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Accident investigation 

 
 
December 1996 

Lack of duty to investigate accidents 
 
Despite the emphasis now (correctly) placed on the prime importance of proactive 
health and safety management and risk assessment to ensure harm does not occur, it is 
sadly still true that most initiatives to improve occupational safety are 'disaster driven'. 
In other words, it's only when something really bad happens that management start 
taking safety seriously. 
 
But unless companies have a modern approach to managing health and safety in 
place, such a response is likely to be superficial, leading to narrow, technically 
focused 'quick-fixes' rather than root and branch changes in the safety management 
system. Often, when accidents are investigated - for example, for insurance purposes - 
there is a tendency to seek to attribute blame (frequently to the victim of the accident) 
rather than to search for underlying contributory causes. 
 
However safely managed we would wish organisations to be, it is clear that accidents 
will continue to occur. The question, therefore, is how can enterprises be encouraged 
to learn appropriate lessons from such experiences? Would a change in the law, or 
even specific guidance, help? 
 
At present, notwithstanding the general duty in Regulation 4 of the Management Regs 
to monitor the effectiveness of preventive measures, there is no explicit duty on 
employers to investigate accidents, near misses or incidents (ANMI). HSE guidance is 
still very limited and fuller material to support advice on 'reactive monitoring' in 
HSE's Successful health and safety management (HS(G)65) is badly needed. 
 
RoSPA is anxious to learn more about the accident investigation approaches and 
methods adopted by different kinds of organisation - including small businesses. 
Some of the major pitfalls seem to include: 
 
• no investigation at all of ANMIs; 
• no procedures and/or no management involvement; 
• no reporting of near misses (often due to employees fearing unfavourable 

consequences); 
• automatically blaming the victim; 
• no prioritisation of investigative procedures; 
• no feedback; 
• no workforce involvement. (It should be remembered that safety 

representatives have a legal right to investigate accidents); and 
• no examination of underlying safety management weaknesses. 
 
Accidents rarely, if ever, have single causes: most result from a combination of 
circumstances where a single error may be the last factor needed to produce an 
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unplanned event. It really is a matter of pure chance whether or not that event injures 
someone or something or causes no damage at all. 
 
Yet if the perceived objective of accident investigation is merely to find out who was 
responsible, those involved will not come forward with necessary evidence, thus 
preventing vital lessons from being learned. Everyone needs to understand that the 
aim must be to look comprehensively at people, tasks (including equipment) and the 
wider organisational environment. 
 
In order to learn why their preventive measures have failed, organisations need to be 
able to capture as much ANMI information as possible. A positive 'no-blame' culture 
is vital to get employees to co-operate. But, of course, this is easier to say than to 
achieve - particularly since disciplinary procedures have to be available as a last resort 
to ensure safety. 
 
At the same time, organisations need to be able to focus scarce resources for 
investigation on the events from which the most significant lessons are likely to be 
learned. This means developing criteria to help select which events should be 
investigated, focusing on issues such as: actual and potential severity of events; the 
likelihood of recurrence; and the actual and potential population likely to be involved. 
This will also help to determine the level of investigation required. 
 
None of this is relevant, however, if staff - including senior managers - lack the 
necessary skills to participate effectively in investigations. This means developing the 
ability to establish: the way things were and how they came to be as they were; what 
happened (i.e. the actual sequence of events); why things happened as they did (i.e. 
the immediate and the underlying causes) and what needs to be done to prevent 
repetition. 
 
Accident investigators need skills in gathering evidence: by observation, interviewing 
witnesses and studying documentation. They need to be competent to analyse such 
data, record their findings and generate relevant recommendations - including those 
on how to remedy weaknesses in the safety management system. 
 
The current lack of a coherent HSC/E approach to accident investigation could be said 
to be a major gap in the architecture of UK health and safety law and guidance. In 
RoSPA's view, a new, goal-setting, assessment based accident investigation duty 
would reinforce the Management Regs and stimulate a modern approach. 
 
In the meantime, all organisations should continue to review ANMI reporting and 
investigation procedures including the competence of key staff. 
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January 1998 
 

Accident investigation (and organisational learning) 
 
Despite the emphasis now placed on the prime importance of proactive health and 
safety management and risk assessment to ensure that accidents do not occur, all too 
often it still takes really bad things to happen before many organisations start to take 
safety seriously. Yet the sad fact is that, unless organisations have a modern approach 
to health and safety management already in place, this kind of reactive response to 
accidents is likely to be superficial - leading to narrow, technically focused 'quick 
fixes' rather than 'root and branch' changes in safety management systems. 
 
Frequently the tendency is to seek to attribute blame (which usually means blaming 
the victim of the accident) rather than to search for underlying contributory causes. 
Yet arguably, the most important thing to establish about accidents is not so much 
how they happened but why they were not prevented. 
 
Some of the common responses made by organisations to accidents are: no 
investigation at all; no clear procedures for investigation (and/or no managerial 
involvement); no reporting of 'near misses' (often due to employee fear - rightly or 
wrongly - of consequences); blaming the victim automatically (no 'no-blame' culture); 
no prioritisation of accidents/incidents for investigation (investigating both trivial and 
highly significant events in the same depth); no feedback (poor communications); no 
workforce involvement (safety representatives have a legal right to investigate 
accidents); and no examination of underlying safety management system weaknesses. 
 
In consequence, most accidents/incidents tend to be an expensive and largely wasted 
organisational learning opportunity. 
 
RoSPA project 
 
To address these issues, RoSPA has established a 'key issue' project on accident 
investigation. Its aim is to initiate a national debate on critical aspects of this topic. 
 
A small working group has been set up to assist in examining a range of issues. 
Chaired by RoSPA's National Occupational Safety and Health Committee chairman, 
Mike Totterdell MBE, its members include: Peter Anderson, NOSHC; Prof Peter 
Waterhouse, NOSHC; Karen Clayton, HSE Operations Unit; Philippa Cohen, CBI; 
Doug Russell, USDAW (representing the TUC); Dr Andrew Auty, Loss Prevention 
Council; Roly Buss, BT (representing the National Health and Safety Groups 
Council); Dr John Kingston-Howlett, Aston University; John Norton-Doyle, London 
Fire and Civil Defence Authority; Lyndon Shearman, National Association of 
Healthcare Risk Managers and Safety Practitioners; Paul Reeve, of the Engineering 
Employers' Federation; Denise Kitchener, the Association of Personal Injury 
Lawyers; Drew Rankine, University of Glasgow; John Doidge, RoSPA Training and 
Consultancy; and Roger Bibbings, RoSPA (Secretary to the Group). 
 
At its first meeting, members of the Group decided that a discussion document should 
be prepared, focusing on a number of broad questions in preparation for an informal 
‘round table’ early year which will bring together experts and ‘key players’. The aim 
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would be to try and generate a consensus view of what needs to be done to strengthen 
the role of accident investigation in the context of health and safety management 
generally. 
 
The discussion document, which is being drawn up by Dr Kingston-Howlett, will 
examine the following questions: 
 
Law. Should advantage be taken of the next round of review and consultation on the 
Management of Health and Safety at Work Regulations and ACoP in early 1998 to 
press the case for a new duty on employers to undertake 'adequate and suitable' 
investigation of significant accidents/incidents, including all RIDDOR notifiable 
events? 
 
Guidance. Anticipating the new HSC/E guidance being included in the revised 
version of HS(G)6, should special emphasis be given to this issue? Should there be 
some sort of generic standard against which accident investigation policy and practice 
can be audited? 
 
Methodologies. Which of the existing accident investigation methodologies offer the 
best prospect of improving current practice? 
 
Current practice. What further research is needed to establish the nature and extent 
of accident investigation etc policy and practice currently adopted by employers and 
common problems associated with such practice? What kind of data already exist? 
 
Involvement of other parties. Recognising the involvement of other parties in the 
accident investigation process (including insurers and trade unions) as well as HSE 
and LA enforcers, what work is needed to establish the extent, if any, of constraints 
arising from the agendas of these parties? What information is available on 
approaches to accident investigation currently being adopted by enforcing authorities 
and how do these influence policy and practice by employers? 
 
Tools and assistance. How can appropriate investigation tools and expert assistance 
be made more readily available? 
 
Developing competence. Looking at the coverage of accident investigation in 
existing health and safety training and education for key groups (managers, health and 
safety professionals, safety representatives etc), what key skills are required for 
different groups? How well are these delivered? 
 
Exchange of experience and data. What mechanisms are required to allow for 
value-adding exchanges of accident/incident investigation information and data? 
Specifically, is there a place for a central facility(ies) for exchange of case study data? 
 
Cross fertilisation. What is the scope for cross fertilisation with accident/incident 
investigation approaches being adopted in other risk areas such as home, road, 
product, water and leisure etc safety)? 
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July 2000 
Investigating accidents 

 
A draft CD on a new duty to investigate accidents/incidents/ill health is currently 
before the Health and Safety Commission for approval. While it strongly supports the 
case for a clarification of the law in this area to encourage more robust organisational 
safety learning from unplanned events, RoSPA has some deep reservations about the 
way proposals for a new duty are likely to be framed. There, is one issue of principle 
in particular where the Society feels the approach likely to be advocated is 
fundamentally flawed. That is the suggestion failed in the original discussion 
document that a new duty to investigate should be linked to the thresholds for 
reporting injuries and other events to enforcing authorities as specified in RIDDOR. 
 
RoSPA's reservations about this are as follows: 
 
• RIDDOR is designed to provide intelligence to enforcing authorities. It is not 

'fit for the purpose' of underpinning the new duty which must be to encourage 
effective organisational safety learning by employers from unplanned, safety 
significant events. 

