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1.

Purpose

Engage OT has a responsibility to its employees, clients, and visitors to provide a safe and healthy
working environment. We operate in accordance with the Occupational Health & Safety Act 2004.
This places a duty on us as an employer to provide a working environment that allows for minimal
risk to health. The corresponding incident management procedures are to assist staff in managing
clinical or non-clinical incidents occurring in the workplace or places where work is undertaken. It
will outline the obligations of all employees as well as give helpful practical advice for managing
reportable incidents.

Policy Outcomes

e To ensure effective OH&S strategies and systems are in place and continuously reviewed to
meet up to date legislation, National Standards, and I1SO Standards.

e To provide a safe and healthy work environment where written protocols and instructions
are in place to ensure employees are meeting legislative requirements and current
standards.

e Encourage all employees to adhere to and take accountability for the implementation of
health and safety protocols.

e Ensure the health and safety of the public, including clients, is not placed at risk.

e Encourage the reporting of all known or potential hazards to the appropriate manager.

e Ensure that, where possible, risks are eliminated at the source.

e To help employees identify when clients have been harmed, or when there is risk for
potential harm, and intervene to properly minimise the harm or risk.

Definitions

OH&S: Occupational Health and Safety.

VHIMS and MDS: Victorian Health Incident Management System & Minimum Dataset

VAHI: Victorian Agency for Health Information

SCV: Safer Care Victoria

Clinical Incident: There are 25 Clinical Incident types outlined in the VHIMS.

OH&S Incident: There are 13 OH&S Incident types outlined in the VHIMS.

Non-Person or Hazard Event: There are a further 79 non-person and hazard event types outlined in
the VHIMS.

ISR: Incident Severity Rating



4. Protocols

4.1 Management responsibilities:

Ensure that all employees have adequate information, training, education, and supervision
to carry out work in a safe manner.

Identify and assess potential risks and hazards. Control where possible.

Maintain a safe working environment for all employees.

Be a role model for OH&S among Engage OT employees.

Maintain accurate OH&S records, including reporting of incidents and hazards.

Employ and maintain a communication structure with Engage OT employees.

4.2 Employee responsibilities:

Assist in developing and maintaining appropriate preventative measures, strategies,
protocols, and procedures.

Assist in workplace instructions, as well as OH&S audits.

Report to the Clinical Director all incidents and potential hazards to the health and safety of
employees, clients, and the public.

Attend training programs where appropriate.

4.3 Risk Assessment

Key to minimising risk of system failure and harm to participants/clients and staff is the
identification of these risks and the placement of control measures.
Engage OT uses the ISO Risk Management standards ISO 31000:2018, which is also adopted
as the AS/NZS.
Identifying a risk can help Engage OT to minimise potential harm and ensure that we meet
our objectives.
Risks should be identified and documented irrelevant of whether the source is under Engage
OT’s control.
Factors that should be considered when identifying risks are:

o tangible and intangible sources of risk
causes and events;
threats and opportunities;
vulnerabilities and capabilities;
changes in the external and internal context;
indicators of emerging risks;
the nature and value of assets and resources;
consequences and their impact on objectives;
limitations of knowledge and reliability of information;
time-related factors;

o biases, assumptions and beliefs of those involved.
Identified risks then need to be assessed. This involves assigning a level of risk (see Risk
Matrix on page 10). In order to perform a risk analysis, many details should be considered,
such as: scenarios, sources of risk, likelihood, consequences, control measures and their
effectiveness.
Identifying and assessing risk helps to evaluate whether risk needs to be managed and how.
These strategies help Engage OT to make decisions about appropriate levels of risk and the
measures needed to be in place to help control and minimise these risks.
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5 Incident Reporting

5.1 Notification and Reporting of Incidents

All incidents must be reported at the time the incident and/or near miss occurs, or as soon
as is safe to do so.

The person/s involved in or witnessing the incident must ensure immediate measures are
put in place to avoid further harm.

Where the person involved in or witnessing the incident is not the manager, they will notify
the manager of the incident and ensure that a record is kept.

When the incident is identified as having the potential to generate an insurance claim, the
manager is to be notified of this and decision then made to notify the insurer.

5.2 Documentation

All incidents reported must contain an objective and factual account of the incident or near
miss.

The ISR system, as laid out in the VHIMS is used to determine the severity of the incident.
The ISR is based on any actual or potential impact or harm to those involved in the incident,
or the company as a whole.

