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Investigation Process

Approach to Accident Investigation

Effective accident investigation requires a methodical, structured approach to information gathering,
collation and analysis.

Well thought out risk control measures, combined with adequate supervision, monitoring and effective
management will ensure that your work activities are safe.

The findings of the investigation will form the basis of an action plan to prevent accidents / incidents from
happening again and also improve your overall management of risk.

Health and safety investigations are an important tool in developing and refining your risk management
system.

When the need for an investigation arises you should ask yourself the following:
1. Which events should be investigated?
2. Who should carry out the investigations?
3. When should the investigation commence?
4. What should / does the investigation involve?
5. What makes a good investigation?
Immediate Response

Immediate response to an adverse event should cover:

7

« Emergency response:

=  Take prompt emergency action (e.g. First aid)
= Make the area safe

®,

+ Initial report:

= Preserve the scene
= Record details of people, equipment involved and witnesses
= Report the adverse event to the person responsible for health and safety on site

@,

% Report the adverse event to the regulatory authority and local authority, if appropriate!

RIDDOR

For those accidents and dangerous occurrences that are reportable under the provisions of ‘Reporting of
Injuries, Diseases and Dangerous Occurrences Regulations 2013’; this information must be notified to the
enforcing authority.

You must keep a record of the reports you make that are required under RIDDOR. This can be achieved by:
+» Keeping a copy of the form
** Recording the incident in the accident book

/7

+» Recording the incident electronically

Prompt notification of RIDDOR reportable events is a legal requirement!
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Subsequently, you need to decide on the scale of the investigation, who will conduct it, resources required
and then brief the team.

Conducting Investigations

There are four major steps to take following an adverse event:

3. Indentifying

1. Gathering the 2. Analysing the suitable risk SRAction

planning and
implementation

information information control
measures

Step One - Gathering Information

Find out what happened and what conditions and actions influenced the adverse event. Begin straight away,
or as soon as practicable.

It is important to capture information as soon as possible. This stops it being corrupted, e.g. items moved,
guards replaced etc. If necessary, work must stop and unauthorised access be prevented!

Talk to everyone who was close by when the adverse event happened, especially those who saw what
happened or know anything about the conditions that led to it.

The amount of time and effort spent on information gathering should be proportionate to the level of
investigation. Collect all available and relevant information. That includes opinions, experiences,
observations, sketches, measurements, photographs, check sheets, permits-to-work and details of the
environmental conditions at the time etc. This information can be recorded initially in note form, with a
formal report being completed later. These notes should be kept at least until the investigation is complete.

© Reynolds Training Services Ltd 2 0of 8 Investigation Process — Rev 01/15



- Gt o Process Safety *
university oF Hull M o RT§
anagement ST

Gathering the information — Begin straight away, or as soon as practicable. Questions you can ask (Note
these are expanded further within HSG245):

1. Where and when 7. What injuries or ill health 13. Did workplace layout
influence event
2. Who / what was involved 8. How did injury occur /
what caused it 14. Did nature or shape of
3. How did it happen (chain materials influence event
of events) 9. Was the risk known?
15. Did difficulties using
4. What activities were 10. Did organisation & plant influence events
being undertaken arrangementinfluence event
5. What was unusual or 11. Was maintenance & R sa:fe.t\! enc:ulpment
different cleaning sufficient _
6. Were standard ops proc. 12. Competent & suitable 16. Did other conditions
available and followed personnel influence events

Sources of Information

There are a range of sources that should be examined when gathering information these cover three main
areas:

Factual at the
scene

Witnesses Documentary
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Factual at the Scene

The scene provides a rich source of information, this needs recording to preserve for further review.

Investigators should also be prepared to take samples and readings and must have appropriate equipment

with them. Types include:

Photographs ‘ Phy*.slcal e\:'ldence
) including:
Sketches
- / Ground samples J
e
Measurements Anything else?
/
Air sampling J
Weather -
_/
cCcTv ‘ Machinery and equipmentJ
_/
Witnesses

A Witness is someone who can give a first-hand account of something seen, heard, or experienced this can

include people at the scene or near the area. Some key factors to remember when interviewing witnesses

are:

Timing — How soon after the event can the interview be conducted

Location — This is important to avoid distractions and interruptions as well as allowing the witness
privacy

Details — Gather brief outline details at the scene if possible
Notes — Record the interview, via notes or voice, get the witness to sign
Open Minded — Do not judge the person or their statement until you have ALL facts