• The link with RIDDOR perpetuates the widespread misconception that the 
scale and scope of investigation should be determined by the actual level of 
resulting harm rather than the potential for harm and the learning potential of 
accidents, incidents or cases of work related health damage. 

• In any event, the three day absence trigger for investigation is quite arbitrary. 
For example, HSE work on accident rates in manufacturing suggests that, 
while rates of fatal and major injury are higher in small firms, the rate of less 
severe reportable injuries may actually be lower in such businesses, possibly 
because of greater pressures on employees to remain at work. The link to 
RIDDOR might make this worse and even act as a further disincentive to 
reporting. (About 60 per cent of notifiable events are not reported). 

• RoSPA accepts under an investigation regulation linked to RIDDOR, 
notifiable dangerous occurrences would also trigger investigation. But these 
events are a limited historical set and do not reflect the very wide range of 
'near misses' and 'unsafe acts and conditions' occurring everyday in 
workplaces throughout the UK. Further, the link with RIDDOR would lead to 
the perception, recently reinforced by the albeit necessary Woolf reforms, that 
investigation is an activity focused primarily on injury rather than non-injury 
events. 

• Another problem with linking the duty to investigate to RIDDOR is that, in 
small and medium size firms in particular, because the interval between 
RIDDOR events is quite long, the obligation to investigate will apply 
infrequently. If the aim is to encourage the habit of appropriate investigation, 
then a broader approach is required to get employers to address events lower 
down the accident/incident triangle. 

• RoSPA appreciates that there is a desire for precision in any new duty but any 
proposal to adopt a prescriptive rule based approach linked to RIDDOR would 
run counter to the self regulatory health and safety management approach 
which OS&H professionals have been working so hard to establish. In 
RoSPA's view, new law in this area needs to support and resonate with 
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HSG65 concepts, not jar with them. Prescription (and bad prescription at that) 
will not help. Indeed it could lead relatively minor and already well 
understood problems to be investigated mechanistically while new and 
possibly complex unplanned events of much greater safety significance would 
not be covered. 

 
On the basis of findings from its investigations into this subject, RoSPA has been 
arguing hard for a new 'goal setting' duty to be established under Reg 5 of the 
Management Regs. Such a duty, explaining the meaning of 'reactive monitoring', 
would complement the existing proactive duty to assess risks, A fundamental aim 
should be to ensure that a new duty leads to a proportional approach by employers so 
that the scale and depth of investigation required is matched to the safety significance 
and learning potential of events concerned. 
 
RoSPA feels strongly that, if requirements for judgement and proportionality are not 
built into the new duty to investigate, there will be waste of both resources and safety 
learning opportunities in that all prescribed event are likely to be investigated in the 
same way while other very important events falling outside the RIDDOR net will not 
be investigated at all. 
 
Under the RIDDOR link, for example, a twisted ankle due to a slip in the office would 
be investigated while a highly significant plant or equipment failure on site not 
leading to injury would escape the scope of the duty. This is plainly quite wrong. 
 
In RoSPA's view a much better formulation would be a simple modification to the 
existing Regulation 5 of MHSWR to make it clear that, notwithstanding the generality 
of the existing duty of employers to put in place and give effect to arrangements for 
'monitoring', these should also encompass arrangements to ensure 'suitable and 
sufficient' investigation of accidents, incidents and cases of work related ill health. It 
would be for employers to judge from such assessment and from accident/ill 
health/'near miss' reporting in their organisations, what sorts of event should be 
reported internally and investigated and in what way. 
 
The detail of what might be required could be set out in accompanying ACoP material 
and in good guidance. This, rather than the body of the regulations would be the place 
to mention the classes of event which came within scope of RIDDOR and which 
might also merit appropriate investigation. 
 
Similarly, in RoSPA’s view reference to the duty to update risk assessments should be 
in the MHSWR ACoP and not the new regulations since there is already a duty to 
review and keep risk assessments up to date. In any case, focusing on risk assessment 
in an investigation duty could have the effect of causing over-concentration on 
immediate causes rather than underlying causes. 
 
There are obviously those who continue to favour 'prescription' rather than 'goal 
setting' but it has to be recognised that not only is prescribing for every circumstance 
virtually impossible but seeking to do so is in conflict with the need to make 
employers think for themselves. In this sense a 'goal setting' approach to investigation 
would not only complement the existing risk assessment duty but would cause 
employers, in consultation with workers and advisers, to develop robust approaches. 
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August 2001 
Comments on the HSC CD 

 
Essentially the HSC’s proposals would require employers to carry out investigations 
of events and circumstances which are notifiable under the Reporting of Injuries 
Diseases and Dangerous Occurrences Regulations (RIDDOR). 
 
Whilst welcoming the focus on investigation, RoSPA thinks this approach is too 
narrow and prescriptive.  The Society would prefer a broad, goal setting duty, 
supported by good guidance, which would require employers to carry out ‘adequate 
and suitable’ investigation – matching their duty under the Management Regulations 
(MHSW) to carry out ‘suitable and sufficient’ risk assessment.  RoSPA’s reasons for 
taking this position are: 
 
• RIDDOR’s main purpose is to provide intelligence to HSE – not prescribe the 

things which employers should investigate; 
• a duty to investigate linked to the regulations would not encourage a goal 

based, proportionate approach by employers; 
• it would perpetuate the myth that the scale/scope of investigation should be 

linked to the severity of outcomes; 
• the ‘dangerous occurrence’ schedule in RIDDOR is too limited to ensure 

coverage of the vast majority of significant ‘near misses’; 
• the link to RIDDOR would not promote investigation in SMEs; 
• HSE research shows that while the rate of fatal and major injuries is higher in 

SME’s than in large organisations, the rate of RIDDOR injuries between 
major injury and three days is actually less (perhaps because of pressures on 
employees to return to work); 

• while it is accepted that prompt investigation is the desired goal, for RIDDOR 
injuries not resulting in fatality or hospital treatment, time (three or more days) 
would have to elapse before the duty was triggered, meaning that vital 
evidence might be lost; 

• employers need to be encouraged to match their approach to investigation to 
the safety significance and learning potential of accidents and incidents. 

 
HSE’s concern is to limit the number of events that employers might have to 
investigate.  This is sensible, given that safety failures are so common and there is an 
obvious need to prioritise events for investigation.  Rather than using RIDDOR 
however, a better way might be to require employers to review their risk assessments 
in order to develop their own indicative criteria for investigation which should then be 
communicated to the workforce – particularly line managers.  This approach would 
link with their existing duty to have an effective reactive monitoring capability 
(Regulation 5(1) of the MHSW Regs and ACOP para 26(a)) as well as the procedures, 
which their insurers will require them to have in place. 
 
Also, RoSPA sees the proposal for an explicit duty to revise risk assessments in the 
light of investigation as redundant and duplicatory since this is already implicit in the 
existing requirement (MHSW Regulation 3(3) and ACOP para 26(a)) to review such 
assessments periodically and to keep the up to date in the light of relevant monitoring 
of information.  A more significant requirement might be for employers, in the light 
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of investigations, to identify and give effect to any necessary changes in their health 
and safety management systems. 
 
The following checklist has been developed by RoSPA to help ‘competent persons’ in 
organisations check out where they are now: 
 
Learning from safety failure.  Does everyone understand and accept that the 
organisation is more interested in learning lessons which can help it improve its 
management of OS&H than it is in merely allocating blame? 
 
Reporting.  Does everyone feel obliged and empowered to report promptly and 
accurately all accidents, incidents and safety significant issues, which come to their 
attention? 
 
Scaling and terms of reference.  Are there adequate and suitable processes and 
criteria (e.g. risk/consequence or learning potential) in place to enable the 
organisation to decide on the scale and depth of investigation? 
 
Team based approaches.  To what extent does the organisation adopt an open, team 
based approach to investigation, with effective involvement of safety representatives 
and operative level employees, drawing on their practical knowledge and providing 
opportunities for them to learn more about safety? 
 
Training, guidance and support.  Have all team members received necessary 
training and guidance and got access to necessary practical support to enable them to 
play their part effectively in the investigation? 
 
Data gathering.  How adequate are existing procedures in enabling investigators to 
gather necessary data following accidents e.g.: securing the scene, gathering essential 
physical and documentary evidence, interviewing witnesses, etc.? 
 
Use of structured methods.  Does the organisation make use, as appropriate, of 
structured methods to enable it to integrate evidence and generate and test hypotheses 
and reach conclusions so it can generate recommendations? 
 
Immediate and root causes.  Do investigations seek to identify and discriminate 
between immediate and root causes? 
 
Communication and closure.  Are there effective means in place to communicate 
conclusions back to stakeholders and to track closure? 
 
Reviewing investigation capability.  Does the organisation undertake a periodic 
review of the adequacy of its approach to investigation with a view to improving its 
capability to learn lessons from accidents, incidents and OS&H problems and to 
embed these lessons in ‘the corporate memory’? 
 
Organisations, which have difficulty in providing robust responses to these questions, 
are strongly urged to review their current approach to learning from accidents. 
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RoSPA believes that refocusing the attention on accident investigation will provide a 
further stimulus to the improvement of organisational learning about health and safety 
generally.  RoSPA would urge all organisations to review their current approach to 
learning from accidents and incidents and to comment on the HSC’s consultation 
document which is accessible on www.hse.gsi.gov.uk/condocs/ (or as a free copy 
from HSE Books tel no 01787 881165). 
 
