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[The visuals during this webinar are of moderator and speakers seated at desks whilst speaking to camera]
Nicola Dunbar :
Hi. My name’s Nicola Dunbar from the Aged Care Quality and Safety Commission. And I’d like to welcome you to the second in our series of webinars about the Serious Incident Response Scheme or SIRS. 
I’d like to begin by acknowledging the Traditional Owners of the lands on which we all meet today in our various places across Australia and pay my respects to Elders past, present and emerging. 
In our last webinar we provided a broad overview of how SIRS will work, its components and the times in which the various components will become mandatory. For those who missed the first webinar, we have a recording of it on our website and I strongly suggest that you watch that. 
Today what we’re going to be focusing on is incident management systems and the important role they play in helping you prevent, manage, respond to incidents and keep consumers safe. We’ll also be discussing what your incident management system needs to include and how it will help your service fulfil the requirements of SIRS. 
We’ve got two further webinars coming up over the next two weeks. Next week we’ll be having one about the reporting requirements under SIRS. And then on the 25th of March we’ll be having one about the role of the Commission in the Serious Incident Response Scheme. And we encourage you to register for those webinars as they’ll provide you with really important information about SIRS and how it aims to prevent abuse and neglect for older Australians in aged care. 
Today we will be having two speakers, Janet Anderson, the Commissioner of the Aged Care Quality and Safety Commission, and also Dr Melanie Wroth, our Chief Clinical Advisor. To start with I’d like to hand to Janet for some introductory comments.
Janet Anderson:
Thank you Nicola and hello everyone. I want to start with the final report of the Royal Commission into Aged Care Quality and Safety which as you know was recently tabled in Parliament. 
In their report the Commissioners state that fundamentally the inquiry has revealed that people receiving aged care want to be treated with care, dignity and respect. Now that’s a proposition with which we can all readily agree. And indeed there’s also widespread support for the view that older people receiving aged care expect and have a right to be kept safe and free from harm. 
In the Royal Commission’s final report the Commissioners write ‘In our view the central object of any serious incident reporting scheme must be to protect people receiving aged care services from harm.’ The Commissioners describe as a welcome development the expanded scope of incidents covered by the new Serious Incident Response Scheme compared with the previous compulsory reporting arrangements. 
As you know the Serious Incident Response Scheme, SIRS, will commence on the 1st of April this year. And it will introduce new arrangements for approved providers of residential aged care to prevent and manage incidents, with a focus on at least protecting and desirably also enhancing the safety, health, wellbeing and quality of life of aged care consumers. 
SIRS places two specific obligations on providers. The first of these is to maintain an effective incident management system, and that’s what we’re going to focus on today as Nicola said. And the second obligation, which relates to residential aged care providers, is to report specific incidents, and that will be discussed at our next webinar on the 18th of March. 
Under SIRS every aged care provider must have in place an effective incident management system which includes a set of protocols, processes and standard operating procedures that staff are trained to use. That means adopting a systematic approach to minimise the risk of incidents occurring and to respond appropriately when and if they occur. 
So put simply, an incident management system, which we’ll also refer to as IMS, is an important tool that will help you to effectively identify, manage and mitigate risks that exist for your residents or consumers, visitors and staff. Some of you will already have a fairly well-developed IMS, while others of you probably have a bit more work to do in that regard. 
However I’m talking to all of you as providers today when I say that all of you do need to give this very close attention now so that you’re ready to fulfil the requirements of the Serious Incident Response Scheme from the 1st of April. Today’s webinar is aimed at helping you to understand the importance of having an effective incident management system and what that entails. Thanks Nicola.
Nicola Dunbar :
Thanks Janet. So what we’re going to do now is to work through the various components and important parts of an incident management system. And I think a good place to start is about talking about what an incident is. So Janet maybe tell us a bit about how incidents are defined and thought about under the SIRS.
Janet Anderson:
Okay. I’m going to recite a definition of incident. And it’s a bit complicated. So I want to reassure you that this definition and a lot of other really useful information is already available on our website and in our recently published guidance as Nicola referred to at the beginning and will undoubtedly circle back to reiterate at the end of this webinar. So you don’t have to take notes. But I do want you to understand it’s multipart and you will need to engage with this definition as you design your incident management system. 
An incident is an act, omission, event or circumstance that occurs in connection with the provision of care or services that has or could reasonably be expected to have caused harm to a consumer or another person such as a staff member or a visitor, or is suspected or alleged to have or could reasonably be expected to have caused harm to a consumer or another person, or that the provider becomes aware of and that has caused harm to a consumer. 
Now we could spend the balance of the webinar unpacking that definition. As I say I refer you back to the resource material which is already available so that you can study it at your leisure, in front of you, unpack it, understand its various elements and how you would bring it together to understand what an incident is in your service.
