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About LASA 

 

Who We Are 

LASA is the national association for all 

providers of age services across residential 

care, home care and retirement living/seniors 

housing. 

Our Purpose 

Our purpose is to enable high performing, 

respected and sustainable age services that 

support older Australians to age well by 

providing care, support and accommodation 

with quality, safety and compassion—always. 

Our Members 

We represent providers of age services of all 

types and sizes located across Australia’s 

metropolitan, regional and remote areas. We 

are dedicated to meeting the needs of LASA 

Members by providing 

 a strong and influential voice leading the 

agenda on issues of importance; 

 access to valuable and value-adding 

information, advice, services and support; 

and 

 value for money by delivering our services 

and support efficiently and effectively. 

 

 

Our Affiliates 

LASA Affiliates are proud supporters of the 

critical role played by the age services 

industry in caring for older Australians. Their 

value-adding products and services help age 

services providers apply innovative solutions 

that improve the provision of efficient and 

quality care. 

Our Strategic Objectives 

1. Be the credible and authoritative voice of 

aged care representing the views of our 

Members for the benefit of older 

Australians. 

2. Build sector capability and sustainability 

by delivering valued services and support 

to Members 

3. Lead continuous improvement by 

promoting and celebrating excellence and 

innovation in age services 

4. Deliver value for money for Members and 

Affiliates. 

5. Be a high performing, respected and 

sustainable association that cares for our 

purpose, our Members and our people. 
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Key points 
LASA supports Option 2a: SIRS for residential aged care is implemented in the home and community 

setting with amendments to acknowledge the different care setting and with a two level 

prioritisation approach for incident reporting.  

LASA notes the consultation paper’s strong focus on the reporting of incidents. This conveys the 

message that the main purpose of the Serious Incident Response Scheme - Home Care (SIRS-HC) is 

the collection of data on incidents by the Aged Care Quality and Safety Commission (the 

Commission). Further, it is not clear how the Commission will use the data to support the quality and 

safety of care in the home care sector. In LASA’s view the SIRS’s core function should be to drive 

quality improvement in the care-at-home setting. This purpose of the SIRS in home care is not clearly 

expressed in the consultation paper.  

The SIRS in residential aged care has a strong focus on providers’ investigation of incidents and on 

consequent actions taken to improve quality and prevent further incidents of a similar nature. 

Further, the SIRS in residential care is conceptually linked to providers’ incident management 

systems. LASA would welcome the SIRS in home care to have an equally strong focus on a quality 

improvement response to all incidents, reportable incidents as well as incidents noted in the 

incident management system. In this case, the SIRS would become a driver of care recipient safety 

and quality improvement in the sector. 

It should be noted that a provider’s incident response practices need to account for care recipient 

consent, preferences and context within their home. As the Charter of Aged Care Rights - Item 7 

states ‘Care-recipients have control over and make choices about their care, and personal and social 

life, including where these choices involve personal risk.’.   

Some incidents occur due to factors in the care recipient’s home environment and therefore cannot 

be always be classified as an organisational incident for registration within a provider’s incident 

management system. An example would be a care recipient slipping on a rug they did not wish to 

remove contrary to advice given by the care provider. 

LASA recommends that provider identification and response for priority 1 incidents be limited to 

incidents involving serious harm to care-recipients. Importantly, guidance needs to be issued to 

providers on the assessment of harmful incidents regarding their context, such as care recipient’s 

autonomy in decision-making and dignity of risk and care recipient impacts. Guidance needs to 

ensure consistency of processes of assessing harm across providers to inform the prioritisation of 

incident reporting.  

Noting incidents that involve serious harm to care-recipients are to be reported as a priority 1 

incident within 24 hours (business days) of identification, reporting on the resultant quality 

improvement processes and enhancement of safeguards will be limited as will be that on indicators 

of enhanced care recipient outcomes. Consideration needs to be given within the SIRS-HC design for 

how the critical information components of quality improvement and care recipient impacts will be 

captured as a corrective measure following initial incident reporting. 

In contrast, priority 2 incidents are to be reported within 30 calendar days of a provider’s incident 

identification and this will allow sufficient time for provider reporting of not only the incident but 

also their response in terms of quality improvement processes and enhancement of safeguards 

indicative of enhanced care recipient outcomes. 
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The capturing of data that includes incident information, quality improvement process, enhanced 

safeguards, and subsequent care recipient impacts within the SIRS-HC design and implementation 

approach is required in supporting quality improvement in home care service provision.  

With reference to SIRS-HC design and implementation, LASA also acknowledges that there will be 

considerable variability across approved home care providers in the way they will approach 

implementation of incident management, prevention and reporting. Such approaches will often be 

proportionate to provider size, service delivery modes offered, the location and the geographic 

dispersion of their care and service workforce, as well as the sophistication of their incident 

management system and communication platforms. As such, the design and implementation of the 

SIRS-HC, while requiring clear definitions of reportable incidents and time frames, will need to 

include a reasonably flexible fit to accommodate variations in provider operations to achieve 

consistency in scheme outputs to support the improvement of care quality and safety in the home.  

Additionally, there are limitations in a provider representative’s responsibility for incident response 

in a care recipient’s home relative to residential care. For example, some services may only be 

delivered over a short timeframe or may be infrequent in the service delivery pattern and therefore, 

some of the suggested reportable incidents may not be evident or reported to the provider during 

those services.  

While the scope of reportable incidents across in-home care are largely consistent with those 

applied in residential care settings, there are some key differences noted that need to be accounted 

for within the legislation and guidance materials. Importantly, guidance materials need to be 

generated using a co-design methodology involving provider representatives. They also need to be 

issued to providers with sufficient lead-time to support their fit for provider application with account 

for workforce development, care recipient communications and system operation requirements 

prior to the Scheme’s national rollout. 

Noting the co-dependencies for SIRS-HC design on providers needs to give account to: 

 Level of care recipient harm/impact; 

 Care-recipient choice, preferences and consent; and 

 Provider administration time and resource impacts. 

LASA questions as to whether a proportionate risk-based approach to reporting incidents above a 

provider’s application of incident management and quality improvement systems and processes may 

provide a more administratively efficient approach for SIRS-HC policy design and implementation. 

