance resources being diverted from low to high acuity 
c  increasing delays  low acuity pending cases, infrequent surges into hospitals within the Gold Coast 
Hospi  and Health Service  These surges saw some delays in off loading patients at facilities however did 
not resul   hospital escalations. 
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15-minute interval review. 

10:45pm to 11:00pm 
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12:00am to 12:15am 

 

 

 

12:45am o 1:00am 
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1:45am to 2:00am 
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2:45am to 3:00am 
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3:45am to 4:00am 

 

 

 
 

Timeli :  

10 pm – Request for vice received OPCEN 2 via 000 

10:42p  – CASE NOTE – 9 ear-old female, C/O sharp abdo pain -? kidney related. 

11:14pm – ASE NOTE – CDS Call bac – Hx of kidney issues and a renal stent removed recently. Pain 
however LHS do, not in back. Pt has a hx of bleeding from the bowel yesterday passed a clot, ? has had 
bowel issues in t  last week. 

11:40pm – A 601507 dispatched. 

1 47pm – CASE NOTE – duplicate call appended – 000 call back to check ETA, Pt advised pan getting 
more re apologised for delays, advised local crew on a case and that next available will be sent out from 
Gold Coast area. 

11:51pm – A 601507 on case RTI R
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12:02am – A 601507 case complete diverted to a higher priority case. 

12:10am – B 601556 dispatched. 

12:11am – B 601556 on case 

12:11am – B 601556 – case complete diverted to a higher priority case. 

12:11am – B 601303 – dispatched. 

12:11am – B 601303 – on case. 

12:21am – B 601303 – case complete diverted to a higher priority case. 

12:28am – B 601505 – dispatched. 

12:28am – B 601505 – on case. 

12:29am – B 601505 – case complete diverted to a higher priority case. 

12:30am – B 601508 – dispatched. 

12:40am – B 601508 – on case. 

1:04am – CASE NOTE – 3rd call pt C/O constant pain still lucid, apolo sed for lays due to workload. 

1:17am – B 601508 – on scene. 

1:18am – B 601508 – at patient. 

1:31am – A 606515 – dispatched. 

1:32am – A 606515 – on case. 

1:33am – Sitrep B 601508 – Severely eptic and ype ensive  here CCP code 1. 

1:54am – Sitrep B 601508 – , GCS 5, prese ing as a rosepsis, temp 34.8, tachypnoeic 30 
resps, poor room air sats, 1 /60  

2:03am – B 601508 – transp ting to GC  

2:32am – A 606515 – on scene  

2:34am – Sitrep B 601508 – CCP o  board pt infusion, destination GCUH. ACP driving behind in pod, 
talked to con ult line as well. 

3:06am – B 601  – arrived destination GCUH. 

3:39a  – B 601508  t off Str – extensive paperwork, if we can pls have some time. 

3 m – A 606515 – cas  omplete. 

4:10am  B 601508 – case complete. 

6:30am – CA E NOTE –  approached GCLASN SOS discussing case and requesting review. 

7:00am – CASE TE – GCLASN SOS contacted GCUH PACH advised patient outcome died in 
emergency department. 

 

Review   

The following are the findings of this review. 
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Significant Incident Review Template Version 1.0 July 2020 

 
 

Gold Coast Region 
 

Authority:  
By authority of Director, Gold Coast Region 

Executive Summary:  
IDR 14296672 – At 0835hrs on Monday 17 May 2021 the Queensland Ambulan  Servic  ( AS) received a 
request for service from  for a patient located at  Mermaid 
Waters. This request was for a  fitting, unconscious and not breathing, rep ted to e the caller’s 

  

Information received from the caller was haphazard. Initially it was stat d seizu  activity had occurred however 
this was rescinded shortly after. The caller was reported to e extrem y hy erical oughout her call to QAS, 
did not appear to be listening and was non- compliant w  direc  from Q S. The caller refused to 
commence CPR on the patient. 

