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Definitions 

Accident – an unforeseen event that causes damage to property, injury, or death.
Participant Incident – Acts, omissions, events or circumstances that occur in connection
with providing supports or services to a person with disability who receives funding under
the NDIS or the Commonwealth Continuity of Support Programme relating to Specialist
Disability Services for Older People.

Near Miss – any incident that occurred during services with Better Together, which,
although not resulting in any injury, illness, or damage, had the potential to do so.

Hazard – a situation that has the potential to harm a person (cause death, illness, or
injury) or environment or damage property.

Hazard identification – A process that involves identifying all foreseeable hazards in the
workplace and understanding the possible harm that each hazard may cause.

Hazard management – A structured process of hazard identification, risk assessment,
and control, aimed at providing safe and healthy conditions for staff members,
contractors, and visitors while on the premises.

Harm – Includes death, or injury, illness (physical or psychological), or disease that may
be suffered by a person as a consequence of exposure to a hazard.
NDIS Quality and Safeguards Commission (the Commission) – The regulatory body
established to oversee the registration of NDIS providers and monitor compliance,
respond to complaints and reportable incidents, monitor behaviour support and
restrictive practices, and undertake investigation and enforcement.

Reportable incidents – incidents, or alleged incidents, that:
· arise from acts, omissions, events, or circumstances occurring in connection with providing supports or services to a person with disability AND resulted in, or could have resulted in, harm to the person with disability; OR which
· arise from acts by a person with disability that cause, or risk causing, serious harm to another person. Section 73Z(4) of the Act defines a reportable incident as:
· the death of a person with disability; 
· serious injury of a person with disability including fractures, burns, deep cuts, extensive bruising, concussion, and any other injury requiring hospitalisation;
· abuse of a person with disability behaviour management including verbal, Incident
· neglect of a person with disability behaviour management that is seriously inappropriate or improper;
· unlawful sexual or physical contact with, or assault of, a person with disability by a worker or another NDIS participant;
· sexual misconduct committed against, or in the presence of, a person with disability, including grooming of the person for sexual activity;
· unauthorised use of a restrictive practice in relation to a person with disability.

Incident 
· Acts, omissions, events or circumstances that occur in connection with providing supports or services to a person with disability and have, or could have, caused harm to the person with disability.
· Acts by a person with disability that occur in connection with providing supports or services to the person with disability and which have caused serious harm, or a risk of serious harm, to another person.
· Reportable incidents that have or are alleged to have occurred in connection with providing supports or services to a person with Royal Institute for Deaf and Blind Children
· It covers incidents that:
· May have occurred during supports or services being provided.
· Arise from provision, alteration or withdrawal of supports or services.
· May not have occurred during the provision of supports but are connected because it arose out of the provision of supports or services.

Procedural fairness - is a legal principle that ensures fair decision making and
requires:
· decisions to be free from bias or appearance of bias by the decisionmaker
· decisions to be based on evidence that supports the facts
· people likely to be adversely affected by decisions have an opportunity to:
· present their case and
· have their response considered before the decision is made





8.9 (A)		Steps in Incident Management  System
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8.9 (B)		Identifying Incidents or Allegations of Incidents 	

Rationale
An incident can be;
· Acts, omissions, events or circumstances that occur in connection with providing NDIS supports or services to a person with disability and have, or could have, caused harm to the person with disability
· Acts by a person with disability that occur in connection with providing NDIS supports or services to the person with disability and which have caused serious harm, or a risk of serious harm, to another person
· Reportable incidents that have or are alleged to have occurred in connection with providing NDIS supports or services to a person with disability an incident can be an act, 

(types of incidents)
Incident
· Minor injury to a service or their carer – First Aid not required;
· Minor injury to an employee – First Aid not required;
· Verbal abuse;
· Minor property damage
· Injuries to employees requiring First Aid;
· Injuries to service users or carers requiring First Aid;
· Medication mismanagement that has minimal to no side effects
· Significant property damage