All incidents, those that have occurred or alleged or suspected to have happened, must be recorded in your IMS and managed appropriately. For residential aged care providers a subset of this total number of incidents are reportable incidents, that is incidents that must be reported to the Commission under the Serious Incident Response Scheme. 
Now we covered the definition of reportable incidents in our last webinar. And if you’ve not looked at it or if you can’t recall it, the incidents falls into eight incident types. To refresh your understanding, again I refer you back to resources which are already available on our website. 
Thank you Nicola.
Nicola Dunbar :
Thanks Janet. So an incident management system is a really important part of what is needed here. As Janet described, the definition of incident is multipart and quite broad. And so we need to think about what is an incident management system and how it can help you. 
So Janet can you take us through the kind of various parts of an incident management system and talk about what is this thing? It’s a kind of technical term in some ways. We need to think about what does it actually mean in practice.
Janet Anderson:
Okay. Let’s get up close to it and figure out what it is. An IMS is designed to record information that helps you to identify, respond to and manage any incidents and near misses – and I’ll come back to define that term – that occur in the course of delivering care and services to consumers. So in doing all of that, your IMS should also help you to take any action necessary to prevent the same or similar incidents from happening again. So it has a preventative function if it’s used well and effectively. 
Let’s just clarify the meaning of near miss which may be unfamiliar to some of you. A near miss is when an occurrence, event or omission does not result in harm such as injury or illness to a consumer or another person but had the potential to do so. Let me give you a couple of examples to illustrate the meaning. 
For example when there is poor lighting which results in a staff member tripping and almost falling over an unsighted extension cord. They didn’t fall but they might have fallen. It was close, a close-run thing. Or where a staff member or a consumer could have collided with equipment which is left in a blind spot in a corridor. They didn’t but by golly it was close. A near miss learning opportunity. 
IMSs are used across a wide range of sectors to enable organisations to identify, assess and resolve incidents and quickly address risks to improve the safety and quality of the services they provide. It is by no means unique to aged care services. And those of you who’ve worked in other industries and sectors may have come across IMSs in that context. 
In essence your IMS is an essential tool for use by your managers and staff to understand and manage risk effectively, and particularly risks to the safety, health and wellbeing of consumers. So let’s unpack it a bit. 
At a more detailed level, an effective information management – sorry, incident management system which sets out the responsibilities of all staff in relation to incident management will help your service to recognise incidents and near misses when they occur, assess the impact of incidents, and respond in a timely way to address the needs of and to support the people affected by the incident, to review, analyse and if necessary investigate incidents, to use the outcomes of the analysis and investigation and other incident data to inform service improvements and to prevent a recurrence, and then to record the details of incidents and near misses and to facilitate your reporting obligations both internally within the organisation and externally to the Commission if it’s a reportable incident. 
Now if we unpack this there are four key components to an effective incident management system. And they are as follows. And these are also outlined in other resource information already available to you. 
One, documented policies and procedures developed in consultation with consumers and staff for the purposes of ensuring that there are ways to identify, manage and resolve incidents and they are well known and understood. They have to be familiar to everyone who is expected to offer some sort of response to identify an incident and to respond to an incident. 
Two, you need a mechanism or tool for recording, storing and easily accessing information about specific incidents. Now that tool can be manual or computer based. You get choices, and your choice may depend on where you start this journey or where you are at the moment. And we are agnostic about your choice of tool as long as you have a recording instrument. 
Three, training for your staff in the use of the incident management system so that everybody understands what actions are expected of them when and if an incident occurs. 
And fourth, your service must have a governance and accountability arrangement in place to ensure that the policies and procedures I spoke about as number one are followed, and that your organisation is able to learn lessons from the incidents as they happen and use those lessons to drive improvement in your organisation.
An important part of the process for managing incidents is strong and open communication with your consumers, their family members, representatives, advocates and others about your IMS, how it works and how they can be involved in the continuous quality improvement cycle based on the lessons you learn from managing and responding to incidents.
So consumers and their representatives should be able to contribute information to the IMS – think about that – and also be part of processes to learn from incidents for improvement within the service. 
And a final point if I may Nicola. All providers should also routinely and regularly review and evaluate your IMS to ensure that it remains fit for purpose, and if necessary is strengthened where you find that it is falling short of your expectations of that system in its support for your quality and safety. 
Thank you.
Nicola Dunbar :
Thanks Janet. That was very comprehensive in terms of covering the various parts that fit within this kind of complex system of an incident management system. And we probably have a lot of people online who are going ‘Agh, that sounds like a lot of work.’ Could you talk us through about the expectations that I guess we have as a Commission about what the form of an IMS is? What form should that take? What do people need to think about around that? 
Janet Anderson:
Okay. I’ve already mentioned that the way in which you record an incident is your choice. If you have a manual, paper-based system now or you’re using some relatively low-sophistication data collection and referencing tool, then that’s fine. If you have a highly sophisticated, computer-enabled tool, that’s fine too. 