QPS were subsequently attached to this incident and upg aded to a ghts and sirens response. 

This case was coded 1A determinant 17D02 in r sponse  the info mation provide. An ambulance was 
dispatch to the address at 08:36hrs including a Cri al Ca  para edic, a High Acuity Response unit and an 
Operations Supervisor. The patient w  orted t  ha e receiv  trauma  head and confirmed to be 
Signal 4 upon QAS arrival. The are  was co oned o  nd decla ed a potential crime scene. 

Terms of Reference: 
This review will investigate all as cts o  ambulance ponse to incident 14296672. The review will 
examine ambulance operations pri  , during and following the response.  
This review will include all requiremen  outlined in the Operational Incident Review Process. 
 

Region Cl nical I ident Summary Report: 
The Go  Coast Manager  Clinical Education allocated the clinical review to CSO . 

Fro  a cli al aspect, the rev w found: 

 “Reas ble decision to withhold CPR due to rigidity and at least 26min down time with no CPR  

 At Standar   No further action required” 

  

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

 Nil required for this incident 

 

Irrelevant Irrelev nt
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Incident Review/Investigation: 
Scope:  

The process of this SIR is to determine if any clinical or operational failures of this incident has been identified 
to ensure that best practice in prehospital care is provided to stakeholders whilst ensuring the safety of QAS 
staff is upheld.  

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

Background:  

Alleged events as described by mother on scene: 

Approximately 0800hrs this morning mother and patient having coffee on top floor of two story h use. Moth  
went downstairs followed by patient shortly after. 

Mother heard bangs and noises consistent with a fall downstairs. Unwitnessed in dent. 

Mother stated patient was unconscious and not breathing +/- seizure activity. 

 Timeline:  

 1st key stroke:  08:34:10 
 In waiting queue: 08:35:36 
 Assigned 1st unit: 08:36:15   
 Enroute 1st unit:  08:36:34   
 At scene 1st Unit: 08:47:21 

 
 08:35:31 12D02  Breathing tatus u ertain. 

 
 08:36:43 Patient not ten  to EM  nd will no  answer questions 

 
 08:38:29  Conscious not breathing. 

 
 08:39:06 Fall w  down airs  

 
 08:39:16 Patient con med not breathing 

 
 08 1:09 Caller is hysteric   she is not listening to EMD 

 
 08:41:2  Caller initially said seizure but she then changed her mind advised nil seizure 

occurred. 
 

 08:41:30 EMD s struggling to get caller to listen to commence CPR 
 

 0 42:59 Caller does not want to listen to EMD. She is not commencing CPR 
 

 08:43 601525 ? Attach QPS Due to Unknown 
 

 08:45:24 QPS requested  
 

 08:46:41 SOS advised of case. OS to be attached. 
 

 08:47:20 601525 Patient Signal 4 QPS required. 
 

 08:47:35 Police advised patient was Signal 4. 
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 08:47:58 601525 Obvious death 

 08:54:08 QPS on scene  

Review:  

The review considered available documentation, including IDR and the EARF.  Patient care records were 
assessed by a clinical support officer.  It is noted there is discrepancy between the story presented to the 
EMD and the findings by the units on scene. This is what prompted the officers to recommend QP  
investigation surrounding the death. 

Outcomes:  

Clinical interventions considered appropriate based on presenting history – potenti l rigou  nd prol ged 
down time.  

Review Recommendations: 
 Peer support to be provided to attending crews. 
 Nil clinical concerns identified  

Appendix of relevant documents/files: 
 Incident detail report (IDR) 

IDR 14296672.html

 Electronic Ambulance Report Form eARF); 

DARF_503402421.p
d

 O en Brief 

170 1 DAY 
SOUTHPO  OPCEN 

 PSDU Resp se 

Incident 
Noti cation - Gold C

Incident 
Notification - Gold C

 Local level clinical review (Eclipse);  

QAS GOL CEU  
Clinical Review CIM RTI R
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Scope:  

Gold Coast LASN reviewed the response and resourcing of QAS to this case to ensure appropriate service 
delivery.  