Reportable Incident

Reportable incidents are serious incidents or alleged incidents which result in harm to an NDIS participant and occur in connection with NDIS supports and services. Specific types of reportable incidents include:
· The death of a person with disability.
· Serious injury of a person with disability.
· Abuse or neglect of a person with disability.
· Unlawful sexual or physical contact with, or assault of, a person with disability (excluding, in the case of unlawful physical assault, contact with, and impact on, the person that is negligible).
· Sexual misconduct committed against, or in the presence of, a person with disability, including grooming of the person for sexual activity. 
· The use of a restrictive practice in relation to a person with disability, other than  where the use is in accordance with an authorisation (however described) of a State or Territory in relation to the person or a behaviour support plan for the person

8.9 (C)		Support Staff responsibilities for an Incident 	

Rationale
Knowing what to do when an accident occurs supports the staff in knowing how to proceed

Detailed Procedure

When an incident occurs employees must:
· Support staff involved in/or witnessing an incident or allegation must keep themselves and others safe, as their primary responsibility 
· When it is safe to do so, you must immediately report the matter verbally to one of the following responsible staff members 
· the compliance coordinator, 
· direct supervisor
· or someone in management in that order. 
· As soon as possible, or before the end of your shift, you must create an entry of an incident report from in Flow Logic, recording as much information as possible about the incident. 
· Once the Event is created in Flow Logic an automatic notification is sent to the compliance coordinator and other responsible staff informing them that a potentially reportable incident may have occurred. From this point, the compliance coordinator has 24 hours to notify the NDIS Commission of the reportable incident.
· The compliance coordinator may contact you for further information about the incident to meet the reporting obligations to the NDIS commission. It is important that you respond to those requests immediately. 
· If the incident relates to an allegation of harm, abuse, neglect or exploitation, staff will also:
· be aware that a person who discloses harm may be particularly emotionally vulnerable;
· ensure that the person is supported throughout the process;
· not attempt to investigate, for example; by questioning,
· support the person to report the matter to an appropriate person in authority;
· not collude with a person about not reporting the information or incident. This applies
· even if a person with a disability tells you something ‘in confidence’. Remind them that you are legally bound to report concerns about the potential risk of harm
· if necessary, ensure that no one goes into the area where the incident has occurred in case evidence needs to be preserved, this includes avoiding touching or moving anything if possible;
· as soon as reasonably practical, support and assist the person to access advocacy support such as an independent advocate as appropriate.

Other than reporting the matter to relevant personnel in Better Together and the other authorities mentioned above, you should not share any information about an alleged reportable incident with other workers unless you have been permitted to do so by the impacted person or your supervisor. The only exception is when it is essential in order to deal with an immediate safety issue.
Reports are to be acknowledged within 24 hours of receipt. Staff who have lodged a report are informed of the next steps and provided with support resources. Open communication ensures ongoing updates and allows for enquiries throughout the process.

8.9 (D)		Recording Incidents

Rationale
[bookmark: _Hlk169517669]Clear accurate accounts of incidents need to recorded and kept to improve accountability, promote transparent decision making and ensure best practice. Anyone can identify and report an incident and there are no negative consequences for doing so. 
Reports and investigations are handled confidentially to ensure privacy. Information is shared only with individuals directly involved in the investigation or resolution process. Better Together is dedicated to upholding the highest standards of confidentiality to protect the privacy of all parties involved.
Detailed records of reports, investigations, and resolutions are securely maintained. These records comply with privacy laws and organisational policies. Better Together ensures that all documentation is accurate and secure, adhering to all relevant legal and policy requirements.
Detailed Procedure: 
NDIS Incident Management requirements, for each incident, registered NDIS providers must record, at a minimum, the following details:
· a description of the incident, including the impact on, or harm caused to, any person with disability;
· whether the incident is a reportable incident;
· if known, the time, date and place at which the incident occurred or if not known, the time, date and place at which the incident was first identified;
· the names and contact details of the persons involved in the incident and any witnesses to it;
· the actions taken in response to the incident, including action taken to support or assist a person with disability impacted by an incident;
· if an investigation is undertaken by the provider in relation to the incident – the details and outcomes of the investigation; and
· the name, position and contact details of the person making the record of the incident
· any risk management strategies put in place and follow up actions 
· all sections should be completed, if it is not relevant then write “not applicable”