So I want to start my response to Nicola’s question on a reassuring note. As a provider you probably already have a number of the components of an IMS in place given that you are required to operate in accordance with the Aged Care Quality Standards which already go to risk management systems. 
So to be specific, it would be reasonable for those of us in the Commission to expect that you already have policies and procedures relating to incident management and some mechanism for recording incidents. In addition your managers and staff are or should be familiar with their current responsibilities for identifying, recording and responding to and reporting incidents under the existing compulsory reporting arrangements for residential aged care services. So this should not be entirely or indeed largely unfamiliar to you. There should be points of reference right the way through what we’ve said up to this point. 
Now having noted that you’re very unlikely to be starting from scratch, I do exhort you to look very closely at the arrangements you have in place now because I think there’s an equal probability that you have more work to do. That your existing arrangements which may have been adequate under the compulsory reporting arrangements need to be upgraded to ensure that you are ready to run, fit for purpose to fulfil your obligations under the Serious Incident Response Scheme from the beginning of April.
I’ve already said the specific form that your IMS takes is not prescribed in the new legislation. You get to make choices about that, as long as you can fulfil your obligations under the legislation. And what I ask you to do or recommend you do is look to the specific features of your service to understand what’s going to work best for you. 
So for example you would take into account the size of your service, the number of consumers and staff that you have, the characteristics and vulnerability of your consumers, and also the acuity of the care and services that you provide. Those are some of the criteria or the factors that you would take into account in reaching a view about what would work best for you by way of an incident management system. 
And I’ve already mentioned that some of you would be best served because you start from a software-based risk and quality management system. Others of you who are not yet using that software-supported technology may start at an earlier stage with something which is a bit more manual or lower key. An Excel spreadsheet for example is not a bad starting point. It may not be where you stay but it is absolutely where you could start.
Whatever form your IMS takes, please remember it is far more than a record or a database of incidents. It must fulfil larger purposes than that. It must encompass all the elements I’ve outlined, comprising a comprehensive approach which will enable you as a provider to be better placed to prevent, manage and learn from incidents as and when they occur.
Thanks Nicola.
Nicola Dunbar :
Thank you Janet. I’ll give you a bit of a break now. Thank you for all of that information as a starting point. I think it’s very useful for people to have that understanding in their head about actually what are we talking about here, what are the nuts and bolts of an incident management system. And what we’re going to do now is explore in a bit more detail about some of those particular aspects and what value this can bring. 
So I’m going to turn to Melanie. And Melanie you bring an important view to the webinar today, being a senior geriatrician who has worked in the health sector for quite some time and now working with us at the Commission, so having that understanding of aged care and what can work in aged care. 
And so building on Janet’s comments about the importance of learning, of an incident management system contributing to learning, can you share some insights on your experience about managing incidents, preventing incidents and how that contributes to quality improvement, continuous improvement?
Melanie Wroth:
Sure. Well in the health sector really incident management systems are completely part of business as usual. Everybody really understands them and understands the benefit that can be gained. And the benefit is for the organisation to have a clear oversight of what’s happening through all parts of the organisation and where they need to enquire further, and to identify for management where the risks are and how they can start to develop ways of mitigating those risks.
It gives lower levels of management oversight into their own particular areas. So I’m talking about nurse unit managers at that level. And in residential aged care that might apply if you’re running on different wings or different levels of care. It certainly contributes to the staff understanding more generally of their role in management of detection, prevention and reporting of risks and incidents. 
And it enables a bit more of a – it enables a look to be taken at many of those levels along the lines of where themes are developing. Themes in terms of the type of incident, the area within the organisation that they are occurring. Themes in relation to particular staffing cohorts, particular resident cohorts and case mix and particular geographic areas. And just those things are helpful to understand where to put your resources to really managing the risks to patients and to staff.
So in terms of continuous improvement, which is slightly different but they’re so closely related they really need considering at the same time, when you have been able to identify, by whatever means, where changes are required to reduce the risks of adverse events occurring and thereby prevent future adverse events, you are better able to intervene before they become adverse events, which is clearly an improvement. And also it will allow you to see how you can get closer to excellence.
So really it allows you to respond to such things as, in advance where you know that it’s happening. For example a new resident who may come with risks that you haven’t had to manage in the other residents you’ve got. New staff where they may come from a different culture, not had the skillset that are required for the current cohort and the current environment and where you need to show them where your policies are, show them what to do if they come across something that they’re not happy with and give them the training and support that they might need. 
There are many touchpoints which we’ll probably come onto a little later. But really good incident management, apart from identifying the risks, that goes to when an incident does occur looking at the contributors. So there may be many contributors. It’s a Swiss cheese sort of thing. Or in health we often call it multifactorial where if somebody falls there may be many contributing causes. And looking at each of those, rather than just finding one and being satisfied with that, and seeing where those things need to change. 