Background:  

 Type 1 Diabetic having a low run of medications – Patient reported to be 
erratic. 

 Case was responded to with QAS Officers assessing the patient and no transport requir  
 Various QAS crews dispatched with officers advising they are feeling sick or are not v ccinated 

or safety mask fitting compliant. 
 Clinical hub and SOCC Medical advised the SOS the most appropriate response uni    

respond there are no  mandatories for code ones. He was advised that’s what the medical 
Director and Infection Control Nurse signed off with the CHO (Chief Health ffic  
 

Timeline: 

 Phone Pick up   09/06/2021   15;40:03 
 1st Key Stroke   09/06/2021  15:40:03 
 In Waiting Queue  09/06/2021  15:41:57 
 Call Taking Complete  09/06/2021  15:45:23 
 1st Unit Assigned  09/06/2021  1 48:02 
 1st Unit Enroute  09/06/2021  15:4 49 
 1st Unit Arrived  09/06/2021  16:28:  
 Closed   09/06/2021   

Elapsed times: 

 Delays with response from QAS officers. 
o Assigned:  15:48  
o Enroute:  1 8:02  First Uni  

6:14:55 – nit that ar d on cene  
o Arrived:  16:28:06 

Unit Name  

First crew Dispatched: 

601521 -   

Officer Called OpCen at 1 0hrs as case was being dispatched to advised he is sick 

First S ervisor Dis tched: 

606598 -   

fficer advised OpC  he is sick and has a headache once assigned  at 16:44hrs  

Second Cr  Dispatched: 

601583    
 
Crew advised that 1 officer has 1 Vaccination – 1 officer has not passed safety mask or has any 
vaccinations – Crew removed 

Thir  w considered for dispatch:  

 ramped unable to respond 

Designated COVID crew at hospital undertaking a COVID clean post previous case 
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Crew and Supervisor who attended case: 

 601501 -   
 607312 -   

Unit Assigned Disposition 
Enrou
te Arrived 

At 
Patient Complete 

Cancel 
Reason 

B601521 15:48:02 Cancel En 
Route 

15:48:
49 

  
15:50:53 .Diverted To 

Higher Priority 
A606598 15:49:07 Cancel En 

Route 
15:50:
35 

  
15:59:39 .Diverted To 

Higher Priority 
601583 15:51:28 Cancel En 

Route 

   
15:56:28 .Diverted To 

Higher Priority 
A606598 16:02:07 Cancel En 

Route 
16:02:
19 

  
16:11:13 Unit Swap 

Recommended 
601537 16:12:34 Cancel En 

Route 

   
16:12:51 .Diverted To 

Higher Priority 
601501 16:13:19 

 
16:14:
55 

16:28:06 16:43:14 
  

B607312 16:13:54 Cancel En 
Route 

   
16:15:29 .D erted To 

H er Prio y 
B607312 16:16:35 

 
16:20:
37 

16:32:12 
   

 

 Comment Diverted to Higher Priority not correct  ther opti  for EMD to explain Cancel reason 

 

Incident Detail Report: 

Date Time User Type Comments 

09/06/2021 15:40:21 Autom c 
by Syste  Response 

[Address: 2807 GOLD COAST HWY 
 GOLD COAST]] [High] 

[QAS Operational Notification] Designated 14 
day quarantine location with possible COVID 
pts. Notify SOCC Medical Services and attach 
supervisor. Crews to call adn advise triage 
with ETA and on arrival. (Exp: 07/07/2021) 

0 /2021 15:40:21 utomatic 
by ystem Response 

[Premise: 2807 GOLD COAST HWY  
 GOLD COAST]] [High] [QAS 

Operational Notification] Designated 14 day 
quarantine location with possible COVID pts. 
Notify SOCC Medical Services and attach 
supervisor. Crews to call adn advise triage 
with ETA and on arrival. (Exp: 07/07/2021) 