The Responsible Better Together staff member will;
Recording Process
· Report the incident to management as soon as practicable of the incident via phone call to either the compliance coordinator, direct supervisor or a member of the management team in that order of preference. 
· Written Incident reports will be completed in flow logic under the name of the person who experienced the incident found under: correspondence and reports. 
· Reports will be written as soon as practical .
· When writing an incident report please consider the following : 
· Be factual: only objective information should be included, please try to refrain from putting in personal opinions and your thoughts into the report.
· Writing the report, imagine that someone who doesn’t know yourself or the service users needs to read the report and know exactly what happened. Think how would this sound if it was read out in court. 
· Use as many direct quotes as possible. Sometimes taking handwritten notes straight after can be helpful to remember when typing it out later. 
· What to include:
· Who: who is the incident about, who else may have been involved? are there any witnesses?
· What: what occurred before, during and after the incident. What was happening leading up to the incident? This could include behaviours, triggers, noises, or just activities the service user was participating in. 
· Where: where was the location of the incident. Try to get the address if it not a known address to the organisation; include the name of the park or shopping center as well 
· When: please note the date and time the incident occurred. 
· Why: please try to be objective with your reasoning as to why the incident may have occurred, this may be challenging to figure out. use the facts to make judgement not opinions. 
· If a carer, family member or community member is reporting the incident to the organisation the person who the incident is being reported to will complete an incident report form for family, carers and or community member. And will be handed to the manager/assistant manager within the same timeframes for the same types of incidents.
· When recording the accounts of what happened the staff member filling the form must remember to keep the information factual, objective and give as much detail as possible before the incident (if relevant) and the incident. 
· record what actions they took during the incident and who they informed and when. 
· if possible collect information from other witnesses to the incident and their names and contact information in case a follow up is required. 

Record Access 
· All incident records are kept under the file of the service users or staff member who the incident was regarding. Access to completed reports is limited to delegated staff who are assessing and resolving incidents. 
· Records of information relating to assessments and investigations will be kept in the files with the incidents and on a staff members file if pertinent

Correspondence relating to the assessment, or potential investigation, of an incident should also be documented and retained. This includes any statements, phone calls, dates, responses:
· For correspondence between Better Together, the service use or their family
· For correspondence from the subject of the allegation following the incident
· For records of correspondence between Better Together, the service user or advocates

Examples 
· An occupational therapist attends the home of a person with disability to conduct an assessment.  While speaking with members of the person’s family, the person with disability puts their hand on the stovetop and suffers a serious injury.  The incident occurred at the time of service delivery, but was not directly linked with or caused by the service delivery.  This is not a reportable incident and does not require notification to the NDIS Commission.
· A person with disability is accompanied by a worker to attend a physiotherapy appointment.  As they leave the office building, a tile falls off the roof and hits the person who sustains a serious injury and needs hospitalisation.  Although this happened at the time a person was receiving a service from the registered NDIS provider, the service delivery was coincidental to the injury caused.  The incident did not occur in connection with the service provision and does not need to be reported to the Commission.

8.9 (E)		Initiating and Conducting Investigations 

Rationale 

In some circumstances it may be necessary to conduct a more formal investigation to establish the cause of a particular incident, its effect and any operational issues that may have contributed to the incident occurring.

No further investigation Required
This may be appropriate where it can be clearly established that the report of the
incident is inaccurate or there is no basis for concerns about the safety of the
service user or the quality of care the service user is receiving. If the decision is not to
undertake an investigation, the grounds for this decision must be supported and
recorded with persuasive reasoning backed up by evidence.

Investigation:
The compliance coordinator will;
· Determine if an incident investigation is required when the incident is more serious and/or
· complex and management and subject matter experts need to be involved to provide their advice and expertise. 