The ISR is rated from 1-4, with 1 signifying a severe/mortal incident and 4 being a near miss.
In certain cases, particularly in Clinical Incidents, information may be required to be
submitted to VAHI/SCV for state-wide reporting. In these situations, the information needing
to be collected, recorded, and subsequently submitted can be found in the VHIMS Minimum
Dataset.

“Sentinel events” must always be reported to VAHI/SCV. Events that classify as Sentinel
Events fall under 11 categories, listed in the Victorian Sentinel Event Guide.

Additional information that is not required may be submitted and where this is appropriate,
it is encouraged.

Where significant action is identified and needed, the manager should also complete an
internal “Improvement Report”, which outlines steps that can be enacted to reduce further
risk and/or harm.

If an investigation or corrective action is undertaken, the originator of the report will be
notified of any outcome.

5.2.1 Sentinel Events

e All health services in Victoria are required to report Sentinel Events to VAHI/SCV; this
includes all public as well as all private health service providers.

Australian sentinel events list (version 2)

1 Surgery or other invasive
procedure performed on
the wrong site resulting in
serious harm or death

2 Surgery or other invasive
procedure performed on
the wrong patient
resulting in serious harm
or death

3 Wrong surgical or other
invasive procedure
performed on a patient
resulting in serious harm
or death



4 Unintended retention of a
foreign object in a patient
after surgery or other
invasive procedure
resulting in serious harm
or death

5 Haemolytic blood
transfusion reaction
resulting from ABO
incompatibility resulting
in serious harm or death

6 Suspected suicide of a
patient in an acute
psychiatric unit or acute
psychiatric ward

7 Medication error
resulting in serious harm
or death

8 Use of physical or

mechanical restraint
resulting in serious harm
or death
9 Discharge or release of an
infant or child to an
unauthorised person
10 Use of an incorrectly
positioned oro- or naso-
gastric tube resulting in
serious harm or death
11 All other adverse patient
safety events resulting in
serious harm or death
e (Categories 1-7 and category 10 are not relevant to this practice. Categories 8,9, and 11
do fall within our scope of practice. Should a Sentinel Event occur which is reportable by
Engage OT, it will likely be categorised under one of these.
e SCV must be notified within 3 business days of the provider (Engage OT) becoming
aware of the incident having occurred.

Sentinel Event Program overview

Extension Report C
=To b submitted 5 =Ta be submitted
business doye within 50 business
before report dus days (30 weeks) of
Incident date notification
Motification Report Aand B Recommendation
=To ba netified 3 =To b submitted Manitoring Plan
buskness days of within 30 business =Ta be submitted
awareness of corys (6 weeks) of within 120
ncident naotification Bussiness doys (6
manths) of
matification

Figure 1: Sentinel Event Procedure from the Victorian Sentinel Events Guide



Reports A and B listed above are to be submitted in the form of a Root Cause Analysis
(RCA). These must be submitted within 30 business days of having made the notification
to SCV.

Report C, which is the recommendations from the RCA must be submitted within 50
business days of the initial notification.

A further Recommendation Monitoring Plan must then be submitted with 120 business
days (6 months) of the notification.

All events will still carry an ISR, regardless of whether an event is a Sentinel Event or a
Non-Sentinel Event. Non-Sentinel Events, however, do not need to be reported to SCV.
Examples of Non-Sentinel Events include:
o When there are contributing factors relating to the patient’s disease or the
management of their chronic illness.
o Theincident is under review by state or federal criminal justice systems.
o The incident involves a murder or allegations of sexual or physical assault.

5.2.2 How to notify to VAHI/SCV

When a Sentinel Event has occurred (as defined by the Victorian Sentinel Events Guide),
the process of reporting to SCV must be undertaken.
The first step is to complete the Sentinel Events notification form. This can be found
here: https://www.bettersafercare.vic.gov.au/sites/default/files/2019-
06/Notification%200f%20a%20sentinel%20event.docx. Copies are also kept locally.
In doing so, you will be required to assign an ISR and a Sentinel Event Category.
We are then required to perform a Root Cause Analysis. To do so, a root cause analysis
(RCA) review team must be formed which includes:

o amember who is external to the health service

O aconsumer representative.
Where possible, the patient/s and their families should be included in the process. They
can often provide crucial information to a serious adverse event which may assist the
RCA.
There is also a report template from SCV which should be used for the submission of
Parts A & B of the Program, which can be found here:
https://www.bettersafercare.vic.gov.au/sites/default/files/2019-
06/Report%20part%20A%20and%20B.docx. Copies are also kept locally.
If an extension is required, the request for extension must be submitted at least 5
business days before Parts A & B are due. A maximum extension of four weeks can be
requested.
A request for extension can be filled out using the following form to be submitted to
SCV: https://www.bettersafercare.vic.gov.au/sites/default/files/2019-
06/Request%20for%20extension.docx. Copies are also kept locally.
We must then make recommendations as a result of the findings in the RCA. This is Part
C of the Program.
The report template from SCV which should be used for the submission of Part C can be
found here: https://www.bettersafercare.vic.gov.au/sites/default/files/2019-
06/Report%20Part%20C.docx. Copies are also kept locally.
Engage OT must then implement the results of our own recommendations formed by
the RCA.
A final report known as the Recommendation Monitoring Plan needs to also be
submitted to SCV. This report is to help us in tracking our progress of implementing the
recommendations made by the Part C.
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e The report template from SCV which should be used for the submission of the
Recommendation Monitoring Plan can be found here:
https://www.bettersafercare.vic.gov.au/sites/default/files/2019-
06/Recommendation%20monitoring%20plan.docx. Copies are also kept locally.

5.3 Additional Notifications
e Occupational Health and Safety Incidents
o Victorian Worksafe must be notified immediately of a notifiable incident to comply
with the OH&S Act 2004.
o Worksafe must be advised if a staff member is injured.
e Anaphylaxis Notification
o All confirmed cases of anaphylaxis to any allergen, known or unknown, must be
reported.
o Anaphylaxis incidents caused by packaged foods is to be reported to the
Department of Human Services within 24 hours on 1300 651 160.
o Anaphylaxis due to other allergens is to be reported within 5 working days at
www2.health.vic.gov.au/notify.

o NDIS Notifications
o Serious incidents relating to the provision or delay of NDIS services to clients and/or
relevant stakeholders must also be reported to the NDIS through the NDIS Quality
and Safeguards Commission. As a provider of NDIS services, this is obliged under the
NDIS Code of Conduct. Further information on reportable incidents and how to
report can be found at https://www.ndiscommission.gov.au/providers/incident-
management-and-reportable-incidents.

5.4 Critical Incident Reporting
e |nthe case of a critical incident that involves the delivery of a service or impacts upon a
client, a client incident report must be completed. Refer to the Department of Human
Services Critical Client Incident Management Instructions Technical Update 2014.
e C(ritical incidents that are classified, as per this protocol, as Category 1 or Category 2 must be
reported to the Department of Human Services Regional Office.
e (Category 1 incidents must be reported immediately (i.e., within 24 hours).
e (Category 2 incidents must be reported as soon as possible (i.e., within 2 working days).
e (Categories 1 and 2 are defined below:
o Category 1: An incident that has resulted in a serious outcome such as a client death
or severe trauma.
o Category 2: An incident that involves events which threaten the health, safety,
and/or wellbeing of clients or staff.

5.5 Elder Abuse Reporting
In the case of suspicion or allegation of sexual assault, or physical, mental, emotional abuse
against the elderly (elder abuse), a report must be submitted to the Aged Care Complaints
Commissioner and to the police within 24 hours of either becoming suspicious that an assault
might have occurred, or an allegation being made.

5.6 Child Abuse Reporting
Engage OT is required to report incidences of Child Abuse as mandated in the Children, Youth
and Families Amendment (Permanent Care and Other Matters) Act 2014. It is also a crime for
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anyone to neglect reporting an incidence of Child Sexual Abuse under Victorian law. Incidences
must be reported to the Victorian Child Protection Service, and if life threatening, to the police.