09/06/2021 15:41:57 6CHRHOW Response 

[ProQA Dispatch] Dispatch Level: 13C01 (Not 
alert) Response Text: 1C , 
Conscious, Breathing. Problem Description: 
TYPE 1 DIABETIC HAVING A LOW RUN OUT 
OF MEDICATIONS - PT ERRATIC  

09/06/2021 15:41:57 6CHRHOW Response 

[ProQA: Key Questions] 1  is not 
completely alert (not responding 
appropriately). 2. is not behaving normally 
now. 3. It's not known if is breathing 
normally.  
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09/06/2021 15:42:32 6CHRHOW Response PT A HOTEL  

09/06/2021 15:42:53 6CHRHOW Response 
[ProQA: COVID-19] Is the patient in 
quarantine or isolation? Yes:, Has the patient 
travelled interstate or overseas in the past 
month? Yes:   

09/06/2021 15:43:15 6CHRHOW Response  

09/06/2021 15:44:35 6RACCOL Response [Private] OCS AWARE OF CASE - REVIEWING 
WITH CHUB 

09/06/2021 15:48:03 PS Response [Page] Dispatch page sent to Unit:6 1521, 
Sent From: KEDCADQASPIS01 

09/06/2021 15:48:04 601521 Response [PRIVATE] ACKNOWLEDGEMENT  
INCIDENT RECEIVED BY MDT   

09/06/2021 15:48:15 PS Response 
[Page] Dispatch page to nit:60 21 
complete to  
Message sent succes ully. 

09/06/2021 15:49:08 PS Response [Page] Dispatch page sent t  Unit:60 598, 
Sent From: KEDCADQASP 01 

09/06/2021 15:49:10 606598 Response [PRIVATE] CKNOW EDGE  OF 
INCIDENT ECEIVED BY MDT.  

09/06/2021 15:51:29 PS Response age] Dis atch age se  to Unit:601583, 
S  From: DCADQA PIS01 

09/06/2021 15:51:31 601583 Response [PRI TE] AC OWLEDGEMENT OF 
INCIDE  RECEIVED BY MDT.  

09/06/2021 15:51:42 PS Response 
[ ge] Disp tch page to Unit:601583 
complete to  

essa e sent successfully. 

09/06/2021 15:52:15 6CIAGIL Resp se 
601583 ONE OFFICER HAS FAILED MASK 
TEST  OTHER OFFICER NOT HAD ANY 

ID VACCINES 

09/06/2021 15:52:17 60 98 Res onse [PRIVATE] ACKNOWLEDGEMENT OF 
INCIDENT RECEIVED BY MDT.  

09/06/2021 15:58:33 6RACCOL Response 
[Private] OCS AWARE OF CREW COMMENTS 
- DISP AWAITING FURTHER INSTRUCTION 
FOR CREW ATTACHMENT - 601545 PAGED 
AT HOSP 

09/06/2021 16:0 07 PS Response [Page] Dispatch page sent to Unit:606598, 
Sent From: KEDCADQASPIS01 

09 /2021 16:02:09 6598 Response [PRIVATE] ACKNOWLEDGEMENT OF 
INCIDENT RECEIVED BY MDT.  

09/06/2  16:02:21 PS Response 
[Page] Dispatch page to Unit:606598 
complete to  
Message sent successfully. 

09/06/2021 1 4:05 36JESPAT Response [Private] Clinical Hub reviewing incident. 
09/06/2021 16:0 4 6STESTR Response CDS reviewing 

09/06/2021 16:07:06 606598 Response [PRIVATE] ACKNOWLEDGEMENT OF 
INCIDENT RECEIVED BY MDT.  