Such an approach could give regard to the function of the Commission’s quality review/audit process 

addressing how incident management systems feed into quality improvement mechanisms with 

evidence of care recipient impacts and outcomes. Account for ‘earned autonomy’ in linking SIRS-HC 

with quality regulation and that facilitates options for risk-assessed follow up of incident reports 

would support SIRS-HC administration efficiency. This would then support the Commission’s risk 

profiling for incident management systems and their translation to quality improvement and 

assurance mechanisms. 
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1. Proposed responsibility to manage and prevent 

incidents 
LASA acknowledges that home care providers have a responsibility to ensure the care and services 

that they provide as an approved provider are safe and of high quality, consistent with the 

requirements specified in the Aged Care Quality Standards and including the use of an incident 

management system.   

It should be recognised however, that each approved provider will have its own way of dealing with 

how they collect data for incident management, prevention and reporting that may include 

computer or card-based systems. As such, the sophistication of a provider’s approach to incident 

management and prevention may vary while the core responsibilities can be universally applied. This 

level of variation needs to be accommodated in the implementation of the SIRS-HC. 

1.1 Incident management and prevention 

General comment to consultation paper page 10 
LASA agrees that providers should respond to incidents that consist of acts, omissions, events and 

circumstances in connection with the provision of care and services. 

Quote from consultation paper p. 10: Given the policy intent of the SIRS, it is proposed that for the 

purposes of a provider’s responsibilities relating to incident management and prevention, the focus 

be on incidents in connection with the provision of care and services, or the omission of care and 

services, that have caused harm to the consumer, or another person such as their staff member. 

LASA notes that the comment on page 10 of the consultation paper referring to ‘harm to..another 

person such as their staff member’ differs from SIRS in residential aged care. In residential aged 

care, harm to staff is addressed via Work Health and Safety (WHS) legislation.  

LASA proposes that harm to staff employed in the course of a provider delivering care and services 

(in either a directly paid, brokered or voluntary capacity) be applied in a consistent manner to the 

SIRS in residential aged care with provision of the application of Work Health and Safety legislation 

being applied. Any such harm should be entered in a provider’s incident management system (IMS) 

and actioned via the employer’s WHS requirements. 

With regards to harm caused to another person in a care-recipient’s home that are identified as 

being independent of a provider’s delivery of care and services, who would be considered to be 

‘another person’? If harm to people other than the care-recipient is considered for inclusion in the 

SIRS in home care, then clear definitions associated ‘in connection with care‘ and ‘another person’ 

and delineation of stakeholders present in a care-recipients home for inclusion in SIRS-HC need 

further consideration. Definitions, roles and responsibilities need to be clearly identified for the 

purposes of any reporting. 

For example, care recipients and their informal carers tend to be considered a ‘unit of care’, meaning 

that their close relationship may include informal carers in ‘harm’ caused in connection with care 

delivery. Thus harm caused to an informal carer may be considered for inclusion in SIRS-HC. 

If a staff member rough-handles a neighbour who is visiting the care recipient, would this incident be 

considered to have occurred ‘in connection with care’ because the staff member was on the care 

recipient’s premises in order to deliver care? 
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Quote from consultation paper page 10: Adopting the definition of ‘incident’ used for SIRS in 

residential care would mean if a consumer discloses to a staff member providing in-home services, 

that they have been harmed by others, such as family, friends, neighbours or a member of the public, 

the staff member/provider would be expected to manage this incident. 

The term ‘harm’ should be more clearly defined as it may cover a wide range of levels of seriousness. 

For example, the stealing of $5 by a neighbour would be a minor financial harm if this is a one-off 

occurrence. The stealing of $5000 would constitute a criminal act. Further, there needs to be a clear 

definition of ‘provision of care and services’ which will then define a provider’s scope of practice to 

which incident reporting can be applied. 

If a provider employee/representative notices that a care recipient was harmed by people other 

than the provider’s representative, then they have a duty of care to: 

 follow this up with the care recipient and/or their representative to ascertain the level of 

risk for the consumer associated with the incident, 

 provide information to the care recipient and/or their representative to support them to 

make an informed choice with regards to incident management, and  

 in most cases respect the care recipient’s wishes (autonomy of decision-making and dignity 

of risk) as to what the care recipient wishes to be done about the incident. 

 If the act of harm committed against the care recipient is clearly of a criminal nature, 

providers should seriously consider reporting the act to police, even if this is against the will 

of the elderly person. Providers should work with the older person and come to a judgment 

as to their moral responsibility for the welfare of the care recipient in this case. The police 

or an Elder Safeguarding Unit in the state may be able to give advice. 

Quote from consultation paper page 10: If a consumer has experienced elder abuse and discloses this 

to a staff member providing in-home services, this would be an incident that a provider would be 

responsible for managing. An example of managing one of these incidents may be assisting the 

consumer in contacting police or an elder abuse agency for support. 

LASA would consider it appropriate for the provider to respond to such incidents in the first instance 

by providing information and support to care recipients and/or their representatives in the 

managing of the incident unless a criminal act is clearly involved. In this case the provider should 

work with the care recipient towards a report to the police. However, elder safeguarding law is state 

based and is evolving and it is conceivable that laws may place greater responsibilities on providers 

in the future to protect aged care recipients from elder abuse.  

Overall, however, when a provider’s representative responds to suspected incidents of elder abuse, 

it is of utmost importance that elders experiencing abuse are enabled to stay in control and have 

choice about what happens in response to the identified incident. In many instances, there are 

delicate interpersonal balances to be accounted for that the care-recipient has intimate knowledge 

about and will draw upon in regards to decision-making to inform a provider’s incident response. 

Thus providers may work with suspected victims of elder abuse over an extended period of time in 

an attempt to understand the care recipient’s situation, views and wishes while monitoring ongoing 

risk. As the care recipient is an autonomous and self-determining individual living in their own home, 

the provider should carefully consider taking any action in response to suspected or actual abuse if 

people who are not a staff member of the provider perpetrate the abuse, particularly if the 
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criminality of the act is unclear.1 There is clearly a balance of duty of care versus the care recipient’s 

autonomy and dignity of risk that needs to be accounted for regarding a provider’s responsibilities 

when identifying and responding to an incident during the course of delivering care and services in 

someone’s home. 

Question 1 & 2  

1. Should the requirements described in Divisions 1 – 3 of Part 4A of the Quality of Care 
Principles (relating to incident management and prevention) also apply to providers of in-
home services? 

2. Are there any adjustments that need to be made to these requirements to reflect the 
different in-home services context? 