And the other thing of course is the impacts. So evaluating the impact on a person which may go beyond the bruising. It may go to psychological or fear or withdrawal or injuries that become apparent later or that impact on other things. So that if you are unable to move because you’re sore, think about how that will impact on the person. And there is a tendency in aged care for one thing to flow on to becoming a risk in some other area.
Nicola Dunbar :
So I think that’s a really important overview. And you’ve touched on a whole lot of things in that answer Melanie. And one of those is about the importance of quality improvement and how it flows down through an organisation. So that issue about leadership and governance. And that comes with some of the points that Janet made earlier. And I think it’s worth exploring those issues about leadership and governance in a bit more detail. 
Janet can you talk us through a bit about the importance of these factors and how they are necessary to make an incident management system work effectively within an aged care service?
Janet Anderson:
I’d be happy to. And it’s one of my favourite topics, leadership and governance. To be effective an incident management system requires visible leadership commitment and an organisational culture that values openness, accountability and continuous improvement in quality and safety. And I cannot overemphasise the centrality of these ideas and this reality in enabling you to be the best provider you can possibly be.
Visible leadership support for successful incident management starts with the decisions and actions of your board or governing body and how those decisions and actions are communicated throughout the organisation and beyond. Your board’s or governing body’s commitment to effective incident management must also be evident in the words and actions of the CEO, the facility manager, the entire leadership team.
Staff must be encouraged to report incidents and near misses. You don’t want a culture where staff hide problems and are fearful of the consequences when things go wrong. That is not an environment that values quality and safety or continuous improvement. And I’m reminded of the maxim with which you may have a different view. But it is said that you can never make the same mistake twice because the second time you make it it’s not a mistake, it’s a choice. Think about that.
The leaders in your service are responsible for establishing a culture that is focused on striving for improvement, where incidents are seen as events that should be prevented where possible and learned from where they occur. So as part of this process the board or governing body should routinely review incident and near miss data, trends, investigation outcomes and actions taken. They should be asking these questions. They should be persistently scrutinising the trend analyses and asking questions of those in charge of delivering care. That is a characteristic of good organisational governance. 
And of course governance is not just about oversight. It’s also about accountability. So think about sharing with your residents, consumers and their families, if not more widely, information about incident trends and improvements you are making as a positive way of demonstrating your commitment to effective incident management and continuous improvement. 
Thanks Nicola.
Nicola Dunbar :
Thanks Janet. And one of the things that you touched on in the last part of your answer there was about communication, about communicating information around what’s happening and making sure that there is transparency around that. I want to explore around communication in a different way, in terms of things around communication with consumers, with residents, with their families and even other organisations about incidents. 
Melanie I think from a clinical perspective communication is important. But also communication is very important around learning and about incident management generally. Can you tell us some thoughts around the importance of communication around safety and quality and making an incident management system work?
Melanie Wroth:
So the incident management system itself is part of the communication process in that it does give a line of communication to the governing body and to management, and that they will be enquiring, looking into it in more detail, seeing what needs to be changed, seeing if those changes are effective, monitoring things in an ongoing way. 
But communication starts with the culture, which Janet has touched on. Where actually if you think of communication around these issues as intelligence to you, intelligence is your friend. The more you know about what can possibly go wrong, the more you can nip it in the bud and fix it. So the coarsest way of communication and where that fits in continuous improvement is when something catastrophic happens. And then you would I hope look back and say ‘Well what were the warning signs? How could we have detected this earlier? What were the contributors? How can we make sure it doesn’t happen again?’ and what you’re then going to do as a result of that. 
Janet’s person who nearly trips over the cord in the dark as a near miss, that’s another level down. Where if the person is just saying ‘Well that was lucky’ – so a near miss is ‘Well that was lucky. It actually could have been a big event but it wasn’t a big event.’ A fall without injury is lucky compared with a fall with injury but actually the event is the same. The outcome is to some extent just luck or degree. So if the person trips over the cord and doesn’t move the cord or doesn’t report the fact that it’s a problem or doesn’t do something about it or improve the lighting or whatever needs to be done, that cord’s going to be tripped over again and a near miss is very likely to become an incident.
So one step back from that is having everybody in the organisation genuinely understanding that everybody has a role in detecting risk and reporting problems. So who they let know and how they let know is really a matter for your organisation. But if you saw a cord on the ground and reported it and it was still there the next day, well you might not bother to report things the next time because what would be the point? So what you do with the information you’re given is really important. Does it get to the right area? Is somebody saying ‘Well clearly this is a risk. What can we do about it?’ Whose responsibility is it to check that those things change? And for different risks it will be a different person’s responsibility. 
And I just want to give you some examples of risks that anyone in the organisation could bring to your attention by whatever means you think fit. If a cleaner sees somebody staggering or wobbly in the corridor. If somebody who’s delivering meal trays and picking them up notices that somebody’s not eaten their meal at all. If somebody’s speaking to someone and notices that they’re much more confused than usual. If somebody’s uncharacteristically drowsy. If somebody notices that the lawn mower is coming too fast around a blind corner where people walk. If you notice a floor tile loose or a wobbly rail, that slippery leaves are left on a path. That somebody is becoming agitated when things happen and you – well I don’t need to tell you what happens with that. That if you’re noticing security breaches or security risks or an infection prevention control breach. If there’s concerns about staff behaviour or staff handling. 