09/06/2021 16:09:18 36JESPAT Response 
[Private] DISCUSSED WITH Q6 OCS 
DISPATCH PLAN. CLINICAL HUB WILL 
CONTACT SOS TO ADVISE DISPATCH 
MATRIX PROTOCOL ACCORDINGLY 
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09/06/2021 16:12:09 6STESTR Response 

CDS performed call back (CDS to document) 
RN ON SCENE STATES QPS WITH PT NOW 
REPORTS PT SEEMS "OFF" HAS DRY 
MOUTH AND ANXIETY. PT HAS RAN OUT OF 
MEDS. DOES NOT HAVE A BSL MONITOR. 
UNKNOWN BSL ?GCS14 AS PER RN CODING 
APPROPRIATE 

09/06/2021 16:12:34 PS Response [Page] Dispatch page sent to Unit:601537  
Sent From: KEDCADQASPIS01 

09/06/2021 16:12:36 601537 Response [PRIVATE] ACKNOWLEDGEMENT F 
INCIDENT RECEIVED BY MDT.  

09/06/2021 16:12:56 PS Response 
[Page] Dispatch page to Unit:601537 
complete to  
Message sent successf ly. 

09/06/2021 16:13:20 PS Response [Page] Dispatch page ent to U it: 1501, 
Sent From: KEDCADQ SPIS  

09/06/2021 16:13:21 601501 Response [PRIVATE] ACKNOWLEDG MENT O  
INCIDENT RE D BY M T.  

09/06/2021 16:13:41 PS Response 
[Page] Dis atch pag  to Unit:6 1501 
complete  

ssage s nt ccessfu y. 

09/06/2021 16:13:41 PS Response 
[Pa ] Disp h page t  Unit:601501 
comp e to  
Messag  ent successfully. 

09/06/2021 16:13:55 PS Response [P e] Disp ch page sent to Unit:607312, 
S nt From: KEDCADQASPIS01 

09/06/2021 16:13:57 607312 ponse [PRIVA E] ACKNOWLEDGEMENT OF 
INCIDENT RECEIVED BY MDT.  

09/06/2021 16:14:07 PS Resp se 
[Pag ] Dispatch page to Unit:607312 
omplete to  

Message sent successfully. 

09/06/2021 16:16:36 PS esponse [Page] Dispatch page sent to Unit:607312, 
Sent From: KEDCADQASPIS01 

09/06/2021 16:16:37 607312 esponse [PRIVATE] ACKNOWLEDGEMENT OF 
INCIDENT RECEIVED BY MDT.  

09/06/2021 16:1 54 PS Response 
[Page] Dispatch page to Unit:607312 
complete to  
Message sent successfully. 

09 /2021 16:29:33 CIAGIL Response 601501 OS ETA ? 
     
Southp t OpCen brief 09.0 .2021 

 

 

Issues associated with the case: 

 Sickness of various Officer 
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 Officer not having the mandatory vaccination regime or passing the fit test  
 When SOS questioned Clinical hub and SOCC Medical as to what the most appropriate response 

unit is and why are officers’ mandatories to be managed for code 2 A, B  but not for code ones. He 
was advised that’s what the medical Director and Infection Control Nurse signed off with the CHO 
(Chief Health Officer) 

 The below Dispatch Assessment matrix was emailed as the reference to the above question 
 OpCen was unaware of the matrix but have followed the below Operational Communiques 

Reference for COVID-19 Dispatch Assessment Matrix. 

State Operati s Centre – Operational mmunique – No 01 – 21 

SO Operational 
C nique 01-21 

State Op ations Centre – Operational Communique – No 03 – 21 

SOC_Operational 
Communique 03-21 RTI R
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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 Operations Su ervis  (SOS) K i t  
McAlister. 

 

Executive Summary:  
At 03:43 on the 12 h June 2021 Queensland Ambulance Servic  (QAS) eceived a request to  

Caloundra for an , with xace bation  chronic obstructive 
pulmonary disease (COPD).  
 