LASA observes that Part 4A of the Quality of Care Principles is entitled—‘Physical or chemical 

restraint to be used only as a last resort ‘. LASA assumes that the Department of Health is actually 

asking respondents to discuss Part 4B of the Quality of Care Principles 2014 that is entitled ‘Incident 

management and prevention’?2 LASA has responded in this regard. 

 
15K  Purpose of this Part ‘this Part sets out requirements that relate to an approved provider’s 
responsibility to manage incidents and take reasonable steps to prevent incidents’ 
 

LASA believes that the above stated purpose (15K) should apply also to home care providers. 

  (2)  This Part applies to incidents that consist of acts, omissions, events or circumstances that: 

 (a)  occur, are alleged to have occurred, or are suspected of having occurred, in connection with 

the provision of residential care, or flexible care provided in a residential setting, to a residential 

care recipient of the approved provider; and 

(b)  either: 

 (i)  have caused harm to the residential care recipient or another person; or 

(ii)  could reasonably have been expected to have caused harm to a residential care recipient or 

another person.  

   (3)  Divisions 2 and 3 of this Part also apply to incidents not covered by subsection (2) that consist 

of acts, omissions, events or circumstances that: 

(a)  the approved provider becomes aware of in connection with the provision of residential care, 

or flexible care provided in a residential setting, to a residential care recipient of the approved 

provider; and 

 (b)  have caused harm to the residential care recipient. 

LASA believes that subsection 2 and subsection 3 above can be translated into the home care setting 

with the exception of incidents that have caused harm to a care recipient or another person in the 

home setting through a care recipient’s personal choice consistent with the principle of dignity of 

risk. LASA would consider it appropriate for the provider to inform and support care recipients 

                                                            
1 https://www.compass.info/helping-others-respond  
Compass is an initiative of Elder Abuse Action Australia and is funded by the Attorney-General's Department 
2 https://www.legislation.gov.au/Details/F2021C00292  

https://www.compass.info/helping-others-respond
https://www.legislation.gov.au/Details/F2021C00292
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and/or their representatives to consider corrective actions in response to identified at-risk situations 

within the care recipient’s home. However, provider responsibilities should not extend beyond 

information provision and consented action on the part of a care recipient in terms of a providers 

management response in taking reasonable steps to prevent incidents. If a care recipient has a rug 

and the provider requests them to remove it due to it being a falls risk, the care recipient may 

choose not to do this and providers should not be responsible for the consequent harm that may 

occur to the care recipient or another person in the home. Such an approach is consistent with the 

Charter of Aged Care Rights and in particular Item 7 of the Charter whereby care recipients have 

control over and make choices about their care, and personal and social life, including where these 

choices involve personal risk. 

 15LA  Requirements for managing incidents 
(1)  The approved provider’s management of incidents must be focused on the safety, health, 
well-being and quality of life of residential care recipients of the provider. 

LASA agrees that the above statement can be translated to a SIRS-HC.  

   (2)  The approved provider must respond to an incident by: 
(a)  assessing the support and assistance required to ensure the safety, health and well-being of 
persons affected by the incident; and 
 (b)  providing that support and assistance to those persons; and 
(c)  assessing how to appropriately involve each person affected by the incident, or a 
representative of the person, in the management and resolution of the incident; and 
 (d)  involving each person or representative in that way; and 
 (e)  using an open disclosure process. 

LASA believes that the above subsection would also apply to SIRS-HC. Specific reference should be 

made to account for respecting the dignity of risk for care recipients in regards to informing the 

incident response, as well as the involvement of informal carers. 

  (3)  The approved provider must assess the incident in relation to the following, taking into 
account the views of persons affected by the incident: 
(a)  whether the incident could have been prevented; 
(b)  what, if any, remedial action needs to be undertaken to prevent further similar incidents from 
occurring, or to minimise their harm; 
(c)  how well the incident was managed and resolved; 
(d)  what, if any, actions could be taken to improve the provider’s management and resolution of 
similar incidents; 
(e)  whether other persons or bodies should be notified of the incident.  

LASA believes that the above subsection would also apply to SIRS-HC provided a stronger emphasis 

is given to care recipients’ autonomy and self-determination. The wording in the Quality Principles 

2014  ‘taking into account the views of persons affected by the incident’ does not pay sufficient 

attention to care recipient’s autonomous decision making. Home care recipients live in their own 

home rather than in an institutional setting provided by the aged care provider. Thus any actions by 

the aged care provider that could affect the care recipient should only be undertaken with the care 

recipient’s free and full consent. Therefore Paragraph (3)(e) needs consideration in the light of care 

recipients’ autonomy in decision making. Such an approach is consistent with the Charter of Aged 

Care Rights. 

The care recipient may have an informal carer who is the care recipient’s main support. In this case 

the type and degree of input the informal carer should have into any decisions providers take 

regarding actions taken in response to an incident needs to be considered. 
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   (4)  The approved provider must: 
 (a)  take any actions determined under paragraph (3)(b); and 
(b)  take any actions determined under paragraph (3)(d) that are reasonable in the circumstances; 
and 
(c)  notify the persons and bodies determined under paragraph (3)(e). 

The absolute requirement of the approved provider expressed by the word ‘must’ should be 

reconsidered to enable the care recipient to retain a large degree of choice and control about any 

actions taken by the provider.  

Notifying police of incident 
 (5)  If there are reasonable grounds to report the incident to police, the approved provider must 
notify a police officer of the incident within 24 hours of becoming aware of the incident. 
 (6)  If the approved provider later becomes aware of reasonable grounds to report the incident to 
police, the provider must notify a police officer of the incident within 24 hours of becoming aware 
of those grounds. 
 

The issue of police notification as part of an incident response needs to be carefully considered and 

should be guided by the degree of harm and threat to the care recipient’s safety. It has been stated 

by Compass, a national website navigating elder abuse in Australia, that there is no legal 

requirement to report criminal acts committed against elders. This resource is for people 

experiencing elder abuse that receives funding from the Australian Law Reform Commission: 

Some abusive acts, especially physical or sexual assaults, are classified as crimes. Although 

there is no legal requirement to report them, all of us have a moral duty to look out for older 

people.3 

Approved providers have undoubtedly a moral and ethical obligation to protect and support care 

recipients. When a provider’s representative responds to suspected incidents of elder abuse, it is 

important that elders suspected of experiencing abuse are enabled to stay in control and have 

choice about what happens in response. In many instances, there are delicate interpersonal balances 

that the care-recipient has intimate knowledge about and will draw upon when deciding how they 

want the provider to respond. Thus providers may work with suspected victims of elder abuse over 

an extended period of time in an attempt to understand the care recipient’s situation, views and 

wishes, while monitoring ongoing risk. As the care recipient is an autonomous and self-determining 

individual living in their own home the provider should avoid taking action in response to suspected 

or actual abuse without consulting the care-recipient.4 An exception to this rule would be situations 

where care recipients are at heightened risk to life or serious injury. There is clearly a balance of duty 

of care and dignity of risk that needs to be accounted for regarding a provider’s responsibilities when 

identifying and responding to an incident during the course of delivering care and services in 

someone’s home. 