So that these things are brought to attention in a way where you’re saying ‘Thank you for letting me know.’ And each little thing is managed in a way that lets the person letting you know continue to feel that they can, and so that those little risks don’t become big risks. 
So the person who reports needs to be taken seriously. Visitors have a role there. I don’t know whether you want to call them suggestions or concerns. Much better to have them raised as that than wait for them to complain. So a concern raised that you manage is much better than a complaint that somebody’s frightened to bring to you because they feel that there’s going to be some sort of retribution and then they take the complaint elsewhere. 
And then it’s really important to close the loop. ‘Thank you for letting me know that Mrs P wasn’t eating her food. Actually it was the beginning of an illness and we were able to get the GP to come and see her and that’s made a difference, thank you very much.’ So closing the loop where things are brought to your attention, and letting people know what you’ve done as a result of it. And involving people in the solution. So if somebody comes to you with a problem, they may well be able to contribute to making suggestions about the solution.
Nicola Dunbar :
Thanks Melanie. I want to explore a bit more around – I think that was really useful in terms of highlighting the different ways in which communication needs to occur when incidents are reported and the various mechanisms around that. I also want to explore around the communication when things do go wrong with consumers and with their families. And pulling in open disclosure here because that needs to be an important part of the process around managing an incident. 
Could you tell us a bit more about open disclosure? It’s kind of something that people might see as being a separate process. And really it’s not. They need to be integrated, don’t they? 
Melanie Wroth:
They do. It’s part of it, absolutely part of it. In fact it’s a requirement under the standards. So Standard 8 relates to organisational governance and Standard 6 relates to feedback and complaints and open disclosure is part of both of those. 
To some it is a little bit of a frightening prospect. It’s difficult to know if you haven’t been involved in open disclosure what it means. And it’s difficult to see how it’s not going to get you into trouble in some way. But it’s a very, very well established procedure in the hospital system. And I think people are universally surprised at how the outcomes are better with open disclosure than they are with coverup and defensive postures. 
And you can imagine yourself that if something happens to for example your loved one and nothing is done about it at a service level and you hear about it when the hospital doctor rings you to say ‘Can you come in?’ that you will be furious. ‘Why wasn’t I told? What happened? Nobody’s told me what went wrong.’ 
Whereas if you’re rung by the service to say ‘This has happened. This is what we think went wrong. We’re really, really sorry this has happened to him. This is what we’ve done about it to make sure that he's safe. And we realise how upsetting this is going to be for everyone and we’re going to make sure this. But we’re really very serious about looking into how we can prevent it in the future both for your person and for other people, and please tell us your view on how you think we can change processes,’ people respond really well to that. 
They like the apology. They like knowing exactly what’s happened. And they like to think that they’re going to be engaged in the rectification if possible, and if not then rectification for other people. And an apology is surprisingly powerful. It doesn’t have to instantly have you in court admitting that you’re at fault. It’s really you’re sorry that this has happened and you appreciate why it’s upsetting.
Janet Anderson:
Melanie can I come in there just briefly? This notion of open disclosure as you say is familiar to aged care providers through the standards but possibly not always taken up with as much enthusiasm as we would like to see it. Can you just talk briefly about the skillset. Is this something where staff can benefit from guidance and support and a degree of training to assist in having these conversations with those who have been directly affected in an incident? 
Melanie Wroth:
To some extent yes. To some extent it’s also dependent on the culture and role modelling. And conversations will flow much more freely than you think they’re going to in relation to this. Because you state the problem. And then there will be questions which if you’ve got a relationship of trust, so that they trust that what you’re saying is the truth and they trust that what you say you’re going to do about it will happen and you’re asking for their assistance, it’s surprising how easily those things flow. 
Obviously it’s not fair to leave somebody to do that part of the full open disclosure who doesn’t understand what might have gone wrong and what you are going to be putting in place to try and change things so that it doesn’t happen again. So really the respectful way is the most senior person who’s available to do it. But obviously they need to understand reasonably quickly what’s happened as well so that they can be – you don’t want to be giving someone the job of ringing or having a meeting with someone who actually isn’t familiar with all the details. 
And the earlier you do it the better. Because the risk of finding out from somebody else or waiting to hear from you escalates anger really quickly. So it’s even good to say ‘Look this has happened. I’m going to go and look into it right now but I just want to let you know he’s on the way to hospital,’ or ‘he’s back in bed and he’s all right’ or whatever the situation is. That they trust that you will keep them updated and that your actions are appropriate and you realise that it’s something that’s had impact and been important to the person.