The Society is also keen to hear from organisations and individuals who may wish to 
be associated with RoSPA’s work on team based investigation, further information on 
which can be obtained from RoSPA, Edgbaston Park, 353 Bristol Road, Birmingham  
B5 7ST (tel 0121 248 2095; Email: rbibbings@rospa.com) 
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May 2002 
Anatomy of an accident 

 
It was exactly a week since she had been summoned into her supervisor’s office.  
Anxious and pale, he had asked her to sit down while he tried to find the words to tell 
her that her husband, John, had been involved in an accident at work.  The ambulance 
had been called but he had been pronounced dead on arrival at hospital. 
 
John had been employed for two years at a local engineering company.  On the day of 
the accident he had been walking back from the works office block beside a 
temporary roadway to the production area where he worked.  A forklift truck carrying 
twelve large machined castings stacked on three pallets approached. As it got close, it 
suddenly appeared to lurch towards John.  The pallets toppled sideways and John was 
struck on the head by one or more of the castings.  It was over in an instant.  He was 
gone.  His children had lost their father. 
 
The local Health and Safety Executive inspector was on-site within the hour.  
Witnesses were interviewed, photographs and statements taken and the FLT examined 
in detail.  The subsequent investigation showed that both the side plates of one link in 
one of the lifting chains used for raising and lowering the forks had fractured.  This 
had caused the FLT platform to drop on one side but by less that 20 degrees, hardly 
enough for the load to become unstable. 
 
Examination of service and inspection records showed that statutorily required 
examinations of the FLT had been carried out at prescribed intervals by the company 
that supplied the truck.  The driver had been trained (and in fact had just completed a 
course of refresher training).  Neither had the forks been overloaded.  Records were 
produced showing the size and weight of each batch of castings.  At the time of the 
accident the truck had been travelling quite slowly and the driver had even sounded 
his horn (two witnesses testified to this).  Why had the chain failed? 
 
It was only later in the day that the inspector leading the investigation decided to walk 
back along the whole length of the 300 metre temporary roadway.  It was clear and 
unobstructed and there was a walkway at the edge separated with marker tape.  At the 
far end he found several large potholes that had been filled in – and, just before the 
point where the accident had happened, he noticed that a surface cable protector used 
to guard a temporary power supply had been placed across the path of traffic. 
 
His suspicions were aroused and soon as likely cause of failure was to emerge.  The 
temporary roadway had been made necessary by construction work being undertaken 
in the middle of the yard by contractors.  Normally the FLTs travelled across the yard 
on a smooth concrete road joining the production area to the warehouse where the 
castings were stored.  Work by the contractors had been delayed for some months and 
the surface of the temporary road had deteriorated.  Potholes had developed which 
meant that, as the FLT passed over them, its lift chains had been subjected to severe 
shock loadings.  Gradually this had led to one side plate fracturing (the fracture 
surfaces on one plate showed signs of rust) and the other had evidently failed when it 
had passed over the hump created by the cable protector (its fracture surfaces were 
still bright). 
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This was no ‘freak’ accident.  The FLT had not been used correctly.  The company 
must have known it.  The manufacturer’s instructions specifically cautioned against 
use of this model on rough terrain.  And why had the potholes been filled in?  Who 
filled them in?  And on whose instruction? 
 
Later, close questioning of the union safety representative by the inspector revealed 
an interesting story and one which showed how safety management had gone badly 
wrong, despite the company having had a clear health and safety policy and, 
superficially at least, a good safety record. 
 
It transpired that the potholes had been filled in by the contractors after the works 
maintenance engineer had spoken to them on two separate occasions about the state of 
the roadway.  What the safety representative was reluctant to divulge was that, about 
three weeks earlier, the maintenance engineer (one of his members) had detected a 
cracked side plate in one of the chains (though not the one that failed in the accident) 
and had replaced several chain links using non-standard spares that he had had in 
stock.  He had not reported his repair (which was actually quite sound) because, under 
company procedures, he was supposed to call in the FLT supplier to do the repairs 
and this, he feared, might have caused a delay that could have affected his team’s 
production bonus.   
 
The service engineer had suspected that the potholes might have been implicated in 
some way and he had taken it on himself to talk to the contractor’s staff but, having 
no perceived authority was not listened to immediately. 
 
Further investigation revealed that when the temporary works in the yard were 
planned, there had been a risk assessment to look at the re-routing of the FLT but his 
was to deal with pedestrian safety.  Supervisors in the warehouse, who had 
responsibility for the FLT, had not bothered to check the state of the roadway.  The 
FLT driver had got used to the undulating ride and had learned to cope.  When he 
returned from his refresher training however, he did mention the problem in passing 
to the maintenance engineer.  It was only later that the safety rep got to hear about it, 
but, because he knew the maintenance engineer had done an unauthorised repair, he 
had been reluctant to raise the whole matter at the previous monthly safety committee 
meeting for fear that this might incriminate his colleague. 
 
After some weeks the company was notified of the HSE’s intention to prosecute for a 
breach of Section 2 of the Health and Safety at Work Act.  They had failed to ensure a 
safe system of work.  The news only added to a general feeling of bitterness and 
rancour that had pervaded the whole business since the accident.  The maintenance 
engineer, who actually saw himself as quite safety conscious (and up to than had had 
an unblemished record with the company) was disciplined.  The managing director, 
who also saw himself as attaching high priority to health and safety, suddenly decided 
that he and not the production manager, should henceforth chair the health and safety 
committee.  At the suggestion of the company’s insurers, an outside consultant (an 
engineer but with no background in ‘human factors’) had been brought in to conduct 
an in-house investigation.  Yet, because John’s union was preparing a case for 
damages on behalf of the family, none of the workforce was allowed sight of the 
report. 
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The real question here is not so much ‘what was the immediate cause of John’s 
death’?  HSE inspectors established that fairly quickly.  The real question which his 
wife wanted to ask (but was unable to put to anyone in authority) was ‘why did he 
have to die?’  Why were not only his employers but his work colleagues (many of 
whom she knew socially) unable to keep him safe from harm?  After all, the company 
had a clear policy, it invested in training, it made sure risk assessments were carried 
out, it employed a competent maintenance engineer, it ‘laid on the safety message 
with a trowel’.  Surely it was the employees who had failed, not the company? 
 
The real cause of the accident (and, it turned out, several other severe but unrelated 
near-miss incidents) came out in court.  Several witnesses under examination admitted 
that many employees had wanted to raise safety concerns but were afraid to speak up.  
The directors had said safety was important but their actions were interpreted by the 
workforce as meaning that production was paramount.  The management style was 
seen as one of ‘command and control’ when in reality many commands were 
inappropriate and often managers were not really in control at all. 
 
The company was fined a total of £25,000 including costs.  (Later it was taken over 
by a rival continental concern and over half the employees were made redundant.)  
John’s wife eventually moved away to look after her brother although the boys did not 
get on with him. 
 
 
This case is only loosely based on fact but it should remind us that: 
 
• accidents blight families and businesses; 
• even when they appear to be ‘freak’ events, with hindsight it is clear that most 

can be prevented (and often quite easily); 
• successful prevention means not just following formal rules and management 

commands but securing real involvement; 
• people will not get involved if they are afraid to speak up (fear can kill); and 

that 
• friends and relatives of people killed at work will continue to feel that their 

loved ones have been lost in vain, unless they see that everyone responsible 
has been honest enough to understand the underlying causes of such tragedies. 
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December 2002 
 

Learning about learning from prevention failures 
 
The aim of this work has been to highlight the fact that many businesses are still 
failing to learn effectively from occupational accidents and incidents (or what might 
be better termed ‘health and safety failures’).  RoSPA has been trying to help identify 
options for strengthening the contribution of investigation to ‘organisational safety 
learning’ as part of effective health and safety management.   
 
Part of the debate has been about whether H&S law should be amended to make it 
clearer that employers have a duty to investigate and learn from accidents and 
incidents.  RoSPA has firmly supported the Health and Safety Commission’s (HSC) 
proposals for a clearer legal duty to investigate but it has urged the HSC to avoid a 
prescriptive approach and, instead, to develop a goal setting duty to investigate, 
aligned to similar requirements in health and safety law for employers to carry out 
risk assessment.  Progress in carrying this work forward however has been slow and 
RoSPA is currently urging HSC to come up with final proposals.  
 
Besides focusing on changing the law, RoSPA has taken the view that a broader and 
more strategic approach to promoting good investigation is required – not just in 
health and safety at work but right across Government.  During the eighties and 
nineties, HSE (and its then Director General, John Rimington) campaigned very 
successfully for risk assessment to be established as a core tool in official policy 
making and regulation.  (This was achieved partly, for example, by the setting up of 
the ‘Interdepartmental Liaison Group on Risk Assessment’ – ILGRA). 
 
RoSPA is now suggesting that the Commission should be seizing the opportunity to 
lead a re-energised approach to learning from accidents and incidents – not just in 
occupational health and safety but much more widely.  In the Society’s view, learning 
from ‘prevention failure’ needs to be established as a key HSC strategic theme.   
 
There is a strong case for bringing together key people from a whole range of 
Departments/agencies to explore, compare and contrast different approaches to 
investigation of unplanned, harmful events.  The aim would be not just to allow for 
the exploration of generic issues in investigation and safety learning but to provide an 
opportunity to compare and contrast current investigation practices. 
 