 

15LB  Requirements for improving management and prevention of incidents 
(1)  The approved provider must collect data relating to incidents that will enable the provider to 
continuously improve the provider’s management and prevention of incidents, including to enable 
the provider to: 

                                                            
3 https://www.compass.info/helping-others-respond  
4 https://www.compass.info/helping-others-respond  
Compass is an initiative of Elder Abuse Action Australia and is funded by the Attorney-General's Department 

https://www.compass.info/helping-others-respond
https://www.compass.info/helping-others-respond


 

11 
 

(a)  identify and address systemic issues in the quality of care provided by the provider; and 
(b)  provide feedback and training to staff members of the provider about managing and 
preventing incidents.  

LASA believes that the above subsection could also apply to SIRS-HC. Care recipients need to consent 

to and be kept informed about the data being collected, including for what purpose and how their 

privacy will be protected. Guidance should be issued to providers in this regard. 

Guidance needs to clearly articulate the circumstances for data capturing. If the incident may be a 

matter for the police then providers could find themselves being told that they have interfered with 

evidence for a police investigation.  A process flow chart which outlines activity to be undertaken by 

a provider at key points in the identification and response process is required for the management 

of serious and/or life threatening incidents. The chart should identify actions that may be taken at 

the jurisdictional level by stakeholders such as the police. 

(2)  The approved provider must regularly analyse and review this information to assess: 
 (a)  the effectiveness of the provider’s management and prevention of incidents; and 
 (b)  what, if any, actions could be taken to improve the provider’s management and prevention of 
incidents. 
 (3)  The approved provider must take any actions determined under paragraph (2)(b) that are 
reasonable in the circumstances. 

LASA believes that the above subsections (2) and (3) can apply to SIRS-HC. Consideration needs to be 

given to the varied levels of sophistication of provider incident management systems with regard to 

differences in incident-related information and data analysis and review processes adopted across 

providers. Guidance should be issued to providers in this regard. 

Division 3—Incident management system requirements 
15M  Purpose of this Division 
 (1)  An approved provider who provides residential care, or flexible care provided in a residential 
setting, has a responsibility to implement and maintain an incident management system. 
Note: This is a responsibility of the approved provider under Chapter 4 of the Act: see section 54-1. 
(2)  For the purposes of subparagraph 54-1(1)(e)(i) of the Act, the incident management system of 
the approved provider must comply with the requirements set out in this Division.  

LASA believes that the above subsections (1) and (2) can apply to a SIRS-HC with account for 

variability in the sophistication of provider incident management systems. 

15MA  Incidents that must be covered 
The incident management system of the approved provider must cover all incidents to which this 
Division applies, including reportable incidents. 
15MB  Incident management system procedures 
 (1)  The incident management system of the approved provider must establish procedures to be 
followed in identifying, managing and resolving incidents, including procedures that specify the 
following: 
(a)  how incidents are identified, recorded and reported; 
 (b)  to whom incidents must be reported; 
(c)  the person who is responsible for notifying reportable incidents to the Quality and Safety 
Commissioner; 
 (d)  how the provider will provide support and assistance to persons affected by an incident to 
ensure their safety, health and well-being (including providing information about access to 
advocates such as independent advocates); 
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(e)  how persons affected by an incident (or representatives of the persons) will be involved in the 
management and resolution of the incident; 
 (f)  when an investigation by the provider is required to establish: 
(i)  the causes of a particular incident; or 
 (ii)  the harm caused by the incident; or 
 (iii)  any operational issues that may have contributed to the incident occurring; 
 and the nature of that investigation; 
(g)  when remedial action is required and the nature of that action. 
(2)  The procedures may vary, depending on the seriousness of the incident. 
 (3)  The incident management system must set out procedures for ensuring that the requirements 
of sections 15LA and 15LB are complied with. 
(4)  The incident management system must provide that, if the incident is a reportable incident, 
the incident must also be notified and managed in accordance with Division 4. 
 

LASA believes that the above subsection could also apply to SIRS-HC and that items (d) & (e) should 

include reference to the critical role of a care recipient’s informal carer(s) and support network if 

such persons are involved with the care recipient. 

15MC  Documentation, record keeping and data analysis 
 (1)  The approved provider must: 
(a)  document its incident management system procedures; and 
 (b)  make the documented procedures available, in an accessible form, to the following persons: 
(i)  residential care recipients of the provider; 
(ii)  each staff member of the provider; 
 (iii)  family members, carers, representatives, advocates (including independent advocates) of the 
residential care recipients, and any other person significant to those residential care recipients; 
and 
(c)  assist persons referred to in paragraph (b) to understand how the incident management 
system operates. 
 

LASA believes that Paragraph (1) is applicable to SIRS-HC. Consideration needs to be given as to how 

the information about incident management systems can be made available to care recipients and 

their family as care recipients reside in their own home. Care recipient factsheets from the 

Commission could be issued to providers for inclusion with information provided to care recipients 

by providers at service commencement.  

(2)  The incident management system of the approved provider must provide for the following 
details, as a minimum, to be recorded in relation to each incident: 
 (a)  a description of the incident, including: 
 (i)  the harm that was caused, or that could reasonably have been expected to have been caused, 
to each person affected by the incident; and 
 (ii)  if known—the consequences of that harm; 
 (b)  whether the incident is a reportable incident; 
 (c)  if known—the time, date and place at which the incident occurred or was alleged or suspected 
to have occurred; 
 (d)  the time and date the incident was identified; 
 (e)  the names and contact details of the persons directly involved in the incident; 
 (f)  the names and contact details of any witnesses to the incident; 
 (g)  details of the assessments undertaken in accordance with subsections 15LA(2) and (3); 
 (h)  the actions taken in response to the incident, including actions taken under 
subsections 15LA(2), (4), (5) or (6); 
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 (i)  any consultations undertaken with the persons affected by the incident; 
 (j)  whether persons affected by the incident have been provided with any reports or findings 
regarding the incident; 
 (k)  if an investigation is undertaken by the provider in relation to the incident—the details and 
outcomes of the investigation; 
 (l)  the name and contact details of the person making the record of the incident. 
 (3)  A record of an incident for the purposes of subsection (2) must be retained for 7 years after 
the date the incident was identified. 
 