Whether an investigation needs to be conducted will depend on factors such as:
· The nature of the incident and its impact
· The significance of the impact of the incident for the organisation and those involved
· The time that has lapsed since the incident
· The clarity regarding the facts and circumstances that led to the incident
· Whether the incident indicates the presence of systemic issues or patterns of conduct within the organisation.

At a minimum incident investigation will always be undertaken for actual or
alleged:
· Physical abuse
· Sexual abuse
· Financial abuse
· Emotional/psychological abuse
· Bullying or harassment
· Injury – major unexplained injury e.g. requiring hospital cases if an investigation needs to occurs, 

Internal investigation
Internal investigations may be undertaken where Better Together considers it has the capability to undertake the investigation required.

External investigation
An external investigation may be commissioned to ensure the investigation is robust, objective and expert. Better Together may commission an investigator, or a person from another organisation with relevant expertise.

Depending on the nature of the incident and the organisation, one of the following may be appropriate to conduct the investigation:
· An area of the organisation that is sufficiently independent from staff who are the subject of any allegations, such as another division or an independent investigative function
· An external investigative body.

An investigation involves the planned and systematic gathering and analysis of all relevant facts by interviewing witnesses, examining documentation, skilled observation and obtaining expert opinion where appropriate. 

The outcome of an investigation may differ depending on whether an allegation has been made against a person and if so, whether that person is a staff member or another Service user. 

Interaction with Police and Other Investigating Agencies
It may be necessary to refer the incident to another party for their own investigation. In particular, allegations of criminal conduct may be investigated by Police and allegations of breaches of professional standards may be investigated by professional standards bodies. 

Different investigations may have different processes and purposes. Multiple investigations may operate on different timeframes, including in parallel with one another. To the extent possible, investigations should avoid unnecessary duplication and overlap. Importantly, where Police decide to conduct an investigation, they may request the Better Together to put investigative processes on hold. Better Together should not interview staff or service users without direction from Police that it is safe to proceed, or without undertaking screening of the incident as described below
· The approach, process undertaken, findings and recommendations of the internal investigation will be documented in a way that is proportionate to the severity of the incident.
· If police are involved, an internal investigation should not commence until the police have completed their inquiries.

Principles in Undertaking and Investigation
The investigation should adopt a person-centred and rights-based approach (Service user focus), taking into account what is important to the service user. service users should be invited to participate in the investigation process and obtain the support they need to do so. The investigation must, however, remain impartial and independent at all times.

The investigation should abide by the standard principles of good investigations:
· Principles of procedural fairness – hear all parties involved in the incident, consider all relevant
· submissions, act fairly and without bias, and conduct the investigation without undue delay
· the investigator will have no conflict of interest with the parties being investigated. 
· Confidentiality and privacy – keep information provided by a witness confidential (unless required to be disclosed by law, in which case the witness should be informed of the potential need to disclose), obtain consent from the person being interviewed to record the interview, provide people with the opportunity to review their statements, and check to make sure their statements are accurate
· Appropriate interview techniques to obtain objective and reliable evidence. Interviews should be professional, planned and sensitive to the interviewee
· Weighing the evidence according to how persuasive and probative it is
· Recording interviews and obtaining witness statements.


8.9 (F) 		Ongoing Support 

Rational
Supporting Service users does not end at the time of the incident. It is important to check the Service user’s changing support needs following an incident. Changes to their care arrangements or engaging more specialised support (e.g. medical and clinical professionals or Victims Support Services) may be required. Ongoing support will include:
· taking into account the Service user’s views and wishes, including maintaining their rights  privacy and confidentiality (including liaising with any authorised decision-maker and advocates); 
· keeping the service user informed of what is happening and, where appropriate, involving the service user in the process of reviewing or investigating the incident, including informing them of any outcome;
· ensuring that information and discussions are undertaken in a way that the Service user understands, and any written materials are also accessible for the Service user;
· processing the incident with the Service user with an appropriate therapeutic framework; an 
· implementing any changes to support arrangements /requirements to minimise or avoid the recurrence of the incident;
·  additional support for a Service user with cognitive disability may be required when they are in contact with the justice system e.g. police. The person should be supported by staff to access appropriate legal advice and to navigate the justice system as a vulnerable person.