Some of the agencies that might be involved naturally include the HSE (and its 
specialist branches dealing with nuclear, rail, gas, explosives, major hazard safety and 
so on) plus the Civil Aviation Authority (air accidents/incidents); the Marine Accident 
Investigation Branch of DTI; the Fire Service; the Food Standards Agency; the Public 
Health Laboratory Service (safety of medicines and epidemics); the NHS Litigation 
Authority (clinical errors); DEFRA (animal disease outbreaks); the Environment 
Agency; the Association of Chief Police Officers (road accidents, inland water 
drownings etc); the DTI Overhead Lines Inspectorate; Local Authorities (e.g. 
consumer product related injuries); the Care Standards Agency; the Home Office 
(coroners’ courts); the Lord Chancellor’s Department (public enquiries generally); 
and so on. 
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One might argue that all these bodies are very different and thus will need to develop 
their own unique approaches to investigation.  Much will depend, for example, on the 
field in which they operate and the purpose or terms of reference of each investigation 
(i.e. whether it is to identify a breach of duty or determine technical failures etc).  Yet, 
in almost all fields, notwithstanding the need for a proactive approach to safety 
supported by risk assessment, good investigations can provide unparalleled vehicles 
for achieving safety learning and change and embedding the resulting lessons in 
social, regulatory and corporate memories.  Yet, because it deals with the world as it 
is (rather than as we would wish it to be) investigation is, by its nature, challenging.  
Despite the value adding power of good investigation, risk regulators in many areas 
(not just in OS&H) still tend to view the whole subject as politically fraught and 
something of a taboo. 
 
Ideally, any investigation worth its salt should not only be concerned with 
determining what happened and why but, where appropriate, should seek to make 
recommendations about improving prevention. Indeed, it is fairly axiomatic that the 
immense waste represented by accidents (most of which tend to be extremely costly 
in both human and financial terms) will be compounded if investigators fail to 
approach them as potentially valuable safety learning opportunities. 
 
There are clearly a series of common stages that should be discernible in almost every 
kind of official investigation: 
 
1.  taking prompt emergency action (e.g. providing first aid, making things 

safe…), prompt reporting within the organisation and to relevant agencies and 
securing the scene (preventing disturbance of vital evidence…); 

2. deciding on the level of investigation required (e.g. according to safety 
significance, learning potential etc), establishing terms of reference and 
allocating responsibilities in the investigation process; 

3. gathering the evidence (establishing the facts by gathering physical evidence, 
conducting witness interviews, identifying documentation etc); 

4. analysing and integrating the evidence (putting the facts together), identifying 
gaps in the evidence (significant unknowns) and seeking further evidence 
and/or clarification (for example, by studying previous events that may be 
relevant); 

5. developing and testing hypotheses – what happened, how, why, etc (again 
looking further evidence if necessary); 

6. generating conclusions and recommendations; and 
7. communicating recommendations and tracking closure with stakeholders. 
 
In occupational health and safety the main problem is that most accidents and ‘near 
misses’ are not reported, either within organisations or to relevant enforcing 
authorities (often due to fear of consequences) and consequently there is no 
investigation of any kind.  Many businesses still have no clear procedures for 
investigation and, even when there are procedures, there are frequently still no 
effective criteria to help decide on the scale or the level of investigation to be adopted.  
In most businesses this is still decided by the severity of resulting injury (often a 
matter of chance) rather than safety significance or learning potential of the events 
that produced it. 
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Often investigators fail to gather all the relevant facts and distortions can creep into 
evidence gathering and analysis due to uncritical biases.  (We think we know what 
happened and thus we seek only that evidence which supports our suspicions.)  There 
is still little use of structured methods to integrate evidence and many investigators 
tend to conclude the investigation too early and do not going far enough.  This is often 
manifested in failure to think outside conventional rules and operating systems or 
simply focusing on the errors of individuals without searching for ‘root causes’ such 
as weaknesses in health and safety management systems. 
 
And even where investigations are of reasonable quality there can still be poor 
communication of ‘lessons learned’ and failure to track closure on resulting 
recommendations.  All too often, in the wake of an accident, the tendency is to seek to 
attribute blame (which frequently means blaming the victim) rather than to search for 
causes. 
 
There is real need to ‘dig deep’ following accidents of all kinds – not just to find out 
how they happened but, more importantly, why they were not prevented in the first 
place.  Effective investigations can provide a ‘window on reality’ (providing a means 
of getting behind corporate safety rhetoric to discover what was really going on).  But 
in practice there can often be real difficulties in identifying and analysing the 
evidence, meaning that the ‘glass in the window’ can be difficult to see through! 
 
One of the main reasons for this is that accidents invariably arouse powerful 
emotions, particularly when they have resulted in death or serious injury.  On the 
positive side, this means everyone’s attention should be focused on improving 
prevention.  On the negative side the same emotions can also cause organisations and 
individuals to become highly defensive, particularly if there is a civil litigation.  This 
is natural and understandable but needs to be addressed positively if a culture of 
openness and confidence is to be engendered to support a mature approach to learning 
from prevention failures.  [Incidentally, one does not get a single step nearer to this 
simply by parroting the phrase ‘no-blame culture’.  Of even greater importance is the 
need to keep lawyers and insurers at arms length and above all to ensure that neither 
owns the investigation process!] 
 
Above all ‘digging deep’ means being able to understand accidents as complex, often 
multi-branched chains of events.  Both risk management duty holders (such as 
employers) and official investigators may tend to lack an appreciation of all the 
conditions which need to be present before an unplanned event can occur and lead to 
harm.  Training, particularly using case studies, may be necessary to help 
investigators to appreciate the intellectual challenges involved in understanding 
accidents and to avoid over simple explanations such as ‘operator error’. 
 
Many of those conducting investigations may need further training in essential 
investigation skills such as witness interview techniques.  (In business many of these 
skills are transferable beyond accident investigation into other areas such as 
investigating failures in quality, environment and business management failures 
generally.) 
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Investigators do not always have access to adequate technical support services, for 
example, to help capture essential date before they are lost or to conduct specialised 
analyses. 
 
There is also a need to create a stronger link between the outcome of investigations 
and revision of risk assessments, for example, to establish if and why risk assessments 
for the activities concerned were inadequate, their conclusions had not been properly 
implemented or had been allowed to degrade. 
 
As a results of its ‘key issue’ work, RoSPA has become convinced that part of the 
way forward for investigation in OS&H is to promote a much more energetic 
approach to team-based learning from accidents and incidents.  For example, 
investigations involving trade union safety representatives and employees generally, 
can be extremely powerful, especially if it is led by senior managers and supported by 
OS&H professionals. 
 
This sort of approach can help to provide access to ‘expert’ shop floor knowledge, 
particularly about operational issues; support the building of trust and the 
development of ‘just’ (open, fair) cultures; develop participants’ understanding of risk 
management in practice; promote learning about how to investigate in general; and 
create workforce ‘champions’ for OS&H, for example, by providing informal support 
for closure on recommendations.  It can also help team members to understand how 
investigation can provide a further means of checking safety management standards. 
 
RoSPA’s experience suggests that team based investigation works best where 
organisations have clear and well used ‘near miss’ procedures.  Daily informal 
investigation of lower risk safety issues and problems is important in creating a 
positive climate for more structured investigation when major health and safety 
failures occur. 
 
Of course not all these lessons are directly transferable to other areas of risk 
management and regulation.  Yet undoubtedly OS&H has much to offer in helping to 
develop an effective ‘investigation culture’ in the UK. 
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T
he aftermath of an accident is
never a comfort zone for any-
one, least of all for victims and
their families and friends. But

others are likely to feel bruised and
vulnerable too. Accidents resulting in
severe or fatal injuries can leave the
whole workforce shaken; workmates
feel shattered; managers and super-
visors especially are left with nagging
doubts about whether subsequent
investigations (either by the organis-
ation or the enforcing authorities) 
will reveal serious gaps in health and
safety management. 

The organisation is likely to be feeling
wary of adverse publicity, for example in the
local media. And the company’s lawyers will
be offering advice in the context of any sub-
sequent common law claims for damages. 

Accidents are tough territory but at the
same time they also represent a fantastically
rich vein of experience from which valuable
lessons can be learned to help improve safety
and accident prevention in the future. 

Despite this, the vast majority of notifiable
injury accidents are not reported to the
enforcing authorities, so it is fairly safe to
assume that they are not investigated inter-
nally either. Even companies which consider
themselves to be reasonably competent at
investigation find, on reflection, that they
are not capturing all the evidence or that
their conclusions are sometimes too limited.
And worst of all, even when accidents are
investigated fairly well, it is often the case
that recommendations are not acted on,
follow-through is incomplete and results do

not lead to sustainable change in health and
safety management practice.

These are just some of the reasons why,
since 1998, RoSPA has maintained a focus
on accident investigation as one of its ‘key
issues’ in safety policy (see www.rospa.com/
occupationalsafety/learning). RoSPA with
others led pressure for Health and Safety
Commission (HSC) proposals for a new legal
duty to investigate accidents but these were
eventually abandoned in favour of new
Health and Safety Executive (HSE) guidance
(found at: www.processingtalk.com/news/
hse/hse100.html). 

RoSPA has issued its own accident
investigation ‘challenge’ (www.rospa.
com/occupationalsafety/learning/tenpoints.
htm) and is running seminars (www.rospa.
com/accidentinvestigation) and has improved
its training courses. Latterly, we have part-
nered with the Nordwijk Risk Initiative to
produce DORI (Definition of Operational
Readiness to Investigate – visit: www.nri.eu.
com/toppage4.htm) to help organisations
to review and develop their investigation
capacity. And we remain keen to consider
any further initiatives that can help to pro-
mote on-going debate on this vital issue. 

Looking back over the last seven years
two things in particular seem quite clear: 
1. In comparison with risk assessment,

insufficient attention has been devoted
by HSE and others in the health and
safety community to promoting organis-
ational safety learning from investigation
as a precondition for effective health
and safety management; and 

2. The long tradition in HSE of promoting

learning from accident case studies
(from the Dept of Employment Journal
‘Accidents’ produced by HMFI pre 1974
to the HSE’s ‘Black Spot’ reports of the
80s and 90s) has been allowed to
‘wither on the vine’ and now needs a
complete re-think. 