LASA believes that the above subsection would apply to SIRS-HC noting item (h) should account for 

LASA ‘s comment to 15LA (6) above regarding police notification. With regard to item (i), if the care-

recipient has an informal carer/support network then this person/s should also be involved if the 

care recipient agrees. 

  (4)  The incident management system must provide for the collection of data relating to incidents 
that will enable the approved provider to: 
(a)  identify occurrences, or alleged or suspected occurrences, of similar incidents; and 
(b)  comply with section 15LB (about using information to continuously improve the provider’s 
management and prevention of incidents); and 
(c)  provide information to the Quality and Safety Commissioner, if required or requested to do so 
by the Commissioner. 
(5)  This section does not limit paragraph 15MB(1)(a). 
 

LASA is of the view that the above section can translate to SIRS-HC. 

Proposed requirements to notify others, such as police, of incidents 
Questions 3 & 4 

3. Are the requirements for reporting to police and others (as described above) also able to 
be implemented for in-home services?  

4. Should providers report incidents to police, family or other bodies without the consumer’s 
consent, or should reports only be made with the consumer’s consent? 

LASA considers that the older person receiving home care should maintain control over their life 

circumstances in most cases. LASA agrees with the Australian Law Reform Commission that the 

preservation of a person’s autonomy should be given utmost consideration unless the abuse is very 

serious: 

Older people, like most adults, prize their freedom and independence, and do not wish to be 

treated like children or sheltered from all risk. The autonomy of older people should not be 

afforded less respect than the autonomy of others. However, in limited cases, where there is 

particularly serious abuse of vulnerable people, protection should be given additional weight5 

Thus the care recipient should determine whether reporting by the provider to any government, law 

enforcement or other regulatory body occurs. However, criminal acts perpetrated against the care 

recipient by a staff member must be reported to police. Such reporting requirements will need to be 

declared up front by providers to care-recipients prior to service commencement. Official 

information should be issued to providers in supporting such legally enforced declarations. Where 

                                                            
5 https://www.alrc.gov.au/wp-content/uploads/2019/08/elder_abuse_131_final_report_31_may_2017.pdf  

https://www.alrc.gov.au/wp-content/uploads/2019/08/elder_abuse_131_final_report_31_may_2017.pdf
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consultation with care-recipients about notification to other regulatory bodies has identified that 

care-recipients and/or their representative are unwilling to consent to such notification/reporting 

then the provider should be afforded an extended reporting timeframe. This would enable the 

provider to repeatedly engage with the care recipient and/or their representative to provide 

information and assist in seeking consent. This may particularly be required where an incident 

occurs between two care recipients during a group-based activity. 

2. Proposed responsibility to notify the Commission of 

reportable incidents 
Questions 5  

Does the different in-home services context mean that there needs to be adjustments to the 
requirements for notifying the Commission of reportable incidents? If so, what should these 
adjustments be? 

Incidents usually require investigation to determine whether they are a reportable incident and 

whether they are a priority 1 or priority 2 reportable incident as in residential care.  

For example, to identify a priority 1 incident the residential care provider needs to determine 

whether the incident  

 falls into one of eight categories of incident, 

 caused or could reasonably have been expected to cause a consumer physical or psychological 

injury or discomfort requiring medical or psychological treatment to resolve, or 

 whether there are reasonable grounds to contact the police, or 

 the unexpected death of a consumer or a consumer’s unexplained absence from the service. 

Providers in residential aged care find it difficult to (1) attend to the affected resident’s additional 

care needs (2) investigate the incident to determine its reportability and (3) commence determining 

a prevention and quality improvement response within the 24 hour reporting time frame. 

LASA notes that the assessment of harm in older people is a discrete and advanced skill, as noted on 

page 42 the KPMG report that informs the design of the SIRS-HC. Thus criteria for the classification 

of priority 1 and priority 2 incidents should be developed in a co-design approach with home care 

providers. 

 In home care, the 24-hour reporting timeframe for what is considered a priority 1 reportable 

incident should mean 24 hours of a business day and only apply to incidents resulting in serious 

harm for the care recipient. Examples of incidents that may be considered for priority 1 could be the 

care recipient suffering serious injury requiring hospitalisation due to an action or inaction by staff, 

unexpected death or sexual assault.  

All other reportable incidents in home care should be considered priority 2 and should be reported 

to the Commission within 30 calendar days. This approach (Option 2a) is preferred for incidents that 

exclude serious harm over a general 3-day reporting requirement proposed for Option 2b. It will 

provide opportunity for providers to include in incident reports details of their incident response in 

the 30 calendar day period immediately post incident identification. This will assist to inform the 

Commission’s incident review processes for priority 2 incidents and prioritisation of the 

Commission’s responses relative to resourcing. It will also reduce the demand for follow-up 

communications and administration between the Commission and providers. 
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Incidents that do not fall into the reportable categories assigned a priority 1 or 2 classification should 

be managed through a provider’s incident management system. 

Where incidents are initially reported, the second stage of the reporting process should be set at 10 

days business days. This will account for the additional engagement requirements in the home care 

setting. Extension of the 10 business days to 15 business days should be included for providers who 

deliver care infrequently (such as fortnightly) to accommodate the administrative demands above 

those routinely involved in the limited care provisions.  

Pricing for time attended in delivering care and services to care-recipients does not factor in the 

additional time demands for a provider representative undertaking the incident response. These 

factors may involve multiple contacts with a care-recipient’s support network that need to be 

accounted for.   

Questions 6 

Specifically, if a provider suspects or is aware of an allegation about another provider (relating to the 

care of a consumer to whom both providers deliver services) should that provider be responsible for 

notifying the other provider, as well as the Commission? 

LASA believes that responsibility for all aspects of managing an incident must be retained by the 

provider whose representative was involved in the incident while delivering care and services. As 

noted above, an incident requires investigation to determine its reportability and its level or priority 

for reporting (priority 1 or priority 2). It also requires that a quality improvement response be 

formulated and implemented. 