Support for staff members
The compliance coordinator or direct supervisor will:
· offer debriefing or support as appropriate following an incident which may include a group counselling session facilitated by an external, trained and competent counsellor through the Employee Assistance Program (EAP). 
· The Compliance Coordinator should offer Employee Assistance Program (EAP) information to any impacted staff members and provide a information on Better Together’s Employee Assistance Program.
· The investigation team and relevant personnel working with staff members who are the subject of allegations, will ensure they are treated with procedural fairness outlined in the Human Resource Management Procedure. 
· This includes allowing employees who are the subject of an allegation to bring a support person of their choice to any meetings or interviews. The employee will be provided with the opportunity to respond to any identified concerns prior to any outcome or decision being made. Management will issue the outcome in writing (e.g. a written warning) and establish a Disciplinary Action Plan (if appropriate). 

8.9 (F)		Reporting Incidents 

Rational 
Some incidents require reporting to other authorities and regulatory bodies outside of Better Together. As a registered provider Better Together has legal requirements to notify the NDIS commission of certain incidents and keep them informed of any investigations or actions arising from the incident the NDIS commission will oversight Better Together’s responses to reportable incidents 

Detailed Procedure

If an incident is deemed a reportable incident then Better Together will;
· Report reportable incidents to the NDIS Commission and the Committee by the Better Together Compliance Coordinator within 24 hours of a provider's key personnel being made aware of it
· Provide a more detailed report about the incident and actions taken in response to it to be provided within 5 business days.
The report will assess:
· The impact on the NDIS participant
· Whether the incident could have been prevented
· How the incident was managed
· What, if any, changes are required to prevent similar events occurring

· Some incidents may also need to be reported to the Police
· If an urgent matter then the support worker will notify the police 
· If not an urgent matter then It is the responsibility of the Compliance coordinator to contact the police to inform them of incidents that require their notification. 


If a death has occurred or the incident has breached legal or human rights, the proper authorities will be advised (see Policy 9.0 Protection from Abuse, Neglect, Exploitation and Discrimination).
· The compliance Coordinator updates the NDIS commission of any significant new information relating to the incident via email as soon as practical after becoming aware of the information.
· if the circumstances of an incident change which increases the severity of the incident (e.g. after an incident occurred, a person’s health deteriorates, and they require hospital admission as a result of the incident) the compliance Coordinator must be notified. The compliance Coordinator is responsible for keeping the NDIS Commission updated with any change of circumstance.

8.9 (G)		Assessing, Preventing and Reviewing Incidents

Rational 

Incidents need to be assessed to ensure the organisations is meeting our requirements with safety, training, education and management we also need to be actively. Assessing how an incident occurred and was handled is a risk management strategy and continuous improvement strategy.

Detailed Procedure;

Better Together Compliance Coordinator will assess all incidents to determine;
· Why the incident occurred
· Whether the incident could have been prevented
· How well the incident was managed and resolved 
· Future prevention measure by adding improvement to the continuous improvement register
· Who else needs to be notified about the incident 
· We will also look at the effect of the incident on the person with the disability and any operational issues that may have contributed to the incident occurring
· Review and audit the process from time to time (see policy service management risk management) 
· review systemic issues in the WHS meeting mins with actions and improvements.


WHS Meeting incident Reviews;
Better Together WHS meetings the WHS team review all of our incidents (since the last meeting) by reading out each incident and actions/outcomes for each. The purpose of service users incident review is to foster continuous improvement to ensure that Service user safety and wellbeing are maintained, and that key learnings from Service user incidents are captured to prevent the same type of incident from happening again.