The incident was categorised through the Medical Priority D atch System (MPDS) as a MATA3; 
2A response; Incident Detailed Report (IDR) 144 062   
 
Two further calls were received prior to QAS arrival at sc e advising of deterioration in patient 
condition. The incident was reco ed and gr ded to  code 1B (MATA2) at 04:09 and then 
upgraded to a code 1A (MAT ) at 04 0. B40 85 and B 01774 were dispatched and a Critical 
Care Paramedic (CCP) wa  also attac ed to the t at 04:12. As B401785 was arriving on 
scene another call was r ceived at 04 8 requesting cancellation of QAS response as the patient 
was now deceased and th  patients   being contacted. 
 
There was a delay in dispatch  7 minutes before the first units with a solo officer were assigned.  
The case was requested as a M ically Authorised Ambulance Transport (MAAT) from a Health 
Care Profes nal (HCP). The initial ding was MATA3 which in this instance can be defined as an 
urgent non-life reatening illness requ ring an undelayed ambulance attendance for assessment 
and tra port.  T  delayed response of 27 minutes was avoidable; B401785 was located at QAS 
Birti a and B40177  was partially available at Sunshine Coast University Hospital (SCUH) at 03:40. 
 

Terms f Reference: 
This review ill investigate all aspects of the ambulance response to incident 14410062 to examine 
the appropria ess of the QAS response and identify (if any) operational or clinical issues. 

This review will include all requirements outlined in the Operational Incident Review Process. 

 

LASN Clinical Incident Summary Report: 
At the time of writing this report a primary review of case documentation has not been completed as 
the Digital Ambulance Report Form (DARF) has not been synchronised. 

Irrelevant

Irrelevant Irrelevant
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A clinical review Evaluating Clinical Improvement and Patient Safety (ECLIPSE) will not be 
requested for this incident.  

The patients’ doctor was contacted to provide a Recognition of Life Extinct (ROLE) form. 

 

Incident Review/Investigation: 
SOS conducted a review of available documentation and records post incident. The IDR  DARF, 
LASN workload and resource availability have been reviewed as part of this incident rep t. 
 

o Sunshine Coast LASN were situated with  -1 officer on night shift at Buderim S on 
o SEQ was on EXTREME escalation 

 
 The incident was categorised at a MATA3, code 2A response 
 The call was ended as the request for service originated from a Hea  Car  Profe al  

 
o Audio records pertaining to this incident have been requ te  rough e Ma oochydore 

Operations Centre Manager (OCM), Richard Raymon  to dete mine if th  nitial call was 
categorised correctly 

 
 There was a 27-minute delay in dispatching a uni  n this e 

 
o There is no evidence the CDS performed a call bac  to advise of a delay in response  
o The CDS did not read or conduct a r iew of is incid nt until 04:12 
o There is no notification in IDR to su ervisors f ‘no resources available’ 

 
 A code 2A response re es  imme e respon e, no lights and sirens, of the closest 

most appropriate Par medic un  
 

o On review it uld appear ultiple units were available for response including: 
B401785 (solo icer) a ilable at  Birtinya;  
B401774 (solo offi r) ffloaded and partially available at SCUH at 03:40;  
B401809 cleared SC H and available at 03:31;  
B401954 cleared Namb r General Hospital (NGH) and available at 03:33; 
In ddition, B401815 offlo ed and became partially available at SCUH at 03:49 
 

o A Critic  Care Paramedic was dispatched at 04:12 after the incident was upgraded to a 
1A respon  

 
 401785 arrived o  scene at 04:28, after responding from QAS Birtinya  
 A  4:31 a Situation Report was provided confirming the patient was deceased  
 The gital Ambulance Report Form (DARF) has not been synchronised at the time of writing 

this rev w.   
 