If provider A identifies that a representative of provider B is suspected of involvement in an incident, 

then provider A should notify provider B and document the process of notification, so provider B can 

undertake the actions required. This should include to: 

(1) Engage/support the care-recipient and their representative, 

(2) Investigate the incident as to its reportability and level of reporting priority,  

(3) Instigate initial prevention and quality improvement actions, and 

(4) Report back to Provider A on the implementation of Provider B’s incident response with account 

for closing off Provider A’s incident notification.  

If provider B is a subcontractor/supplier of provider A, then provider A should be responsible for all 

aspects of responding the incident.  

A provider should also be able to report any incidents directly to the Commission if they don't feel 

comfortable addressing it directly with another provider. Mechanisms and circumstance need to be 

specified for provider reporting of another provider to the Commission. 

The process of engagement between providers should occur in consultation with the care-recipient 

and their representative. 
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3. Proposed scope of reportable incidents 
Incidents that are not reportable incidents 

Question 7 

Are there other circumstances where the Commission should not be notified of a reportable 
incident for in-home services? 

The Commission should not be notified of incidents that: 

 have not occurred in connection with the delivery of care and services, 

 have occurred through services contracted by the care recipient or their representative 

independent of a Government funded home care program, or 

 are not reportable and should be managed via the provider’s incident management system. 

Unreasonable use of force 
Question 8 

Is the definition of unreasonable use of force equally applicable in the in-home service context? If 
not, what adjustments are required and why? 

The definition given for unreasonable use of force is: 

Unreasonable use of force against the consumer includes conduct ranging from a deliberate and 

violent physical attack to use of unwarranted physical force. 

LASA believes this definition to be appropriate for the SIRS-HC. 

Unlawful sexual contact or inappropriate sexual conduct 
Question 9 

Is the definition of unlawful sexual conduct and inappropriate sexual conduct equally applicable in 
the in-home services context? If not, what adjustments are required and why? 

The definition given for unlawful sexual conduct is: 

Unlawful sexual contact, or inappropriate sexual conduct, inflicted on the consumer includes: If the 

contact or conduct is inflicted by a staff member or other person providing care on behalf of the 

provider (such as a volunteer), the following:  

 any conduct or contact of a sexual nature inflicted on the consumer, including (without limitation) 

sexual assault, an act of indecency or sharing of an intimate image of the consumer; or  

 any touching of the consumer’s genital area, anal area or breast in where this is not necessary to 

provide care or services to the consumer. 

LASA believes that this definition is appropriate for the SIRS-HC. 

Psychological or emotional abuse 
Question 10 

Is the definition of psychological or emotional abuse equally applicable in the in-home service 
context? If not, what adjustments are required and why? 

The definition given for psychological or emotional abuse is: 
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Psychological or emotional abuse of a consumer includes conduct that has caused, or could 

reasonably be expected to have caused, the consumer psychological or emotional distress. Conduct 

that is psychological or emotional abuse includes: 

 taunting, bullying, harassment or intimidations; 

 threats of maltreatment or retribution, including in relation to making complaints; 

 humiliation; 

 unreasonable refusal to interact with the consumer or acknowledge the consumer’s presence; 

 unreasonable restriction of the consumer’s ability to engage socially or otherwise interact with 

people; or 

 repetitive conduct or contact which does not constitute unreasonable use of force but the 

repetition of which: 

o has caused the consumer psychological or emotional distress; or 

o could reasonably have caused a consumer psychological or emotional distress. 

LASA believes that this definition is appropriate for the SIRS-HC. However, excluded as a reportable 

incident should be repetitive conduct or contact by a provider representative which does not 

constitute unreasonable use of force but which, through repetition, has caused a care recipient to 

experience distress as part of a planned intervention. This may occur where care is provided in the 

context of trauma and mental health vulnerability.  

Principles of exposure therapy in evidence-based care-related interventions may, by nature, induce 

some level of care-recipient psychological distress in promoting care-recipient distress tolerance 

over time. Caution is warranted with regard to the application of this aspect of the definition of 

psychological or emotional abuse and any resulting provider responsibilities that may be introduced 

through the SIRS-HC.  

Unexpected death 
Question 11 

Should ‘unexpected death’ be a reportable incident under the SIRS for in-home aged care 
services? If so, does the in-home services context necessitate adjustments to the proposed 
definition of ‘unexpected death’? If so what and why? 

The definition given for unexpected death is: 

Unexpected death of the consumer includes death in circumstances where: 

 reasonable steps were not taken by the provider to prevent the death;  

 or the death is the result of: 

o care or services provided by the provider; or 

o a failure of the provider to provide care or services. 

Home care services provide a wide range of services to older people ranging from household type 

supports to clinical care. 

Unexpected deaths as result of care or services delivered by the provider may occur for household 

supports and clinical care. For example, a consumer may fall and die as a result of a floor not dried 

off properly, remaining wet and soapy. In this case, the death would be due to insufficient care 

having been taken by a provider’s representative in the completion of household chores. 



 

18 
 

Clinical care that does not meet the care recipient’s care requirements through lack of staff expertise 

or insufficient frequency or omission of delivery may also result in the death of a care recipient. 

While these incidents would be captured through other reporting categories such as ‘neglect’ or 

‘unreasonable use of force’ the magnitude of the harm suffered by the care recipient would justify 

‘unexpected death’ as a separate reporting category. Clearer definitions are required relating to the 

conditions that apply for incidents being reported as unexpected deaths. 

 ‘Unexpected deaths’ should be investigated by the provider and reported to the Commission when 

the following conditions apply: 

 Negligent service provision causes an accident resulting in the care recipient’s death. 

 The care recipient is fully dependent on care for their activities of daily living and thus their 

survival. 

 Clinical care delivered requires the supervision or delivery by a registered health care 

professional. 

It is important however, to distinguish between death resulting from factors attributable to the 

delivery of care and services from factors external to a provider that impact on the delivery of care 

and services e.g. funding/financial constraints. 

Stealing or financial coercion by a staff member 
Question 12 

Is the definition of ‘stealing or financial coercion by a staff member’ equally applicable in the in-
home services context? If not, what adjustments are required and why? 

Stealing or financial coercion by a staff member is defined as: 

Stealing from, or financial coercion of, the consumer by a staff member of the provider includes  

 stealing from the consumer by a staff member of the provider; or 

 Conduct by a staff member of the provider that is coercive or deceptive in relation to the 

consumer’s financial affairs, or  

 unreasonably controls the financial affairs of the consumer. 

LASA considers this definition to be appropriate for the SIRS-HC.   