The first problem is one of strategic vision
and direction and as I have argued before in
this column, HSE need to be asked by gov-
ernment to develop a much more mature
investigation culture right across govern-
ment; something which one would have
imagined politicians of all hues, embattled
by untoward events would have welcomed. 

Unfortunately, investigation as a
subject has become mired in debates
about deregulation and red tape and
the huge value adding power of good
investigation has few champions in
Whitehall circles. 

The second problem, however, namely
how to share positive learning points that
emerge from accidents, is essentially a much
more practical issue and something that
warrants closer examination. Indeed, as the
next step in our work on this topic we are
examining options to facilitate sharing of
anonymised accident and incident informa-
tion between organisations and between
health and safety professionals. 

In small firms in particular, although
accident incidence rates for their sector may
be relatively high, the average interval bet-
ween serious events occurring is likely to be
very long, meaning that opportunities for
learning from their own investigations will
be very limited. New ways are needed there-

➤  Despite the perception among many professionals that most work-related
accidents and incidents are well investigated, learning from such events at work in UK PLC
is still quite poor. RoSPA’s occupational safety adviser, Roger Bibbings, asks what can be
done to change this, so organisations can benefit from what are often valuable lessons.

Sharing accident
experiences
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fore to help such businesses to learn from
the accident/incident experiences of similar
firms.

Sharing experiences
From this perspective RoSPA has been

particularly keen to explore the extension of
electronic systems for information sharing
following investigation. One particular
initiative SADIE (‘Safety Alert Database and
Information Exchange’, see: http://step.steel-
sci.org/SADIE/main_sadie_fs.htm) seems to
offer potential in this regard and might
even be extended beyond safety to help
identify lessons learned from cases of work
related ill health as well.

The SADIE database has been sponsored
by the UK offshore oil and gas industry as
part of the ‘Step Change in Safety Initiative’
and is hosted by the Steel Construction
Institute at Silwood Park, Ascot (www.
steel-sci.org). Its purpose is to facilitate the
sharing of safety information and improve
the lateral learning across the offshore ind-
ustry, although it is widely used by firms
onshore too. 

It is not intended to be a comprehensive
database of incidents that have occurred in
the industry and is not aimed at providing
statistical information. Data entry is via regis-
tered users who submit anonymised case
studies according to a protocol. Registered
users can search the database. The system is
also able to classify reports by word search
and to email ‘alerts’ to users according to
their registered interest profile.

RoSPA believes that it would be possible
to build on lessons learned by SADIE contri-
butors and users to develop the same app-
roach, possibly for IOSH specialist groups
and RoSPA awards sectors or as an across

the board topic-based system. 
There would seem to be great potential

for using such a system to share ‘learnings’
from events in priority areas (falls, from
height, slips trips and falls, manual handling,
site transport etc) as well as to highlight
novel and unprecedented problems. The
database could be of great value, for example,
to professionals and others when reviewing
risk assessments or looking for similar events
when conducting specific investigations. It
might also be of value to trainers to help
illustrate course materials and also be useful
for journalists. 

As part of its ‘key issue’ work to promote
better safety learning from investigation,
RoSPA would like to receive views
from readers on the extension of the
SADIE system in this way. Is there
actually a need for such a system? If so,
what are users’ precise needs? How
could an extension of this approach
be piloted? Who might be approached
as the best initial contributors? What
sort of marketing effort would be
needed together with promotional
and launch materials and events?
How might help and assistance be
secured from key intermediaries such
as HSE? 

Perhaps the first thing to establish, how-
ever, is whether there is a real appetite for
this sort of approach outside the relatively
mature health and safety culture of the
offshore sector. While many organisations
have quite sophisticated Intranet systems
for disseminating learnings from incidents 
I have heard of others which are still highly
guarded in their approach to circulating
findings from investigations and inquiries.
Indeed I have even heard of some organis-

ations which will not even disclose their
annual RIDDOR data to their senior managers
for fear that this information may leak out
and damage their corporate reputation.
Few if any trade magazines, for example,
carry regular ‘accident of the month’ columns,
possibly because, in practice, anonymisation
is not so easy. There is always that question
of blame and lawyers on the whole will
tend to advise their corporate clients to be
cautious about what is released and to
whom, despite the ‘Woolf pre-action proto-
cols’ which in effect require defendants to
‘tell it all and tell it early’. 

Those who actually admit to remembering
the pre ‘74 yellow bound monthly journal
‘Accidents’ with its excellent artist’s impres-
sions of real events, are probably now
showing their age, but the same approach
applied by HSE up to two decades later
proved highly valuable in pinpointing,
through case study, common causes of
serious accidents in high hazard sectors
such as construction and agriculture. With
the advent of the Internet and digital
photography, not to mention all the other
electronic wizardry that every year comes
into daily use, how much more powerful
might this approach to learning become in
the future? A good picture or diagram is
worth a thousand words of description and
good case studies are often far more
persuasive than countless tables and bar
charts. Internet-based sharing of accident
information might just be that ingredient
which is needed to promote the mature
investigation culture which British industry
so badly needs. 

Readers’ views should be sent to:
rbibbings@rospa.com

RoSPA occupational members can subscribe to free
monthly E-Bulletins on a wide range of topics 
(see subscription page – p52).

Teachers and school governors can also subscribe
to a free monthly Education E-Bulletin (whether or
not they are RoSPA members).

RoSPA occupational members can subscribe to free
monthly E-Bulletins on a wide range of topics 
(see subscription page – p52).

Teachers and school governors can also subscribe
to a free monthly Education E-Bulletin (whether or
not they are RoSPA members).

Visit www.rospa.com nowVisit www.rospa.com now
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A
lthough HSE has been given a 
Treasury settlement which will
enable it to start building up 
its inspector numbers again

(the HSE field operations inspector
force fell from 916 in April 2003 to 680
in December 2007), it is under great
operational pressure at present, with
many new staff in training and major
organisational challenges to cope with.

As a consequence of reduced HSE staff
resources, there has been a reduction in the
proportion of accidents and incidents which
are investigated by inspectors. A recent
report by the union Unite (www.amicus
theunion.org/pdf/finalreportamic27
May%20v1.pdf), compiled by the Centre
for Corporate Accountability, suggests that,
during the period 2001/2 to 2006/7:
● the proportion of notifiable major injuries

to workers which were investigated by HSE
fell from 18.3 per cent to 10.5 per cent;

● the investigation of notifiable dangerous
occurrences investigated fell by 31 per
cent; and

● investigations of accidents affecting the
public (already at a low level) fell even
further, by 68 per cent.

The Unite report concludes that reduced
levels of investigation and subsequent pro -
secution, quite apart from failing to meet
the justice expectations of victims and their
families, friends etc, will adversely affect
perceptions of the rigour with which health
and safety law is being enforced and thus
lead less committed businesses to ignore
compliance with vital standards. 

During a recession, in particular, there is
bound to be a greater temptation for un -
scrupulous employers to regard H&S require -
ments as an optional extra rather than a
‘must have’. If the word on the street is that
HSE is not investigating, this is bound to
result in more workers suffering as a result.

Unite has called for inspection levels to be
increased and HSE appears to be responding
but unless this is accompanied by increased
staff resources the result could also be bad
for health and safety, for example, if it meant
a cut in proactive work and less working
with other stakeholders to raise awareness
and spread good practice. If HSE becomes an
overwhelmingly reactive organisation (simply
responding to events rather than helping 
to prevent them), it will be unable to play 
a wider leadership role in the ‘health and

safety system’, particularly in higher hazard
sectors where workers are still suffering
death, injury and health damage due to
ignorance and lack of management com  p -
etence rather than deliberate disregard of
the law.

Unite estimates that, at current staffing
levels, if HSE was to do nothing other than
investigations, it could still only investi gate
about 30 per cent of the direct reports it
receives (and this does not take account of
course of the extent of under-reporting which,
despite useful steps to increase response, is
still very substantial).

More inspectors are needed to do more
investigations – but is investigation by stat -
utory regulators the only answer?

As part of its recent consultation (in which
it called on non-HSE players to ‘Be part of
the solution’) HSE challenged others in the
UK health and safety system to come forward
with ideas on how they can contri bute to
raising and maintaining H&S standards (see
Parting Shots, February 2009). As one of its
possible contributions, RoSPA is sugges ting
that, for serious notifiable events where
immediate regulatory intervention is not
possible, HSE should require competent –

➤ One of the major issues raised by the recent HSE consultation exercise on its future
strategy is how it should balance its limited field force resources between investigating
serious accidents, incidents and complaints and devoting sufficient staff to carry out
important proactive work, including proactive inspections and campaigns. RoSPA’s
occupational safety adviser, Roger Bibbings, puts forward some possible solutions.

Accident
investigation
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and, where necessary, independently super -
vised – investigations to be undertaken by
employers in conformity with their duties
under the Management of Health and Safety
at Work (MHSW) Regulations, the results to
be made available to HSE. 

In line with this, RoSPA, working with
other key organisations, would like to help
establish a system of accredited professional
investiga tion supervisors, developing neces -
sary pro to cols and standards to ensure the
integrity of this approach.

This would build on HSE’s prime objective
in investigation, namely to ensure causes are
understood, lessons are learned and acted
on and that others working with the same
hazards can also learn how to avoid preven -
table tragedies. This then enables HSE to
fulfil its secondary objective which is to
consider, in line with the principles in its
Enforcement Policy Statement (www.hse.
gov.uk/pubns/hse41.pdf), whether other
enforcement action is necessary, including
prosecution.

