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Effective From: 7 August 2020 Page 1 of 4 

Significant Incident Review Version 0.3

Metro South Region 
Authority:  
By authority of Mr Matthew Green, Acting Assistant Commissioner, Metro South Region. 
 
Executive Summary:  
On Wednesday 16 March 2022 at 22:23hrs QAS received a Triple Zero (000) call for assist ce (incide t 
number 15614174) at  Kangaroo Point 4169 to attend a , alarm activat n, 
fall and sounds hurt. 
 
There was a response time of 41 minutes to respond an available paramedic un  to th  incide  from when 
the incident entered the waiting queue to when the first unit arrived on scene). 
 
At the time the call came in there was significant workload across Sou h-East Q eenslan  (SEQ) with multiple 
Code 1 and Code 2 cases pending in the community. 
 
The case was initially prioritised in the Advanced Medical Prio y Dispa h System (AMPDS) as 17B04G (Fall 
Unknown Status on Floor) requiring a Code 1C response.  
 
A second triple-zero call was received at 22:50hrs ad sing t  patien  ad a fall with pain and shortness of 
breath. At this time the case was reprioritised in the Advance  Medical P iority Dispatch System (AMPDS) as 
17D04G (Fall on Floor Not Alert) requiring a Code B resp nse. 
 
The first ambulance was assigned t 22:55h  and arr d on sc ne at 23:07hrs. 
 
A third triple-zero call was re ved at 23:0 rs advising the pain is increasing with difficulty in breathing. The 
case was re-prioritised in the A anced M dica   Dispatch System (AMPDS) as 10D01 (Chest Pain not 
Alert) requiring a Code 1B respon   
 
On QAS arrival patient was alert but app ared peri-arrest. Nine minutes after arrival the attending crew advised 
the patient was in cardiac arrest and co menced CPR, with a return of spontaneous circulation after 14 
minutes. The patient was transported to Princess Alexandra Hospital in a critical condition. 
 
Terms of Reference:
This review will review all aspects of ambulance response to incident 15614174. 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.
 

gion Clinical Review:
Th  Metro South Region Clinical Education Unit have undertaken a clinical review of this incident. The clinical 
a essment, treatment and transport was completed to an appropriate standard. It was noted the 

c ntation had an extended period of time with no vital signs recorded, however a note by the attending 
Paramedic  tate; Paperwork VSS abbreviated due to concurrent Workload. There are no concerns with the 
clinical management of this case. 
 
OpCen Review: 
 AS received a call from Vital Call. The Call was appropriately coded as a Code 1C. The Emergency Medical 
Dispatcher (EMD) attempted to call family members who were attending the scene. On arrival the patient’s 
granddaughter has contacted QAS via Triple Zero (000).  The EMD has re triaged the call through PROQA 
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Gold Coast Region 

Authority:  

By authority of District Director, Gold Coast Region, Queensland Ambulance Service 

 

Executive Summary:  

Incident 15654376 – at 13:12, Friday 25 March 2022 at 13:12 the QAS rec ved  reque  for service 
to attend Coombabah for an  p tient, elf reporting 
that he had been feeling sick and unwell all week. Mermai  Wate  LAR  t 608308 self-
dispatched as a primary response at 14:00 and arrived on scen  at 14 2.  
  
Following his initial assessment LARU/ACP officer Paul  det mined that the patient 
required specific investigation by a medical officer at Gold Coast University Hospital. Officer  
exited the residence (without the patient) to ret rn h  equipm nt to the vehicle. While returning 
back inside the residence, the patient was wit essed t  be walking out to meet officer  on his 
own accord with assistance from . Whil  neg tiating he doorway at the building entry point 
the patient has lost his balanc  causi  him  fall forward which resulted in an injury to the 
patient’s right shoulder. The atient was ubsequen y eassessed by officer  prior to departing 
to the Gold Coast Universi  Hospital.   

The patient was diagnosed at G U  with a fractured clavicle secondary to the fall. A regional follow 
up occurred with the patient’s  on Monday 28 March 2022 who reported that the patient 
was in hospital for his initial complain  nd that his clavicle did not require any surgical intervention 
or orthopaedic review.  

 

Terms of Reference: 

This review will investigate all aspects of ambulance response to incident 15654376.    
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.   
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Outcomes:  
The Gold Coast Clinical Education Unit (CEU) assessed the patient record and determined 
that the care provided to the patient was appropriate. 
Officer  was provided with a copy of SOP03.3 ‘notification of QAS senior officers’ 

o Officer  stated he was unaware of the requirement to notify the Seni  
Operations Supervisor/SOCC of the patient’s fall given that he had informed the HS 
upon handover & documented the incident on the eARF.  

On the 11th April 2022 A/SCE Craig Sanky provided officer with feedback regarding t  
quality of his paperwork given his extended scope of care. The outcome of this conversation 
was that officer  self-identified that his paperwork was below the stan ard e c d 
from an extended scope paramedic. A/SCE Sanky spoke about the need to provide 
appropriate documentation specific to each incident. Moreover, a fa  r  assessment nd 
clinical fraility score were performed by officer (according to he CEU iew) however 
omitted from the eARF. This information would have demonstrat d to n inv igator that 
officer  had minimised the risk of this event occurring.  
According to A/SCE Sanky, officer  has reflected on t is inci nt an  is ow providing a 
more comprehensive approach to his documentation.  

  
Post OIRR actions:    

Staff Support services were offered to officer fol wing the incident.    
Feedback regarding the investigation to be pro ded to e patient and family by a regional 
delegate.    

 
Review Recommendation    

As a reflective tool old Coast EU has requested that officer  complete an ECLIPSE 
review, due by 17th ril 2022   
Gold Coast CEU conclu d at although the paperwork was not to the standard expected 
officer had performed  falls risk assessment to reduce the risk of this incident occurring, 
albeit he omitted it from his ARF. With this considered in addition to the witness account 
provided  , the patien  has mobilised without instruction from officer  on his 
ow  accord. erefore it is recommended that no further action is required at this time. 
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