A robust gratuities policy should be in place to inform the conduct of provider representatives 

regarding the receiving of gifts.  

Neglect 
Question 13 

a) Should the definition of ‘neglect’ be clarified by including reference to the impact on the 
consumer? If so, should this adjustment also be made in relation to SIRS residential aged care? 

b) Is there anything else about the in-home services context that would require adjustment to the 
proposed definition of ‘neglect’? If so, what and why? 

Neglect of a consumer is defined as: 

Neglect of a consumer includes: 
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 a breach of duty of care owed by the provider, or a staff member of the provider, to the consumer, 

or 

 a gross breach of professional standards by a staff member of a provider providing care or 

services to the consumer. 

In most cases the impact that one or multiple episodes of neglect have on a care recipient will reflect 

the magnitude of neglect inflicted. In most cases while accessing in-home care and services, care 

recipients and/or their informal carer will be able to articulate the impact of the neglect.  

LASA proposes for neglect to be considered a serious incident, the impact of neglect on a care 

recipient should require treatment of a physical or psychological nature for the care recipient to 

overcome its impact. 

Similar adjustments could be considered for the reportability of ‘neglect’ for residential aged care. 

It is also noted that care recipient incidents characterised by neglect may be caused by a lack of 

delivery of sufficient care and services due to financial constraints or other factors outside the 

control of the provider. This may occur while waiting for an assessment/review by an independent 

assessment service, awaiting approval for additional funded care, rejection of or delays in processing 

a financial hardship application etc.  

LASA Members have expressed varied opinions regarding the reporting of incidents that occur due 

to systemic factors external to providers’ control. Providers believe that incidents caused by external 

factors that impact their delivery of care and services should be considered as ‘special cases’.  

The identification of such ‘special case’ incidents is important. Their causes and consequences 

should always be worked up and responsibility to actors in the wider aged care system attributed, 

particularly where hospitalisation and unexpected death may have resulted.  

LASA is concerned that ‘special case’ incidents if reported through SIRS-HC under ‘neglect’ may 

potentially result in incidents attributable to ‘system failures’ being reported as provider neglect. 

‘Special case’ incidents attributable to aged care system failure rather than provider failure should 

not be included under provider data as this would give the false impression of provider 

responsibility. A way should be found to identify and capture ‘special case’ incidents outside SIRS-

HC. ‘Special case’ incident data are important as they will provide important feedback on aged care 

system functioning to system governors.  

Inappropriate use of restrictive practices 
Question 14 

a. Should inappropriate use of restrictive practices be a reportable incident under the SIRS for 
in-home aged care services? 

b. If so, how should the existing definition in residential aged care be applied for in-home 
services (noting that the current definition is linked to obligations on providers in residential 
aged care that do not apply to in-home services)? 

c. Could inappropriate use of restrictive practices for in-home services instead be reported 
under a different category of reportable incident? 

a. In principle, LASA does not believe that inappropriate restrictive practices apply to the home 

care setting. If a care recipient lives in their own home with dementia requiring behaviour 

management, then they live with an informal carer who retains main responsibility for the 

management of behaviour. 
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However, if a carer requests a service provider to lock the care recipient into a house or a room, 

then this would be an instance of deprivation of liberty and thus elder abuse. In this case the 

provider should discuss the issue with the informal carer and provide advice as to alternative 

ways to manage the situation and where to find advice about managing dementia related 

behaviour. If a provider realises that staff accommodate the request and lock the care recipient 

into the house of room, against the provider’s policy and procedure, then this would be a 

reportable incident under ‘neglect’. It may also constitute a criminal offense that needs to be 

reported to the police. 

The informal carer retains main responsibility for the implementation of restraint practices 

including the administration of any medications to manage behaviour. If under informal carer 

direction, a provider mismanages any responsibilities for medication management this would 

be reportable under ‘neglect’ but clear definitions are required as to what the Commission’s 

expectations of medication management in this setting. 

b. LASA does not believe that the definition of restrictive practices existing in residential care can 

be translated to the home care setting as home care providers do not have an obligation to 

manage all-of-care, including the care environment, as residential aged care providers. 

c. The examples given in the consultation paper show that on rare occasions provider 

representatives may engage in the inappropriate use of restrictive practices. LASA supports that 

these rare occasions be reported under the categories of ‘neglect’ or ‘unreasonable use of 

force’. 

Unexplained absence 
Question 15 

Is the ‘reasonable ground to report the absence to police’ threshold appropriate for the in-home 
service context? 

Should the definition be revised in the in-home services context and if so, how? 

Should this only be a reportable incident for certain in-home services that do not operate in the 
consumer’s home (for example cottage respite, community transport and outing services)? 

The definition given for unexplained absence is:  

Unexplained absence of the consumer from the care of the provider means an absence of the 

consumer from the care in circumstances where there are reasonable grounds to report the absence 

to police. 

Recipients of home care do have complete autonomy. In this respect, provider representatives may 

often attend a care-recipient’s home or facilitate an outing for the delivery of scheduled care and 

services to find the care recipient is absent at a point in time not accounted for. In such 

circumstances, there is a process for confirming the basis for such an absence through engagement 

with the emergency contacts of a care-recipient and other mechanisms. This process may take some 

time. 

LASA is strongly of the view that an unexplained absence of a care recipient should only be 

reportable unless the care recipient lives with a degree of cognitive or physical impairment (e.g. low 

vision) that would have a negative effect on their ability to negotiate the environment and find their 

way home. 
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LASA also agrees that an aged care provider has a duty of care to establish the whereabouts of care 

recipients when the care and services they deliver to them outside the home, such as cottage 

respite, community transport and outing services and to have in place reasonable policies and 

processes for establishing a care-recipient’s whereabouts. 

4. Reporting timeframes and priority categories 
 

Reporting timeframes 
Question 16 

a) Should tiered reporting categories be adopted under a SIRS for in-home aged care services? If 
yes, should the reporting timeframe remain 24 hours for priority 1 reportable incidents? 

b) If no, should all incidents be reported within 24 hours if tiered reporting were removed? If not, 
what other timeframe would you suggest and why? 

Anecdotal evidence indicates that providers in residential aged care have found it difficult with the 

implementation of SIRS commencing 1 April 2021, to: 

1. Attend to the affected resident’s additional care needs, 

2. Investigate the incident to determine its reportability, and  

3. Commence determining a prevention and quality improvement response within the 24-hour 

reporting time frame. 