The prime objective post incident must
always be to gather the facts, understand,
learn and remediate before considering how
justice needs can be met. Indeed it can be
argued forcefully that there can be no real
justice without remediation! How can it be
just, for example, if nothing is done to put
things right and the same accident happens
again to someone else before a case gets
into court (often several years later)?

Re-engagement
What RoSPA is arguing is that this approach

of requiring externally supervised investiga -
tion in certain cases might run alongside a
wider re-engagement by HSE with the whole
question of investigation – this has been a
RoSPA ‘key issue’ for nearly ten years. Prog -
ress on this issue, however, has been pain -
fully slow. Proposals for a clearer (but inap -
propriately prescriptive) duty to investigate
did not make it past the Cabinet Office and
instead new guidance was published by HSE
(INDG245) which has only been moderately
useful. The extent and general standard of
investigation of accidents and incidents by
employers remains low.

Similarly, this wider re-engagement should
also include an extended review of employers’
duties to report accidents, incidents and cases
of work-related ill health. The last major
review of RIDDOR (the Reporting of Injuries,
Diseases and Dangerous Occur rences Regula -
tions), which went on for over two years,
led in the end to the staggering de cis ion by
the then Health and Safety Com mission to
do nothing.

Quite apart from the problem of tackling
under-reporting, many parts of RIDDOR, such
as those relating to work-related ill health
and dangerous occurrences (DOs) need major
revision. The DO list in particular is a strange
and incomplete list of events. 

RIDDOR needs to be made fit-for-purpose
and linked more closely to the implied duty
in the MHSW regulations to report, investi -
gate and record internally – with a much
stronger emphasis on pulling out the stops
to investigate near misses rather than wait -
ing for the same events to lead to major
injury.

Of course, using enforcement to require
employers to investigate properly is not with-
out its challenges. Post accident, could HSE
actually serve a notice to require adequate
and suitable investigation under independent
external supervision? This needs testing.

Enforcement notices are often issued in the
immediate aftermath of incidents, usually to
deal with immediate risk issues, but why not
in relation to the way an employer responds
to their MHSW duties to investigate and
learn from an accident or incident? Those
employers who thought this approach was
unfair could always appeal to an employ -
ment Tribunal of course. They would still
have to prove that their in-house approach
to investigation was adequate and suitable. 
In practice, how many would feel that con -
fident?

In contrast to HSE inspectors who have
statutory powers to seize evidence and inter-
view under caution, if necessary, exter nal
investigators or supervisors would have no
such rights, for example, to demand docu -
ments or to compel witnesses to reveal key
facts. Nevertheless, because the investi ga tion
was being carried out in the context of an
enforcement notice, all involved would be
aware of the serious consequences that might
follow if the external expert experi en ced non

co-operation or detected any attempt to
dissemble.

Employers (and their insurers) might feel
that in carrying out a root-and-branch in -
vestigation they would in effect be weaving
a noose to be placed around their neck by
prosecutors. But equally, demon strating an
honest and open approach to learning from
safety failure might be just as influential in
causing HSE to decide not to prosecute or, if
a prosecution did still follow, in causing the
judge to bear this in mind in mitigation of
sentence imposed.

Costs
And then there is the argument that, by

requiring the employer to bear the costs of
an externally supervised investigation (like
‘the polluter pays’ principle in environ mental
law perhaps), the HSE would in effect be
privatising a key HSE function. If such an
approach to investigation was used in cases
when HSE would otherwise have been
involved, then such a charge would be quite
valid. But the truth is that there are more
than enough serious cases where HSE needs
to be in the lead to keep it busy. It would be
important nevertheless to ensure that exter -
nal supervision would only be used in sup -
port of – and not in substitution for – HSE or
local authority led investigations.

In general, RoSPA welcomes the accep t -
ance by the HSE board that they cannot ‘do
it all themselves’ and that better health and
safety can only be realised by HSE and non-
HSE H&S professionals working much closer
together than in the past. There are obvi ously
challenges and risks involved but these need
to be confronted and overcome if we are to
find new ways to raise stan dards, save lives
and reduce injuries.

Readers’ views welcome. 
Email: rbibbings@rospa.com
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➤ If you really want to prevent accidents you need to investigate and understand their 
causes as fully as possible, says RoSPA’s occupational safety adviser, Roger Bibbings.

Don’t oversimplify 
 accidents
There are two very common 

errors in the way people perceive 
accidents. Either they see them 

at one extreme as rare, chance chains 
of events and circumstances which are 
beyond both prediction and control or, 
at the other end of the spectrum, they 
see them as quite simple events with 
single causes.

In reality nearly all accidents – even mundane 
ones – turn out to be as complex as they are 
preventable. But failure to understand the 
complexity of accidents leads both to missed 
opportunities for prevention as well as over-
simple and inappropriate prescriptions to 
improve safety and reliability.

One of the reasons for an over-simple, 
uni-causal view of accidents among many 
non-experts is that few lay people have ever 
had to undertake an accident investigation. 
Investigation is not only challenging in itself 
but can be a great learning experience for 
those involved. Sadly, however, it tends to 
remain the preserve of ‘experts’ – even 
though team-based investigation, led by 
managers with worker involvement, offers 

many more opportunities for combining skills 
and insights as well as securing collec tive 
buy-in to findings and recommen dations 
(see: www.rospa.com/occupational
safety/learning).

Over the last nine years, the need to enhance 
the quality of learning from accidents has 
been one of RoSPA’s key occupational safety 
and health issues. The truth be told, how ever, 
it has been one of the hardest of all our 
policy priorities on which to make progress. 
Most businesses seem to think they investi-
gate accidents quite adequately.

But, although there are many organisa tions 
that do have really effective approaches to 
investigation and organisational learning 
from accidents, sadly the reality is that the 
vast majority of accidents are not investigated 
at all – especially in SMEs. Often this failure is 
accom panied by little or no reporting of near 
misses. And, where accidents are investi gated, 
there are usually major barriers to real 
learning.

The aftermath of an accident is hardly a 
comfort zone for anyone. People feel bruised, 
angry and vulnerable, especially where acci-

dents are followed by a long enforce ment 
and compensation trail that can often take 
years to settle. And, because enforcers or 
claimants are seeking to pursue their respec-
tive agendas the focus in their investigations 
is invariably on attributing fault and blame, 
which in turn creates an adversarial atmos-
phere that poisons relationships and prevents 
openness and learning. And even where the 
organisation does try to learn lessons, there 
are usually some fairly fundamental errors in 
the approach adopted.

Firstly, because serious events warranting 
extensive investigation are few and far bet-
ween, the habits of investigation are often 
lacking; there may be no clear procedures, 
a lack of clarity about purposes, little/no 
managerial or worker involvement, and no 
way of scaling investigation effort or agreeing 
terms of reference with the commissioners of 
the investigation – usually senior managers. 
And at the end of the process there is often 
little (or no) communication of lessons 
learned (for advice on operational readiness 
to investigate visit: www.nri.eu.com/
toppage4.htm).
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Secondly, investigation can be distorted 
and stunted by the (often unconscious) 
operation of ‘stop rules’ (stopping the inves-
tigation as soon as an apparent cause is 
found) and biases (seeking only that evidence 
that confirms a pre-existing theory about 
what happened and why).

Thirdly, investigators often do not go back 
far enough in their evidence search to estab-
lish in detail, not just what happened in the 
last five seconds before the accident but what 
was hap pening in the last five hours, five 
days, five weeks or five months beforehand.

Fourthly, there is often little use of struc-
tured methods to integrate evidence and no 
examination of underlying job, technological 
or organisational factors. This invariably leads 
to blaming the victim.

And underlying all this there tends to be a 
weak understanding of human error and the 
various ways in which this manifests itself in 
accidents.

Blame
Despite the focus on the complexity of 

accidents in the current teaching of H&S 
professionals, there are still far too many 
practitioners who seem to be easily drawn 
to simple explanations and quick fixes. After 
all, it is often much easier in an investigation 
to point the finger at poorly performing 
individuals as being the prime authors of 
their own or others’ misfortunes – rather 
than to seek out other potentially more sig-
nificant causal factors. Over-simple expla na-
tions in turn stimulate a ready appetite for 
trying to improve safety performance by 
harsh discipline, retraining, repetitive behav i-
oural safety programmes or even use of 
screening techniques to weed out allegedly 
less reliable individuals.

Respected figures in the H&S field such as 
Richard Booth and Trevor Kletz have ob ser ved 
wryly that to say over 95 per cent of acci-
dents are caused by human error is about as 
useful saying that 100 per cent of falls are 
caused by gravity!

Of course any serious student of accident 
causation has to acknowledge that errors by 
individuals do indeed form part of the expla-
nation of most accidents. After all, major 
disasters such as Piper Alpha, Bhopal and 
Chernobyl were all initiated by the erroneous 
actions of teams and/or individuals. Yet 
subsequent investigations showed that the 
most significant causes were firmly rooted 
in weaknesses in technical and management 
systems.

In the case of Chernobyl, any suggestion 
that person factors and not the Soviet 
nuclear system were the root cause of the 

accident would have been seen as utterly 
one-sided if not ridiculous. On the other 
hand, Chernobyl in particular led to an accel-
eration of interest worldwide in human 
factors in safety and a new search for ways 
to ensure the reliability of the man/machine 
interface.

Over the last three decades, particularly as 
a result of the work of people such as James 
Reason, we have made big steps forward in 
our understanding of human factors and 
their relationship to other kinds of patho-
genic weakness in organisations. 