The purpose of an incident review is to answer the following questions:

· What are the key learnings from the incident? (trends in the volume and type of incidents – risk areas) 
· Why did the incident happen (what might have caused it e.g. human, process and system errors), document lessons, and what can be changed to reduce the likelihood of similar or related incidents happening again? (Focus on continuous improvement)
·  Did the service provider respond with appropriate actions to manage the incident? (Focus on quality assurance, accountability and Service user outcomes)

This reviewing process in our meetings assists us in identifying patters of behaviour or systemic issues that can be continuously improved. These identified issues and improvements are minutes in our WHS meetings which can include but not limited to; 
1.	Training and education of workers
2.	Modification of the environment
3.	Development or amendment of a policy or procedure
4.	Changes in the way in which support or services are provided
5.	Other practice improvements
6.	Disciplinary action for the worker involved in the incident including ongoing performance reviews, imposing a probationary period, or termination of employment (see policy human resource management)


8.9 (I)		Appendix - Incident Responses and Actions

We list specific circumstances to provide clear, actionable steps for various incidents, ensuring all staff know exactly what to do. This reduces confusion and delays, allowing for a quick, coordinated response. Detailed procedures safeguard the wellbeing of staff, service users, and stakeholders, reducing harm and ensuring continuity of care.

Understanding our unified approach to safety is crucial as it promotes preparedness and resilience within our organisation. A consistent response framework ensures everyone, regardless of position, is equipped to manage incidents effectively. This collective readiness enhances individual safety and fosters trust among service users and stakeholders, reinforcing our commitment to their protection and care.

These severe incidents with according responses and actions are:
· Alcohol/Drug overdose
· Poisoning
· Electric Shock
· Sudden Illness, Injury or Death (including suicide)
· Traffic/Vehicle Accident
· Assault/Robbery
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	What to do during the incident 
	How is continuity of care continued  
	Supporting documents
	Post Incident

	Alcohol or Drug overdose
	· Call emergency services immediately.
· Administer first aid if trained and safe to do so.
· Stay with the individual until help arrives.
· Try to determine what substance was taken and in what quantity.
· Keep the person calm and awake if possible.
	· Inform medical personnel of the substances involved.
· Ensure follow-up with medical professionals for ongoing treatment and support.
· Arrange for counselling and rehabilitation programs if needed.
· Monitor the individual's recovery process and provide necessary support.
	· Incident report form.
· Medical records and substance details.
· Witness statements.
	· Conduct a review to identify preventative measures.
· Provide access to counselling or substance abuse programs.
· Implement educational programs on substance abuse prevention.
· Review and update safety and emergency procedures.

	Poisoning
	· Call emergency services immediately.
· Identify the poison and follow first aid guidelines.
· Avoid inducing vomiting unless instructed by a professional.
· Remove any contaminated clothing and wash the affected area if applicable.
· Keep the person calm and provide reassurance.
	· Provide all information about the poison to medical personnel.
· Ensure follow-up medical care and monitoring.
· Arrange for decontamination if required.
· Monitor the individual's health and recovery.
	· Incident report form.
· Details of the poison and any labels or packaging.
· Witness statements.
	· Review safety protocols regarding hazardous substances.
· Offer support and counselling as needed.
· Conduct training on handling hazardous materials.
· Update safety data sheets and emergency contact lists.

	Electric Shock
	· Disconnect the power source if safe to do so.
· Call emergency services immediately.
· Administer CPR if the individual is unresponsive and you are trained.
· Check for burns and provide first aid as necessary.
· Keep the individual still and calm.
	· Ensure the individual receives immediate medical attention.
· Follow up with medical professionals for monitoring and rehabilitation.
· Assess and document the extent of injuries.
· Provide support during the recovery process.
	· Incident report form.
· Details of the electrical source and circumstances.
· Medical records.
	· Inspect and repair faulty electrical systems.
· Provide training on electrical safety.
· Conduct a safety audit to prevent future incidents.
· Update emergency procedures and training programs.