 Maroochydore Operations Centre had two (2) CDS rostered on duty (1800 – 0600)  
 

 CDS workload may have impacted on the capacity of the CDS to make a call back to this 
case prior to it being upgraded 

o SOS has requested OpCen review of CDS case workload for pending cases and 
evidence that call backs were being made during this time.   
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 This incident has not been recorded in the Operations Centre End of Shift Brief 11/06/2021, 

(1800 – 0600) 
 
 
Background 
Queensland Ambulance Service received a request for service to attend Colin McCilric at Blue Care 
Aminya, Caloundra. 
 
QAS resources attending this incident included:  

    
    
  

 
The patient was experiencing exacerbation of COPD with oxygen being admini ered when QAS 
was called at 03:43. 
 
At 04:07 a second call to QAS was received advising the patie t had l boured breathing and low 
oxygen saturations. 
 
A third call back to QAS was received at 04:16 stating t  patien  was d teriorating further with 
oxygen saturations now unreadable. 
 
QAS received a final call at 04:28 to cancel the QAS res onse as e patient was deceased. 
 
On arrival at scene attending QAS ers con m  the pat nt was deceased. 
 

Chronology 
03:43 QAS request for se ce rec ed, M  ode 2A response 
 
03:45 Incident ‘In Waiting Que  
 
04:07 Dupli e call received an app ded 
 
04:09 ncident re nfigured MATA2 and upgraded code 1B response 
 
0  Incident reconfig ed MATA1 and upgraded code 1A response  

 
B 1774 dispatched and responding from SCUH at same time 
 
B4017  dispatched and responding from QAS Birtinya at same time 

 
04:12  A406801 dispatched from Sunshine Coast Airport Base 
 

 Solo officers rendezvous at SCUH and continued to incident as a crew in B401785 
 
04:16 Duplicate call received an appended 
 
04:28 B401785 arrived on scene 

Irrelevant
Irrelevant
Irrelevant

Irrelevant
Irrelevant
Irrelevant
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IDR 14452258.pdf IDR 53287.pd

ARF 144 258.pdf F 1445328 pdf

Pe ng cases.pdf

ECLIPSE audits.pdf

NIGHT 
WORKSHEETS - 1. M

01.36.12 Ph Kilcoy 
ED to QAS 22 June 2

23.11.22 Ph Kilcoy 
ED to QAS 21 June 2

20.13.51 Ph Kilcoy 
ED to QAS 21 June 2
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Regarding clinical care and suitability of monitoring of the patient’s condition: 

“…The patient was provided appropriate care by QAS … Vital signs were taken and 
recorded along with continuous monitoring. Those recorded would be indicative of specific 
VSS (vital sign survey) alongside this. There was no change in patient’s condition noted in 
the DARF or in VSS that indicated deterioration. However, VSS may have been recorded 
more frequently…” 

Summary: 

“…The DARF indicates the patient was assessed and transported in e with QAS 
guidelines.” 

The OIC and CSO follow up with the crew to inform some of the decision made 
during the incident which are not apparent from the docume  review. 

Outcome Summary and Recommendations: 

 Emails show Priority one offered 
 Director GC Region has request GC CEU complete clinical revie   
 Initial review DARF QAS located the patient and treated as p  QAS p ocols. 

State OpCen ProQA: 
Director Gold Coast Region has requested GC Ops Centre com ete Op  Revie  of case and capture of 
voice logs. 

The OpCen Professional Development Officer reviewed the I  and V ce Logs of communications between 
the Responding Crew and the EMD. 

 It was identified the Crew did t uired b k up for thi  ncident 
 The crew advised (after b ng pages  hat the tients esenting condition met bypass criteria 
 The crew notified of bei g ramped a  GCUH for an extended period. 
 The OS notified the C S of the ca ac arrest after the patient was moved to Resus. 
 There were no issues id tified ith the respo se and coding applied to the incident.  