Location — This is important to avoid distractions and interruptions as well as allowing the witness
privacy

Positioning — location when the event happened, does this tie in with what they could see and hear
Relationship — Establish a trust and a rapport with the witness

Use open question techniques — What, Where, When, Who and How. Remember closed questions
may still be useful (Those that require Yes / No.)
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Documentary Evidence

Documentary evidence is key in any investigation, it provides written evidence of equipment, procedures,

decisions made, as well as timings and authorisation processes. Types can include:

e N N ™
Permit to work Maintenance records Policies
A /O S S
[ N Manufacturers [ )
. ufactu
Equipment handover ) Procedures and SSoW
J equipment data
T . d 'a N\ Y
raining an . .
& Equipment use records Accident records
. competency assessment | | J L )
N [ N\ ™
Shift handover MOC Computer logs
A J A J
e N . . e N
. External incident T
Risk assessments Disciplinary records
L J L reports J L )
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Step Two — Analysing Information

This should be unbiased and involves examining all the facts, determining what happened and why.

All the detailed information gathered should be assembled and examined to identify what information is
relevant and what information is missing, analysis and information gathering usually happens jointly. Analysis
should drill through:

Immediate causes Underlying causes Root causes

Key within this analysis is looking at the human factors that influenced this —what are human factors though?

Human Factors

Human factors refer to environmental, organisational, work activities, and human / individual characteristics,

which influence behaviour at work in a way which can affect health and safety, Or ...

Why people get it wrong?

Human Factors are concerned with:

** What people are being asked to do (the job and its characteristics)
** Who is doing it (the individual and their competence)

** Where they are working (the organisation and its attributes), all of which are influenced by the wider
societal concern, both local and national

Job Factors:

«* How much attention is needed for the task (both too little and too much can lead to higher error
rates)?

DS

* Divided attention or distractions are present

DS

* Inadequate procedures

DS

* Time available
Organisational Factors:

X3

A

Work pressure, long hours

X3

A

Availability of sufficient resources

X3

S

Quality of supervision

R/
.0

*,

Management beliefs in health and safety (the safety culture)
Individual /Human Factors:

** Physical ability (size and strength)
«» Competence (knowledge, skill and experience)
%+ Fatigue, stress, morale, alcohol or drugs

Plant and Equipment Factors:

= How clear and simple to read and understand are the controls?
= |sthe equipment designed to detect or prevent errors?
= |s the workplace layout user-friendly?
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Types of Human Failing

Attention

failures Plan of action satisfactory, but
deviated from intention

Memory
failures

Misapplication of good rule or

I application of a bad rule

Knowledge No ready-made solution; new

Human based situation tackled by new idea

Failure Habitual deviation from regular

Routine .
practices

Non-routine infringement dictated

Exceptional .
P by extreme local circumstances

Violations

Compliance o .
F Non-routine infringement dictated

Situational
Acts of
sabotage

Step Three — Identifying Control Measures

by local circumstances

The methodical approach adopted in the analysis stage will enable failings and possible solutions to
be identified. These solutions need to be systematically evaluated and only the optimum solution(s)
should be considered for implementation.

If several risk control measures are identified, they should be carefully prioritised as a risk control
action plan, setting out what needs to be done, when and by whom. The report should identify:

What risk control measures are
needed/recommended? )
Do similar risks exist elsewhere? If
L so, what and where? )
- " -\1'
Have similar adverse events
L happened before? )

When considering suitable risk control measures:
++ Identify the risk control measures that were missing, inadequate or unused

+» Compare conditions / practices with those required by current legal requirements, codes of
practice and guidance

++ Identify additional measures needed to address the immediate, underlying and root causes

+* Provide meaningful recommendations which can be implemented
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Step Four - Implementing Actions Plans

At this stage in the investigation, senior management, who have the authority to make decisions
and act on the recommendations of the investigation team, should be involved.

+* An action plan for the implementation of additional risk control measures is the desired
outcome of a thorough investigation

% The action plan should have SMART objectives, e.g. Specific, Measurable, Agreed, and
Realistic, with Timescales

% Ensure that the action plan deals effectively with immediate, underlying and root causes,
include lessons that may be applied to prevent recurrence

¢ Feedback into a review of the risk assessment and other risk assessments

X/

+» Communicate the results of the investigation and the action plan to all concerned

X/

% Include arrangements to ensure that the action plan is implemented and progress monitored
— Usually undertaken by a senior manager dependent on the level of actions
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