	Sudden Illness, Injury or Death (including suicide)
	· Call emergency services immediately.
· Provide first aid if trained.
· In case of death, secure the scene and avoid disturbing evidence.
· Comfort and reassure other individuals present.
· Document the situation and gather witness information.
	· Ensure medical or mental health follow-up for affected individuals.
· Provide support and counselling for those impacted.
· Arrange for ongoing monitoring and care as needed.
· Coordinate with relevant authorities for investigations.
	· Incident report form.
· Medical and mental health records.
· Witness statements and evidence logs.
	· Conduct a thorough investigation and review.
· Implement measures to prevent future occurrences.
· Offer ongoing support to those affected.
· Review and update health and safety policies.

	Traffic or Vehicle Accident
	· Call emergency services and report the accident.
· Administer first aid if trained and safe.
· Document the scene and exchange information with other parties involved.
· Take photographs of the accident scene and any damages.
· Ensure the safety of all individuals involved.
	· Ensure medical evaluation and follow-up for injuries.
· Coordinate with insurance and legal representatives for ongoing care and claims.
· Provide transportation support for injured individuals.
· Monitor recovery and provide necessary accommodations.
	· Accident report form.
· Insurance and medical documentation.
· Witness statements and accident scene photos.
	· Review driving policies and safety measures.
· Provide training on safe driving practices.
· Implement changes to reduce future risks.
· Conduct a review of vehicle maintenance and safety checks.

	Assault or Robbery
	· Ensure personal safety and call emergency services.
· Do not confront the assailant; observe and report details to authorities.
· Administer first aid if there are injuries and safe to do so.
· Secure the area and prevent further incidents.
· Collect information from witnesses and gather evidence.
	· Ensure medical and psychological support for victims.
· Follow up with law enforcement and support legal processes.
· Provide ongoing counselling and support services.
· Monitor the recovery and well-being of affected individuals.
	· Incident report form.
· Police and medical reports.
· Witness statements and evidence logs.
	· Enhance security measures and review safety protocols.
· Offer counselling and support services for affected individuals.
· Conduct a security audit and implement improvements.
· Review and update emergency response plans.






[bookmark: _Hlk170286008]Related Policy and Procedure 

· Preventing and responding to Abuse, Neglect, exploitation and discrimination
· Service management risk management 
· Human Resource Management 
· Service management continuous improvement 
· Diversity, inclusion and anti-bullying
· Disaster & Emergency Management
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  Number    Procedure    Related  National  Disability Insurance  Scheme  Quality  Practice  Standard s  

8.9   (A)  Steps in Incident Management  System  2  

8.9   ( B )  Identifying Incidents or Allegations of  Incidents  

8.9   (C)  Support Staff responsibilities for an  Incident  

8.9 (D)  Recording and Reporting Incidents  

8.9 (E)  Initiating and Conducting Investigations  

8.9 (F)  Ongoing Support  

8.9 (G)  Report able   Incidents      

8.9 (H)  Assessing,  Preventing and Reviewing  Incidents  

8.9 (I)  Appendix  -   Incident   Responses and Actions  

  Definitions      Accident   –   an unforeseen event that causes damage to property, injury, or death.   Participant Incident  –   Acts, omissions, events or circumstances that occur in connection   with providing supports or services to a person with disability who receives funding under   the NDIS or the Commonwealth Continuity of Support Programme relating to Specialist   Disability Services for Older People.     Near Miss   –   any incident that occurred during services with  Better Together , which,   although not resulting in any injury, illness, or damage, had the potential to do so.     Hazard   –   a situation that has the potential to harm a person (cause death, illness, or   injury) or environment or damage property.     Hazard identification   –   A process that involves identifying all foreseeable hazards in the   workplace and understanding the possible harm that each hazard may cause.     Hazard management   –   A structured process of hazard identification, risk assessment,   and control, aimed at providing safe and healthy conditions for staff members,   contractors, and visitors while on the premises.     Harm   –   Includes death, or injury, illness (physical or psychological), or disease that may   be suffered by a person as a consequence of exposure to a hazard.   NDIS Quality and Safeguards Commission (the Commission)  –   The regulatory body  