Human error itself is understood as a com-
plex phenomenon, comprising: ‘slips’ and 
‘lapses’; ‘mistakes’ (which can be skill and/
or rule based); and ‘violations’. The latter can 
be ‘exceptional’, ‘routine’ and ‘situational’ 
– as explained in HSE’s guidance on human 
factors – HSG48 . In turn these forms of 
error can combine in various ways (eg. Steve 
Stradling’s dictum ‘Error plus violation = 
crash!’) together with job and organisational 
factors. Other ‘person’ factors in accidents 
can include not just things such as personal 
attitudes to safety but impairments (poor 
general health, poor sleep quality, poor eye -
sight, stress, drugs, alcohol etc) and dist rac -
tion factors (poor communications, mon ot-
ony, information or task overload, inter rup-
tions etc).

Despite all this complexity the assumption 
that most accidents are simply the result of 
carelessness and/or wilful rule breaking just 
will not fade away. Currently there seems to 
be a worrying resurgence of inter est in the 
idea of ‘accident-proneness’. The suggestion 
here is that some people are more likely to 
have accidents as a result of absent-minded-
ness, clumsiness, carelessness, impulsivity 
or a predisposition to risk-taking. Although 
substantial research has been devoted to 
this subject, a number of other studies have 
cast doubt on whether ‘accident-proneness’ 
actually exists as a distinct, persistent and 
independently verifiable syndrome. It was 
largely discounted, for example, by the 
Robens Committee in 1972 as a result of the 
evidence submitted by Andrew Hale and 
others.

If empirically it seems that some people in 
certain settings do have more accidents than 
others, this is certainly not explained just by 
personality traits. Personality variables are 
no doubt important but individual ‘injury 
proneness’ is just as likely to be associated 
with a variety of other non-personality fac-
tors such as inexperience, lack of knowledge 
and skill, younger age, poor sleep experience 
and physical fitness, eyesight etc. Emotional 
factors too can also contribute to accident 

involvement: for example, depression or anx-
iety which can result in loss of concentration 
etc.

The idea of the careless or accident prone 
worker also lies behind the attraction which 
many safety practitioners feel towards 
behavioural safety (BS) programmes. Such 
programmes clearly have their place but 
not as stand-alone interventions and only 
once proper health and safety management 
systems are well established.

Typically BS programmes tend to target 
violations. Yet often in the training of BS 
observers, trainers can neglect to explain 
that violation is only one error type and 
that in turn violations can interact with 
many other factors. So in the context of 
an investigation, just concentrating on rule 
breaking without looking at everything else 
is not really the best way forward (see HSG48).

Often BS programmes are introduced 
on the assumption that all the options for 
improving safety by improving technology 
or organisation have been exhausted. And 
yet time and again investigations show 
that there are still many things which could 
have been done to make work equipment 
or management systems safer. It was back 
in the 1980s that HSE research showed that 
about 75 per cent of accidents were due to 
failure by management to put reasonably 
practicable measures in place and under a 
quarter were due to failure by employees to 
follow procedures.

Investment
Accident causation is multi-factorial and 

thus by its very nature safety solutions 
must be multi-stranded. So there is always 
a danger – particularly if investigators do 
not fully understand this – that they will 
tend too easily to reductionism, ascribing 
disproportionate significance to those 
causal explanations which support the case 
for safety prescriptions that lie within their 
particular intellectual comfort zone. 

Learning from accidents is not easy. Accid-
ents test organisations and they test relation-
ships. Above all they should test our assump -
tions and prejudices.

A final point to remember is that accidents 
should always be regarded as an investment. 
You’ve spent time, trouble and money having 
them. so logically you should try to maximise 
your return by learning lessons that can en-
hance safety and prevent recurrence.

Readers’ views welcome.
Email: rbibbings@rospa.com
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might have been known later.  
Learning from accidents has been a key 

policy theme for RoSPA for well over a dec-
ade. Except in higher performing organisa-
tions, accidents are not really investigated 
by employers and even where they are, the 
approach can all too often be superficial and 
blame-based. The atmosphere for learning 
and change is poisoned by the adversarial re-
lationships that exist in the aftermath of ac-
cidents (particularly those accidents that lead 
to serious injury). Moreover the institutional 
framework that swings into play following 
serious events does not support learning and 
change to the extent that it could or should.

So what can be done to change this?
From the point at which a serious event 

occurs, particularly one leading to serious 
injury(ies), certain things ought to begin to 
happen. Prompt internal reporting should 
lead to appropriate emergency action, in-
cluding rescue, first aid and making safe, fol-
lowed usually by paramedical intervention. 
This will be followed in turn by notification of 
families, the workforce, the authorities, legal 
advisers and insurers and possibly communi-
cation with customers and the media. 

The organisation will also begin to  
initiate its own internal investigation, pre-

as both rationalists and optimists we try to fo-
cus the searchlight of foresight (by for exam-
ple, using techniques such as risk assessment) 
to spot future dangers but without necessarily 
exploiting the full potential of everything that 
is available from hindsight.

You may be asking, what has any of this 
philosophising to do with safety?

Well, to the extent that we still have ac-
cidents which can and ought to have been 
prevented, failure to turn hindsight into fore-
sight is a self-evident affliction that affects 
nearly all branches of human activity. 

In my Parting Shot of July 2008 I wrote 
about the idea of ‘preventability’, including 
issues such as the novelty or otherwise of 
hazards, the extent to which pathways to 
harm are foreseeable, the availability and 
practicability of controls etc. My suggestion 
was that, where they are undertaken well, 
investigations tends to confirm that most  
accidents are eminently preventable. Yet 
when they continue to happen, self-evidently 
they are not prevented and to that extent 
our understanding of why this is so is still 
weak and shallow. Another problem, of 
course, is that of ‘hindsight bias’ or not fully 
appreciating the precise extent of knowledge 
available at the time as opposed to what 

Learning lessons from failure, en -
 suring mistakes are not repeated, 
using failure as a springboard for 

future victory – are all common themes 
in the history, literature and mythol-
ogy of virtually every society. Failure is 
endemic. So too is the drive to succeed. 
Thus from the story of Robert the 
Bruce in his cave to the evacuation at 
Dunkirk, we are exhort ed to believe in 
the idea that from the ashes of disas- 
ter grow the roses of success; that 
from wrong can come right; and that 
every dark cloud has a silver lining (if 
only we can only unstitch it). 

What is less well understood is that the 
capacity of people to turn disaster into pro- 
gress is dependent on their capacity to un-
derstand, learn and profit from the unplan-
ned and the unexpected. 

We know that we cannot change the past 
once it has gone but that we can understand 
it – to a degree at least. We know that we can 
use lessons from the past to foresee the future 
(although never exactly) and that we can 
change it – or at least we must try to. Yet we 
also know that the future is as full of the un-
foreseen as it is of the foreseeable – and that 
invariably both are fused and intertwined. So 

Learning
➤ Learning from accidents has been a key policy theme for RoSPA for well over a decade. 
However, in practice most workplace accidents are not fully investigated by employers. RoSPA’s 
occupational safety adviser, Roger Bibbings, examines why so many opportunities for 
learning are being missed. 

➤
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serving and managing the scene, collecting 
(early) statements, assigning the level of 
investigation, selecting, enabling, advising 
and protecting the investigation team and 
developing the latter’s terms of reference. 

Then follows the laborious business of 
collecting evidence, including interviewing 
witnesses, cataloguing evidence, recording 
visual data, collecting documents and logs, 
collecting equipment and material and en-
vironmental evidence and integrating these 
to help structure what happened and how. 
This enables the team to develop, evaluate 
and test hypotheses, for example, to assess 
controls and barriers – leading possibly to 
alternative lines of enquiry and hopefully to 
the identification of root causes. 

All this work enables the investigation 
team to reach conclusions, write its report 
and suggest remedial actions. They may then 
be involved in helping to track implementa-
tion, and eventually the investigation itself 
may be reviewed and the team and affected 
staff/stakeholders debriefed. Evidence will 
need to be returned, archived or disposed of. 

Done properly, investigating accidents is a 
lot of work.

Mixed agendas
Ideally, the sort of in-house activity 

described above proceeds whether or not 
there is a separate investigation by the 
police, health and safety enforcers, or by 
other parties such as trade union represent-
atives, insurers or clients. Yet, whereas 
the organisation (particularly if it is being 
conscientious) will be undertaking its own 
investigation ideally to help understand what 
happened and prevent recurrence, enforcers 
may be investigating to gather evidence to 
demonstrate breaches of duty; insurers will 
be investigating to enable them to defend 
common law claims and so on. Each one has 
their own agenda. And each agenda affects 
the way investigation is undertaken. 

Another issue is that time lines for action 
can become very protracted. The organisa-
tion and those directly affected often want 
to recover from the event, learn and move 
on. For them, from both a psychological as 
well as practical point of view, time is of the 
essence. Others, however, will need to pro- 
gress at a slower pace. For example, if there 
has been a death, coroners’ enquiries can be 
delayed and any prosecutions may take sev- 
eral years. And the settlement of common 
law claims may take longer still. All too often 
these mixed agendas and the long tail 
following serious accidents do not help to 
promote quick and effective safety learning. 