Nicola Dunbar :
I think one of the things to add is that we have resources about open disclosure on the Commission’s website. So if you do want to find out more about that go there. There’s an open disclosure guidance or framework that’s on the website published in 2019. So that will help you with open disclosure.
So I think we’ve started to talk about some of the practical things that providers will need to think about as they are putting in place their incident management system and making sure that they deal with incidents appropriately when they occur. 
Janet can you give us some more potentially practical tips, some of the things that providers will need to think about to make this work within their services?
Janet Anderson:
Sure. And Melanie’s gone a fair way into this already. As Melanie said earlier, incident management is not just about the immediate response to each incident but also about taking the time to understand underlying issues. Melanie used the word ‘multifactorial’. I think in aged care that would describe the vast majority of incidents. It’s very rare to see a single line cause and effect. So what we’re looking for people to do is to be analytical in your frame of reference as you identify, analyse, investigate, respond to an incident, mitigate its impact on those who are most directly affected and then learn from it in order to prevent its recurrence. 
My strongest tip is to go back to the key components that I talked about earlier. Look for issues in relation to organisational governance. Are there gaps or inconsistencies or a less than satisfactory messaging or modelling of appropriate behaviours in relation to managing incidents? Look to staff knowledge or skill gaps. How good is your training? Have you done refreshers? Have you inducted staff into the service with sufficient attention being paid to ‘This is our incident management system. This is the way we identify and respond to incidents. Your role is as follows. Do you have any questions? And we will refresh this knowledge for you at regular intervals.’ 
Are there also issues with your policies and procedures or indeed the way in which they are translated into practice? Are they comprehensive? Are there gaps? Are they misdirected? Or are they in conflict with one another, where a policy says something and the procedure doesn’t fully reflect what the policy implies? Do your due diligence of those things. They are absolutely within your control. And it may be that you find some inadequacy of response has part of its origins in your policies and procedures. 
There may also be – and certainly as a regulator we find this in some of the work we do with providers – there may be limitations in your care planning and assessment. If that’s slightly underdone or it hasn’t been recently revised on the basis of changes in a consumer’s need profile, then you may be poorly placed to respond appropriately to an incident either from a preventative aspect or in terms of responding to something that has occurred. So look to your care planning and assessment. This is yet another reason to ensure that it’s up to date, comprehensive and is undertaken with the full involvement of the consumer or their representatives. 
And finally on my list, there may be problems with your service environment or your equipment. Think about the enablers of care, the context of care. Melanie and I have both now used the example of the unsighted cord. What is the operating environment in which you are delivering care? Are there hazards and risks which haven’t been well identified or haven’t been remediated having been identified? Look at where you’re delivering care, what you’re using to deliver care and see if that is all fit for purpose or whether that itself needs some fixing.
Learning from incidents and near misses helps providers to understand the value of undertaking dynamic, real-time risk assessments to identify ways to reduce risks for individual residents while respecting and supporting their independence and choices. And this is a topic of frequent conversation in dialogues between the Commission and individual providers. That dignity of risk, while also being very clear about a provider obligation to understand and mitigate risks to individuals, and getting that balancing dynamic in a decent balance. 
Learning can help you prevent and respond better to future incidents. And it is a fundamental aspect of an effective IMS that you as a provider can use that system to prevent future occurrences. Thanks Nicola.
Nicola Dunbar :
Thanks Janet. We’ll go to questions in a sec. But before we do I just want to follow up. You mentioned risk there and I just want to ask Melanie about this issue about risk. Because one of the things with an incident management system is that it’s designed to help prevent incidents. So have an understanding of risk and make sure that there are things in place to prevent incidents. 
From your experience as a clinician are there issues that services and providers need to think about in terms of identifying risk and making sure that they can have strategies in place to prevent things from occurring?
Melanie Wroth:
I think that if you’re asking the question ‘What happened here? What were the risk or risks that allowed this to happen or led this to happen?’ then each of the identified – the more risks you identify the better you’re going to be for prevention in the future. And then one step back from that is we’ve identified these things now in relation to this incident, but could we actually have identified those risks before the incident happened had we done things differently? 
And I’ll just use an example of somebody who has a fall. And you respond appropriately to the fact of the fall but the next step is to say ‘Well what allowed this to happen?’ or ‘What about this resident has either changed or how they’ve been managed differently? What are all the things that could have possibly contributed to this fall?’ And if you identify that it’s their loose slippers and you fail to identify that they’ve got a low blood pressure, you’re not effectively managing the risk for that person. 
So just to give an example of the fall. You might look at the flooring, whether it’s slippery or loose or lifted. Was the person distracted or startled? Were they rushing for some reason? Have they become weak for some reason? Are they newly unwell? Is their blood sugar low, is their blood pressure low? Have they been using the appropriate walking aids? Have they been unsupervised? Have they been left in a bathroom for example? Are staff unfamiliar with the requirements and the risks for that individual person? Have they been adequately trained or has the handover been adequate? Have they got bad vision? Are they not wearing their glasses? Is their pulse too high? Is it possible that they’ve been pushed or dropped? 