5.7 NDIS Quality and Safeguards Commission Reportable Incidents

e As a provider of NDIS services, for all services provided under this umbrella, Engage OT has
obligations under the NDIS Code of Conduct.

e Registered NDIS providers must notify the Commission of all reportable incidents (which
includes all alleged reportable incidents) that occurs in relation to any NDIS services we
provide.

o There are six categories of reportable incidents to the NDIS Commission. The categories
have different timeframes in which they are required to be reported to the NDIS
Commission. These are:

Required
Reportable incident

timeframe
death of a person with disability 24 hours
serious injury of a person with disability 24 hours
abuse or neglect of a person with disability 24 hours
unlawful sexual or physical contact with, or assault of, a person with disability 24 hours
sexual misconduct committed against, or in the presence of, a person with disability,

24 hours

including grooming of the person for sexual activity

the use of a restrictive practice in relation to a person with disability if the use is not in Five
accordance with a required state or territory authorisation and/or not in accordance business

with a behaviour support plan. days

e Incidents that fall under any of these categories must be reported to the NDIS Commission
regardless of whether they have been reported to any other relevant authorities.

e Inthe occurrence of a reportable event, the Clinical Director will be responsible for notifying
the NDIS Commission of the incident.



e Thisis completed through the NDIS Commission Portal.

e For the above reportable incident categories where incidents must be reported within 24
hours, an Immediate Notification form must be completed through the Portal.

e Forincidents involving restrictive practice, the “5 Day form” must be completed through the
Portal within five business days of the incident occurring. The 5 Day form must also be
completed in the event of all incidents of all categories; however, the Immediate
Notification form does not need to be completed for cases of restrictive practice.

e If the NDIS Commission requires a final report, they will notify Engage OT via email of the
date this is due and the requirements of the report.

e If the Portal in unavailable, see https://www.ndiscommission.gov.au/providers/how-notify
for more information about how to report incidents.

e  Where staff require further information about getting Portal access, see the locally stored
(on the OneDrive) NDIS Commission Quick Reference Guide.

6. Feedback

Feedback is crucial to the safe and effective operation of incident management.

It involves giving information to the client or staff member involved in an incident, reflecting the
principles of open disclosure.

All staff involved in any incident will be informed of the outcome and any appropriate
recommendations of an investigation.

This feedback should also include any changes or improvements made as a result.
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Risk Matrix

Rare
Unlikely Medium Medium
Possible Medium Medium Medium
Likely Medium Medium
Almost Certain Medium Medium
Definitions
Extreme Severe injury/illness requiring life support, actual or potential fatality, greater than
250 days off work
Major Extensive injuries requiring medical treatment (e.g. surgery), serious or permanent
injury/iliness, greater than 10 days off work
Moderate Multiple medical treatments, non-permanent injury, less than 10 days off work
Minor Single occurrence of medical treatment, minor injury, no time off work
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Probability of
occurance

activity is undertaken

Likelihood (expected to

(Probability) Definition occur)

Almost certain \Will occur in most circumstances when the activity is 90%
undertaken

Likely \Will probably occur in most circumstances when the activity is [51-90%
undertaken

Possible Might occur when the activity is undertaken 21-50%

Unlikely Could happen at some time when the activity is undertaken 1-20%

Rare May happen only in exceptional circumstances when the 1%

Assessing Risk and Consequences

Low Risk = low risk, proceed as normal.

Medium Risk = Consider options to reduce the risk; put in place control measures.

High Risk = Proceed with great care, introduce stringent measures to reduce risk. Don’t do it if risk cannot be minimised. If necessary, undertake further

analysis to better understand the risk.

Extreme Risk = Don’t do it! Reconsider the objectives.

Source: AS/NZS I1SO 31000:2018 Risk Management
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Risk Analysis

Activity Potential Impact/s Preliminary Risk Control Measure/s Action taken if
Rating (see control
consequence measure/s not
table) in place
Therapy Potential of physical and/or emotional Medium Training for clinical staff on understanding of what N/A
which leads harm to participant. (Possible/Moderate) constitutes restrictive practice. Review all NDIS
to Restrictive documentation and ensure staff have appropriate
Practice training for use of equipment.
Home Visits Harm/injury to staff member from Medium Diary kept by clinical staff. Risk checklist filled out N/A
client or other. Potential of staff (Possible/Major) prior to commencement of works with a participant.
member not being able to deliver Wearing of personal alarm by clinical staff.
service.
Home Visits | Potential of physical and/or emotional Medium All staff have all relevant checks, registrations, N/A
harm to participant. (Possible/Major) qualifications in place prior to commencement of
works with participants. All checks and registrations
are tracked to ensure they are up to date.
Prescription Prescribing incorrect/inappropriate Medium Ensuring that all clinical staff have ongoing training N/A

of equipment

assistive tecnology to a participant
with potential for physical

harm/injury.

(Unlikely/Maijor)

and supervision from supervisors and suppliers with
appropriate knowledge for the equipment. Ongoing
training for manual handling practice using WorkSafe

guidelines.
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