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Introduction
Australian facilities providing long-term care for frail older people 
(residential aged care) are required to deliver care that protects and 
enhances individuals’ safety, health, wellbeing, and quality of life. 
An important risk indicator in residential aged care is the occurrence 
of serious incidents affecting residents.

The Aged Care Quality and Safety Commission (Commission), as the 
Australian regulator of aged care, has responsibility for receiving, risk-
assessing and responding to serious incident notifications submitted 
by aged care providers. The eight serious incident notification types 
are set out in Exhibit 1. The Commission is using data analytics to 
develop system-wide Insight reports on serious incidents to prompt 
providers to examine and strengthen their risk culture.

Methodology
Requiring providers of residential aged care in Australia to submit 
serious incident notifications presents a unique opportunity for the 
Commission to obtain and analyse information, and to understand 
a range of specific risks to aged care residents. Reflecting the 
findings of this analysis back to the sector as Insight reports 
provides information and analysis to providers that they cannot 
otherwise access. It aims to encourage them to examine their own 
data, compare it with the sector-wide data and understand serious 
incidents in context.

Informed by behavioural economics principles1,2, the Commission 
uses this process to ‘nudge’ providers to take action to keep their 
residents safe and protect them from harm. Th​e Insights reports 
serve as levers to motivate providers to change their behaviour and 
strategies base​d on their instinctive preferenc​e to remain within norms.

Exhibit 1 shows that unreasonable use of force accounts for 
61% of serious incident notifications. Where a provider deviates 
significantly from this reporting rate, the Commission’s analytical 
processes identify the service as a provider of interest. The reasons 
for the deviation warrant examination.

We are developing a suite of Insights reports that will focus on each of the different notification types 
for both residential aged care facilities and in-home services.

We will undertake further analysis of the factors that inform reporting rates.

We will continue to build our intelligence-gathering and analytical capabilities to enable us to expand 
our publication of relevant information to the sector to prompt and support providers’ self-assurance 
activities, and to underpin our regulatory activities targeting higher-risk providers.
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UUoF Insights report

Assessing impact and further analysis

Next steps

The Insights report on UUoF (see QR code) presents data and 
analysis of 24,437 serious incident notifications submitted 
between 1 April 2021 and 30 June 2022 (an earlier period than 
the data ​in Exhibit 1).

The report indicates that 86% of UUoF notifications were 
resident-to-resident incidents usually involving a component 
of cognitive impairment in one or both parties, and behaviour 
management issues. Furthermore, most of these incidents 
were reported to have had no or minor harm or impact 
(physical and psychological).

The report provides illustrative case studies and learning 
prompts using guided questions. The focus is on the 
importance of proactive behaviour support planning where 
residents have challenging behaviours. The report also 
provides guidance on responding to incidents, and specifically 
on the importance of not relying exclusively on a resident’s 
recall or account of their experience when assessing the 
impact of an incident. As at 15 March 2023, the report had 
1,052 unique downloads from the Commission’s website.

It is not straightforward to assess the impact of the UUoF 
Insights Report on providers’ efforts to reduce the risk of this 
type of serious incident occurring or impacting residents.

The Commission continues to monitor and analyse serious 
incident notification data to identify any shifts in the volume 
or proportion of each serious incident type.

Further, different analyses are being undertaken on more 
recent data to assist the Commission to identify and focus 
on higher-risk providers:

1. Exhibit 2 illustrates the distribution of residential aged care 
services’ reporting of UUoF notifications in 2022-​23 against their 
total serious incident reporting. Services clustered towards the 
right-hand side of the chart warrant closer study as potentially 
presenting greater risks to resident wellbeing.