So asking all of those things will help you identify where the many risks might be. And asking those things before an event and having people identify them before an event is really going to prevention, which is a really robust incident management system, that’s where it will be heading. 
Nicola Dunbar :
So that interaction between your risk management system and your incident management system is really important?
Melanie Wroth:
That’s right. 
Nicola Dunbar :
Not the same thing but a really important dynamic. 
Melanie Wroth:
They’re not able to be managed separately. They absolutely interlink. And of course they then flows straight on to open disclosure where the person you’re disclosing to may very well also be able to contribute to identification of the risks.
Nicola Dunbar :
Thank you. Okay. We’ve got some questions coming through which is brilliant. We’ve got one that I’m going to put to you Janet. 
Q:	Which is you talked about the importance of a just culture, a learning culture. The importance of governance in establishing that and how fundamental that is to making sure that incident management systems work and are effective and protect consumers. A question about what the Commission is going to do about promoting and encouraging this kind of culture among providers in aged care?

Janet Anderson:
Well a fair question. I would start with a question back, which is what are providers going to do? We all have a role in this space. Fundamentally the point I was making was that it is first and foremost a responsibility of the leadership of individual providers to establish culture. They after all recruit, they train, they supervise and if necessary they terminate employees, people who work for them. The culture, the values, the attitudes, the behaviours, the expectations of staff are fundamentally shaped by the way in which that service is run, the manager’s disposition, their interactions and the way they communicate their expectations. 
As a regulator we can provide guidance and support. And where we find that a service is adrift from the requirements in the standards, we will make that finding and then consider a proportionate regulatory response. 
In many instances where the non-compliance is transient and low level, as providers know we continue to engage in a consultative way to ensure that the provider understands what is necessary to fix the problem and is taking swift action along those lines. Where we are more perturbed by what we find and the level of non-compliance is higher, we move up our regulatory pyramid and we become more intensive in our engagement with the provider and we are more likely to deploy a compliance enforcement tool. 
But we do not go there prematurely. We have many other means available to us which we are very happy to use and which we do use to ensure that providers are aware of their responsibilities, that they are fully apprised of the regulatory environment in which they’re operating and that they particularly understand that strong, reliable, well-informed leadership is the most powerful tool in a provider’s toolkit to deliver safe, quality care.
Nicola Dunbar :
Thanks Janet.
Q:	A question that I’m going to put to Melanie actually that has been asked about we use the phrase in our guidance ‘resolution of an incident’. And I guess a question about well what does it mean? When does an incident end in some ways? How do you say ‘yeah, okay we’ve dealt with that one’? What are some of the things that providers need to do to resolve an incident that occurs?
Melanie Wroth:
My answer to that, well it probably depends on the incident and how large or small it is, how circumscribed the issues are, and whether it’s a real, general systemic or an isolated incident. But the resolution process would be really as we’ve described. It’s looking at what happened. Working out how you’re going to respond to each component of what happened. Putting in place the changes that are required. Overseeing that those changes are actually working. And closing the loop back to the person themselves and their family and friends and to the staff that we’ve now done all these changes as a result and we now don’t think that’s likely to happen again. 
Nicola Dunbar :
And I guess to build on that in terms of thinking about how that might be demonstrated in terms of an assessment process, the need to make sure those steps are documented, are recorded in the incident management system to say ‘yeah we’ve done this’ rather than things happening but there’s actually no record of it. Because you’re not going to be able to learn if you’re not recording the information and building on that to build safety and quality within the service. So I think that’s an important part.
Melanie Wroth:
From the consumer perspective, the resolution will be when they’re completely better or as good as they can be, when they feel that all of the issues have been dealt with, they feel they’ve been taken seriously and that appropriate things have happened and that ongoing communication has been achieved. So if you imagine you’re the person that it happened to or it was your loved one, then resolution is a slightly different thing to them.
Nicola Dunbar :
Q:	An interesting question that’s come through about somebody about who has two incident management systems at the moment, one that is used for incidents about consumers, one that is used about incidents around staff, environment, contractors. Because I guess people have responsibilities around incidents. It might be about the care and provision of services. But everybody also has responsibilities around work health and safety incidents, things that potentially have nothing to do with providing care and services. Any thoughts about whether that’s okay to have things separately or whether it should all be brought together within one umbrella? Or is it another thing about which we would be agnostic as long as everything is covered?
Janet I’m sorry, I’m looking at you for this particular one.
Janet Anderson:
I sense it. My view is if it works for the provider then that’s the best approach to take. My only slight reservation is if you run more than one system – and I can understand there would be providers who would be attracted to that or have that in place already – if you run more than one system make sure they talk to each other. Because they should not be unconnected. There will be things that you see in one which may have implications for the other. And there should be no false understanding that a work health and safety issue has nothing to do with the delivery of care and services for consumers. The two actually must talk to one another. 