Incident Review/Investigation  
Scope: This revie  is being considered du  to Patient ramped at GCUH for one hour six minutes before 
going into witnessed ardiac arrest and subsequently being declared deceased. Review operational can 
clinical asp cts of the e including decision to bypass Gold Coast Robina Hospital. Also review of ramping 
time at G UH.  

Bac grou   

 Q  called to an elderly female patient who was reported to have chest pain. 
 Patie  was treated and transported to GCUH  
 PACH h d reviewed the case and liaised with crew 601538 to transport the patient to GCHRB 

due to long delays at GCUH  
 The Gold Coast Region (GC Region) had been experiencing moderate workload throughout the 

day into late afternoon. This resulted in infrequent but significant surges into GCUH and building 
elays at both GCUH and GCHRB. The pending queue was steadily climbing during the duration 

these periods. 
 The GC Region OS and SOS were managing hospital delays  
 Crew 604538 stated the patient met by-pass criteria were subsequently the patient was 

transported to GCUH 
 20:33 patient arrived at GCUH were she was triaged and ramped as no beds available at the 

time 
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 Approximately 21:39 patient was still ramped in the hallway at GCUH and went into cardiac 
arrest.  

 Crew 601538 was in attendance and with HHS staff stated resuscitation while moving the patient 
immediately to resuscitation bay 5. 

 Patient was declared deceased after unsuccessful resuscitation.  

Timeline:  

 20:03:23 CALL RECEIVED 
 20:05:23 Note in IDR stating delay in dispatch due to workload 
 20:06:21 ASSIGNED B601538 
 20:06:32 ONCASE B601538 
 20:14:43  ONSCENE B601521 
 20:16:37 Note in IDR that page had been sent to Crew 601538 to please transp   Robina 

or provide clinical sitrep if patient meets bypass – thanks PACH 
 20:35:50 Note in IDR NBR 
 21:07:52 DEPART SCENE 
 21:08:32 Note in IDR GCUH experiencing heavy delays please co tact CNC Ph 6686516 to   

                           see if they can accept your patient 
 21:09:14 SITREP – PT MEETS BYPASS FOR GI REVIEW 
 21:29:02 AT DESTINATION GCUH 
 21:51  from OpCen Review – crew advised ramped on stre her 
 22:28  from OpCen Review – crew advise  that the  pat nt is st  on the stretcher 
 23:04  from OpCen Review – CDS advised b  OS of rdiac arr t on stretcher 
 23:22:57 CASE COMPLETE 

Review:  

The initial case itself was managed as pe  QAS otoco s; the patient was ramped at Gold Coast 
University hospital due to the e rgency d art ent at c pacity. 
 

 GCUH had a total of 102 atients in e departm t h 21 patients waiting to be attended to 
 GCHRB had a total of 3 patients in he department with 15 patients waiting to be attended to 
 GCUH went onto a lev  2 escalat   33 hrs and moved to a level 3 escalation at 11:04hrs in the 

morning and remained o   lev  3 escalation up to and including during the timeframe of this event 
 GCHRB went between mu le level 2 and level 3 escalations during the day. Being Level 2 at 

10:16hrs until it went to a leve   at 11:28hrs, this level 3 was removed at 12:00hrs.  
 GCHRB ain went to a level 2 t 15:00hrs and moved to a level 3 at 15:45hrs, this level 3 was 

removed a  6:50hrs.  
 GC RB again ent to a level 2 escalation at 17:46hrs and moved to a level 3 escalation at 18:08hrs, 

t s was remove  t 20:06hrs.  
 
W st the crew from 6 538 was ramped at Gold Coast University hospital the patient was continually 
mon red with QAS staff located next to the patient at all times. 
 
The patie  was witnessed to go into cardiac arrest and QAS along with HHS staff carried out full 
resuscitation rocedures obtaining ROSC once however the patient went back into cardiac arrest and 
was finally declared signal 4 – Deceased.  
 
The case was debriefed in real time by the OS on site at Gold Coast University hospital who was also 
present during the resuscitation process. 
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