Similarly, it can be expected that approved providers of in-home care will face the same challenges, 

these being exemplified by the proximity of a provider representative from other formal and 

informal care and services delivered relative to incident identification. As such, the 24 hour reporting 

time frame for what is considered a priority 1 reportable incident should only apply to incidents 

resulting in serious harm for the care recipient and should be considered to be a 24 hr business day. 

Examples for such incidents may be the care recipient suffering serious injury requiring 

hospitalisation due to an action or inaction by staff, unexpected death or a sexual assault. 

In home care, the 24-hour (business day) reporting timeframe for what is considered a priority 1 

reportable incident should only apply to incidents resulting in serious harm for the care recipient. 

Examples of incidents that may be considered for priority 1 could be the care recipient suffering 

serious injury requiring hospitalisation due to an action or inaction by staff, unexpected death or 

sexual assault.  

All other reportable incidents in home care should be considered priority 2 and should be reported 

to the Commission within 30 calendar days. This approach (Option 2a) is preferred for incidents that 

exclude serious harm over a general 3-day reporting requirement proposed for Option 2b. It will 

provide opportunity for providers to include in incident reports details of their incident investigation 

and incident response in the 30 calendar day period post incident identification. This will assist to 

inform the Commission’s incident review processes for priority 2 incidents and prioritisation of the 

Commission’s responses relative to resourcing. It will also reduce the demand for follow-up 

communications and administration between the Commission and providers. 

Where incidents are initially reported, the second stage of the reporting process should be set at 10 

business days. This will account for the additional engagement requirements in the home care 

setting. Extension of the 10 business days to 15 business days should be included for incidents where  
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providers deliver care infrequently (such as fortnightly) to accommodate the administrative 

demands above those routinely involved in the limited care provisions.  

All other reportable incidents in home care should be considered priority 2 and should be reported 

to the Commission within 30 calendar days. 

Incidents that do not fall into the reportable categories should be managed through a provider’s 

incident management system. 

Information included in notification 
Question 17 

Are the additional information timeframes suitable in a in-home service context? If not, what 
alternative timeframes would you suggest? 

LASA proposes that the reporting period for second stage reporting be 10 business days for home 

care services because investigating incidents in the home care setting will take more time. For 

example, home care providers need to make an appointment to interview the care recipient and 

travel to their home. This may take considerable time. It may require coordinating a time to include 

the attendance of informal carers. It may also require the scheduling of time to talk to the provider 

representative involved in the incident. A second stage reporting period of 15 business days should 

be included for providers where the care involving the incident is delivered infrequently (such as 

fortnightly) to accommodate the administrative demands above those routinely involved in the 

limited care provisions. 

Question 18 

Are there any other matters you would like to raise in relation to the design or operation of the 
SIRS for in home aged care services? 

LASA recognises that the policy framework for serious incident reporting in both home and 

residential aged care needs to be referenced to the Aged Care Quality Standards to ensure quality 

accreditation and review processes are aligned with this policy for assessment purposes. 

Administrative processes for provider implementation of SIRS-HC responsibilities and reporting 

above current administrative processes will incur additional administrative expenses for providers 

on introduction of the SIRS-HC. This incursion on providers of additional SIRS-HC implementation 

expenses needs to be factored into home care pricing arrangements above the accumulative 

expense impacts of concurrently implementing multiple reform directed requirements in supporting 

Government’s response to the recommendations of the Royal Commission into Aged Care Quality 

and Safety.  

The ongoing and cumulative requirement to report and manage incidents within a Home Care 

environment such as travel to a care recipient’s home, should be taken into consideration in the 

operational funding of the business needs.  More hours will be used on compliance than is currently 

allocated by providers.  

LASA suspects that care recipients who are unwilling to consent to notification of regulatory bodies 

on incidents outside a provider’s remit for delivery of care and services will also be unlikely to 

consent to being charged an administrative fee for these provider responsibilities if introduced 

through the SIRS-HC. A provider’s incursion of any SIRS-HC implementation expenses provides a 

legitimate basis for provider directed price increases independent of care-recipient consent. LASA is 

strongly of the view that current restrictions on providers implementing price changes without care 
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recipient active consent are excessive and out of step with the pace of provider response to reform 

implementation demands. 

Many providers have already incurred significant out of pocket expense in meeting the requirements 

to deliver care using digital records and in meeting the future reporting requirements of the 

Commonwealth.  This is a further expense that the sector cannot carry without support to 

implement, undertake staff training and for ongoing support to ensure system integrity and meeting 

reporting deadlines. 

In the design of the SIRS-HC, consideration also needs to be given to the incident response times by 

the Commission, particularly when engaging with care-recipients who experienced an incident.  

Anecdotal evidence regarding the Commission’s complaints handling division have highlighted that 

while providers identify, respond and resolve complaints with care recipients within responsive 

timeframes, the Commission’s complaint response and engagement with the care recipient may take 

considerably longer and may occur at a point where the complaint is no longer of immediate 

concern. These provider experiences may be partially due to interface issues across divisions within 

the Commission. The incident response approach and timeframes need to be resourced to account 

for interface demands within the Commission to ensure there is timely follow-up by the Commission 

with providers. Risks for delays in the Commission’s response times to a provider’s incident report 

need to be addressed as part of the SIRS-HC design and at an early stage of implementation.  

Where a determination is made through the Commission’s incident review process to take action 

against a provider, the design of this process should include measures to ensure procedural fairness 

for providers, such as would be afforded through a right to review of the Commission’s decisions by 

an external body of review. 

Some LASA Members identified the NDIS Incident Reporting Scheme6 as a point of consideration in 

the SIRS-HC design. Providers who deliver care under the NDIS and in-home aged care should be 

required to report under one Scheme only. In previous consultations LASA Members identified their 

preference for reporting all incidents via the aged care Serious Response Scheme portal with the 

SIRS reporting template adjusted to accommodate any NDIS reporting requirements additional to 

SIRS. The ACQSC and the NDIS Quality and Safeguards Commission should have their IT systems 

linked so reports to SIRS are shared with the NDIS. 

 

 

 

 

                                                            
6 https://www.ndiscommission.gov.au/providers/incident-management-and-reportable-incidents#rep  
 

https://www.ndiscommission.gov.au/providers/incident-management-and-reportable-incidents#rep


 

Revised Aged Care Financial Report Consultation 24 
 

A Strong voice and a helping hand 

1300 116 636  

www.lasa.asn.au  

 

 

 

http://www.lasa.asn.au/