And I say that particularly in the interests of trend analysis. If you are watching closely, as we expect you are, the incidents as they occur, as they’re recorded, and you start to see a pattern emerging in one system but are not being as watchful of the other system, you might miss some clues there. So all I ask is, if you have more than one incident management system which may be differently focused, make sure that you keep them all in frame and you draw from them collectively, as well as individually, what you can deduce about the safety of the operation of your service, including the quality and safety of care, but also the safety for staff in delivering those services.
Nicola Dunbar :
Thank you. 
Melanie Wroth:
Where there are two systems, if they dilute each other and let you take your eye off the ball – which is obviously why Janet thinks they should be talking to each other. So if you’ve got some of your environmental risks in the patient one and some of your environmental risks in the occupational health and safety one, they both might look low, whereas cumulatively they’re not low. And being able to develop – to understand and have oversight of trends, particularly where you can identify a source of that trend, that’s a really important function of an incident management system.
Nicola Dunbar :
Another question that I think is quite interesting is about somebody who may have ongoing risks. So somebody perhaps who has a cognitive impairment, is impulsive and can fall frequently. And the thinking around how to manage that as a series of incidents or as kind of one ongoing incident. But also then the strategies that you might put in place to manage that, knowing that it may well continue to occur. I think that I’d be interested in your thoughts around that, about how you manage that within your incident management system. 
Melanie Wroth:
Yes. And I think it’s really important to say that elderly people do fall. They fall in the street, they fall in their homes, they fall in residential aged care. So nobody’s actually expecting there to be no falls, but how those falls can be minimised in terms of frequency and impact. So harm minimisation if you’re not going to be able to stop somebody falling completely, particularly if you’ve involved them or their family in that decision. That actually if you tie people into their beds they’re not going to fall, but that’s probably not the way people would choose to go. 
So if people are involved, it’s like ‘Your dad’s a really high falls risk. These are the things we’ve identified. Can you think of anything else? It is going to happen. We’re doing our best,’ that sort of approach, which is almost the prequel to open disclosure, I think that would be an appropriate way to go. So it’s minimising both the occurrence and the impact. So harm minimisation we haven’t really talked about. But where you think that there is a high risk of something happening you may be able to minimise the harm that occurs when it does happen.
Nicola Dunbar :
Okay. We’ve only got a couple more minutes to go. So we will start to wrap up. I want to thank everybody for attending today. We haven’t been able to get through all of the questions. But the ones that we haven’t answered we’ll add to our FAQs that are on our website. And so I’m sorry that we haven’t had time today but we will be dealing with them. 
If you have other questions arising out of today that you haven’t had a chance to put in, we have a queries line, SIRSqueries.agedcareqality.gov.au that you can email. And please do. We’re getting quite a few questions through that email address, so that’s a fantastic thing. 
We’ve got a whole lot of resources that are on our website. We have a special SIRS page, agedcarequality.gov.au/SIRS. It has the detailed guidance around the SIRS reporting requirements and also incident management systems. So just published yesterday was our detailed best practice guidance around incident management systems. 
One of the things that did come up as a question was around what information needs to be recorded in your incident management system. So there is information about that in that guidance. And we also have a fact sheet on that coming out any day now. 
We also have today – published today is the first of our online learning modules in our Alis platform. And we’ll have more of those coming out over the coming weeks. So we are extending the free licences for Alis to October 2021. So if you haven’t been in there, now is the chance. Go in, register. You can access the modules. It’s a great opportunity to make those available to your staff. All of your staff can use those. They’re quite easy to use, basic modules that provide information about SIRS. 
As I say we’ve got the next webinar coming up next week about the SIRS reporting. And then we’ll have one the week after that around the Royal Commission. And so please get in and register for those.
Just before we finish I’m just going to throw back to Janet for any final closing comments around incident management systems and their importance around SIRS.
Janet Anderson:
I think I’ve had more than my share of the real estate this afternoon. I think if there were one point I would underscore it’s to ensure that people understand the Serious Incident Response Scheme includes, as a fundamental element, an incident management system. And then as a subset of that there are incidents you report to the Commission. Don’t conflate the two. Because we are looking for every single provider of aged care services to have an IMS because it is fundamental to your understanding, identification and effective response to risks to consumers and others who come onto the site or are within the service. And if you do it well, then reliably over time you will reduce the occurrence of incidents which have an adverse effect on consumers and you will be delivering safer, higher quality care. And isn’t that something that we’re all reaching for? 
Thank you.
Nicola Dunbar :
Wonderful. Thank you very much Janet. And thanks to everybody who has joined us this afternoon. We will see you next week, same day, same time, for our next webinar about SIRS reporting. Thank you very much. 
[Closing visual of slide with moderator seated at a desk]
[End of Transcript]
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