The distribution chart uses the number of residential SIRS 
reportable incidents notified to the Commission and occupied 
bed days (OBD) to calculate an overall SIRS reporting rate and 
a reporting rate for incidents of unreasonable use of force. 
The graph orders providers from the lowest to the highest:

	● Providers that appear on the left-hand side of the graph​ 
have zero or lower than expected reporting rates of UUoF 
incidents. The low reporting rate may be a consequence 
of poor reporting, the resident profile, or best-practice 
behaviour or incident management by the provider.
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Unreasonable use of force: 
Notifications of residents to 
resident incidents
agedcarequality.gov.au/resources/sirs-insights-series-unreasonable-use-
force-notifications-resident-resident-incidents
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Exhibit 2: Unreasonable use of force and overall Serious Incident Response Scheme (SIRS) reportable incident reporting rate 
(per 10,000 occupied bed days by provider, 1 July 2022 to 30 June 2023)

Unreasonable use of force 
(UUoF) serious incidents

Unreasonable use of force is physical contact with an aged 
care resident ranging from unwarranted physical force to 
a deliberate and violent physical attack. To be notified to 
the Commission, unreasonable use of force must occur in 
connection with the provision of aged care. There are no 
limits on who is alleged, suspected or known to have used 
unreasonable force with a resident.

SIRS notifications data

Common incident types 
and key issues

Case studies

Guided questions for 
aged care staff, boards 
and senior leadership

Guidance on responding 
to incidents

Exhibit 1: Reportable residential incident notifications 
(Priority 1 and Priority 2), 1 July 2022 to 30 June 2023

Note: Provisional estimates, subject to revision

Reportable incident Total %
Unreasonable use of force 29,092 61%

Neglect 8,582 18%

Psychological or emotional abuse 4,070 8%

Unlawful sexual contact or 
inappropriate sexual conduct

2,253 5%

Unexplained absence 1,616 3%

Unexpected death 904 2%

Stealing or financial coercion 838 2%

Inappropriate restrictive practices 649 1%

Total 48,004 100%

	● Providers that appear on the right-hand side of the graph have 
higher than expected reporting rates of unreasonable use of 
force incidents. These providers may not be managing behaviours 
or incidents appropriately, leading to a greater number of incidents.

	● Reporting rates may also be influenced by resident 
characteristics or other factors.

2. The Commission recently completed a targeted review of 
information related to behaviour support. There is no strong 
evidence of the widespread use of behaviour support planning in 
residential services. Our response is to prioritise education and 
resources for providers on this vital area of practice.

3. Recurring incidents involving the same resident(s) can be an 
indicator of unmet needs or an unidentified root cause and may 
result in increased risk to r​esidents. A review has been initiated of 
79 aged care services identified as being among the most frequent 
reporters of UUoF incidents involving the same resident as the 
“subject of allegation”.

Our analysis has raised questions about providers’ efforts to 
analyse their own incident records to identify patterns and trends 
requiring action. Other questions raised relate to the capability of 
providers to accurately assess the impact of serious incidents, given 
the high proportion reporting low, negligible or zero impact.

This may reflect a lack of relevant knowledge and skills, and/or time, 
and/or interest on the part of aged care workers. Further analysis of 
the data over time will provide better insights.​
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The Serious Incident Response Scheme (SIRS) is a new initiative that 
aims to help prevent and reduce the 
risk of abuse and neglect of older Australians in residential services. It complements existing provider obligations 

under the Aged Care Act and strengthens 
responsibilities for providers to prevent and 
manage incidents, focusing on the safety 
and wellbeing of consumers. It requires 
providers to use incident data to drive quality 
improvement, and to report serious incidents.This is the first of a series of reports drawing 

on information from serious incident notifications. We encourage providers 
to examine their own reporting patterns and 
arrangements in comparison with sector 
averages. Information about the SIRS will also 
be included in the Commission’s quarterly 
Sector Performance Report.

Serious Incident Response Scheme (SIRS) insight report
May 2021

Since 1 April 2021, residential aged care 
providers have been required to report 
Priority 1 reportable incidents to the Commission within 24 hours of becoming 

aware of the incident.From 1 October 2021, residential aged care 
providers will also be required to report 
Priority 2 reportable incidents to the Commission within 30 days of becoming 

aware of the incident.Detailed guidance about Priority 1 and 
Priority 2 reportable incidents is available 
on the Commission’s website.Providers notify the Commission of reportable 

incidents by completing a notification form 
on the My Aged Care Provider Portal.

By systematically recording and assessing incidents, providers are better placed to understand risks to consumers, identify trends and issues, and to pursue continuous improvement at the service.
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Serious Incident Response Scheme (SIRS) 

Insights Series: Report 1 - 2023

Unreasonable use of force: 

Notifications of resident to resident incidents.