Legal privilege, the rule surrounding the 

disclosure of documents, is another problem. 
An employer can mark a basic accident report 
as ‘discoverable’ and it will have to be provi- 
ded, if requested, to enforcing authorities. 
But the employer can then do a higher level, 
in-confidence investigation ‘for manager’s 
eyes only’ for the purpose of defending them-
selves in any subsequent litigation. The under-
standing here is that employers’ diligence in 
trying to learn and apply lessons from acci- 
dents should not be deterred for fear that the 
detail of such work will ease ‘the glide path’ 
for prosecution lawyers. It is after all the 
prosecutor’s job to establish guilt. It is the 
employer’s to manage health and safety. 
However, the problem with legal privilege is 
that it can simply be asserted by the emplo- 
yer following legal advice and it thus tends to 
prevent openness and the sharing of safety 
knowledge, both within and outside the 
organisation. On occasions this might even 
mean that lives are lost or injuries sustained 
which might otherwise have been averted 
had a more open approach been possible. 

RoSPA’s view is naively simple. In the after-
math of serious events the overriding objec-
tive should be to learn lessons and apply 
these to help prevent harm in future. Other 
agendas are secondary. Organisations whose 
values dictate that they should adopt such 
an approach recognise the business as well 
as the ethical case for ‘telling it all and telling 
it early’. This reflects candour and honesty 
and usually enhances reputation rather than 
the opposite. (Conversely, being seen to have 
tried to hide awkward things can be dispro-
portionately damaging in PR terms.) And 
usually a positive approach to remediation 
is recognised tacitly by judges in sentencing, 
since they often seem to prefer to impose a 
lower fine on those companies that have ob-
viously been willing in the interim to spend 
their resources on improvement rather than 
sitting on their hands awaiting the verdict of 
the court.

Co-operation
In an ideal world it would be good if there 

could be one co-operative investigative eff-
ort following serious accidents instead of the 
patchwork of competing efforts which can 
often be the case at the moment. Indeed, 
one might argue that, given that in organisa-
tions with mature relationships and mutual 
trust, team-based investigation is not only 
possible but highly desirable, so too in the 
outside world all parties should be able to 
participate in the same process to help es-
tablish the facts of an accident or incident.

RoSPA suggested in its response to the 
HSE’s strategy consultation last year that 

HSE should consider the idea of ‘independ-
ently monitored self-investigation’ to help 
augment their enforcement response to 
serious notified events. Where appropriate 
they could use their enforcement powers to 
require competent investigation under the 
guidance of outside competent persons. 
HSE, however, sees practical difficulties 
here in that this might rule out subsequent 
prosecution. 

Where then might there be some scope for 
progress? Arguably the missing piece in the 
jigsaw is the way we approach near misses. 

Near misses
The Heinrich triangle suggests near misses 

are much more numerous than injury events; 
their underlying causes are similar (if not 
identical); and they present much better 
opportunities for safety learning precisely 
because they are less constrained by the neg-
ative factors associated with events that have 
injured or killed people. And being more fre-
quent than injury events, investigating them 
helps to keep key skills exercised. However, 
despite all these positive points, near misses 
are sorely neglected. In part this is because in 
practice they are poorly recognised. 

The vast majority of even very serious near 
misses are not reportable under RIDDOR. 
(The RIDDOR ‘dangerous occurrences’ list is 
a strange, historic collection of things and 
badly needs rationalisation and revision.) 
And serious, unplanned events that are not 
reportable to outsiders can seem less sig-
nificant and thus receive less attention from 
employers. And the overriding imperative 
following business interruptions which do 
not actually harm people is generally to clean 
up quickly and move on. 

What might help to change this could be 
much more focus in risk assessments on id- 
entifying the kinds of unsafe condition or 
safety significant event which should set al- 
arm bells ringing and trigger consideration 
of structured investigation. Indeed, increas-
ing the number of high level but selectively 
targeted investigations following near misses 
ought to be identified as a key performance 
objective in most organisations. The extent 
of such work should be seen as an indicator 
of both the appetite for and the ability of an 
organisation to learn from what has gone 
wrong. Should the Health and Safety Execu-
tive, local authorities, insurers, clients and 
other influential health and safety bodies set 
much clearer expectations here? 

Readers’ views are welcome. 
Email: rbibbings@rospa.com
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➤ RoSPA’s occupational safety adviser Roger Bibbings argues that public consultation 
on proposed amendments to the Reporting of Injuries, Diseases and Dangerous Occurrences 
Regulations 1995 (RIDDOR) offers the opportunity to stimulate new ideas and new thinking, 
which might actually help to improve the way we respond to incidents at work.

Rejigging
RIDDOR

performance indicator, especially for small 
firms where there are not enough lost time 
accidents to produce statistically significant 
trend data. Nevertheless, since they are the 
only commonly collected data available, 
they are still widely used, for example, in 
measuring performance, in benchmarking 
and in supporting insurance, tender and 
award applications.

In preparing this article I referred back to 
what I wrote about RIDDOR five years ago 
(www.rospa.com/occupationalsafety/
resources/partingshots/info/chapter2a.
pdf#nameddest=mar2005) when these 
regulations were last reviewed. It strikes 
me now as it did then, that despite its 
imperfections, RIDDOR has been an enduring 
feature of the UK health and safety scene, 
the requirement to report and record over-
three-day lost time injuries going back to an 
early ILO Convention. 

I argued in 2005 (in the middle of the 
‘Revitalising Health and Safety’ period) 
that we needed to re-think fundamentally 
what we want to achieve in this area, both 
in meeting HSE’s needs for operational 
intelligence and data about accidents, 
incidents and ill health on one hand and 
on the other in providing a framework for 
employers to manage health and safety 
by keeping records and carrying out 
investigations, where appropriate, to revise 
risk assessments and to track performance. 

medical assessment. Also, by extending the 
reporting timeline to seven days, it is claimed 
that businesses would see a significant 
reduction in the number of RIDDOR reports 
they need to make, and the accuracy of 
national statistics would also be improved. 

Whether one agrees with Lord Young’s 
logic or not, public consultation around this 
issue offers the opportunity to stimulate  
new ideas and new thinking and to come 
forward with suggestions that might actually 
help to improve the way we respond to 
incidents at work. 

Everyone seems to acknowledge that 
RIDDOR is far from perfect. Compliance 
is still under 50 per cent, and in order to 
estimate injury rates for different sectors 
etc, data from this source have to be 
statistically adjusted using findings from the 
Government’s Labour Force Survey. RIDDOR 
is even less effective at tracking work-related 
ill health and its list of notifiable dangerous 
occurrences (DOs) is a strange historic set 
of incidents which exclude many kinds of 
serious incident found in the current world 
of work (see: www.hse.gov.uk/riddor/
guidance.htm#dangerous).

Operationally, HSE are unable to respond 
to all but a tiny fraction of RIDDOR reports 
received and tend to concentrate on 
investigation of a selection of the more 
serious injuries, including all fatal injuries. 

RIDDOR rates are also a poor reactive 

We are continuing to follow 
up the Lord Young review, 
‘Common Sense, Common 

Safety’ (see also Parting Shots 
November 2010). While not entirely 
happy about the degree of rigour 
underpinning many of the report’s 
recommendations, we are committed 
to helping with their implementation, 
including feeding in ideas during 
forthcoming public consultation. 

One of the proposals in the report is that 
the Reporting of Injuries, Diseases and 
Dangerous Occurrences Regulations 1995 
(RIDDOR), through which businesses record 
workplace accidents and send returns to a 
centralised body, should be amended by 
extending to seven days the period before  
an injury or accident needs to be reported.  
It is also suggested that the Health and 
Safety Executive (HSE) should re-examine  
the operation of RIDDOR to determine 
whether this is the best approach to 
providing an accurate national picture of 
workplace accidents. 

Part of the reasoning behind the proposed 
move to seven days is that it would align 
RIDDOR with the requirement for individuals 
to obtain a ‘fit note’ from their GP if their 
absence from work is expected to last more 
than a week. This, the report states, would 
ensure that a person who has suffered a 
reportable injury has had a professional 
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In contrast to five years ago, one problem 
we may face in current circumstances is that 
arguments about what might actually be 
the best option may get lost in the political 
fog surrounding Lord Young’s report. Those 
seeing action on accident reporting as a 
minor objective in a bigger war on regulatory 
‘burdens’ generally may tend to argue in 
favour of a move to seven days as a matter 
of principle. Those who might see this is 
as somehow symbolic of a wider attack of 
health and safety may try to argue for the 
status quo. And there may be those in the 
HSE who, feeling too shackled to RIDDOR 
operationally, would secretly like to ‘push the 
nuclear button’ and scrap these particular 
regulations altogether.

None of these positions, in my view, are 
a good starting point for the discussion. 
Everyone needs to be prepared to set aside 
their general assumptions and to look 
objectively and in detail at what might be 
the best option for change, particularly 
the option that will actually help to both 
streamline administration and improve 
response so as ultimately to save lives, reduce 
injuries and prevent damage to health.

Traditionally we have looked at RIDDOR 
from the HSE end of the health and safety 
telescope. In other words, how best can we 
gather data to help HSE make enforcement 
choices and track trends? What we have 
failed to understand is that in the average 
company RIDDOR helps to reinforce internal 
health and safety management. Whatever 
the imperfections of the RIDDOR criteria 
and the way they work out in practice 
(particularly taking into account the personal 
and social variables that determine whether 
injury converts to significant absence), having 
to make a report to external authorities is 
generally seen as a line in the health and 
safety sand that ought not to have been 
crossed. Consequently RIDDORs get reported 
to boards. And, although they are not a 
reliable indicator, they still get widely used as 
a performance measure. Investigations get 
carried out (notwithstanding that they ought 
to be carried out for other serious events as 
well) and so on. Take away the current level 
of duty to report externally and to record 
internally and arguably the line in the sand 
shifts in the wrong direction. 

These are the sorts of consideration that 
ought to be at the heart of any new proposals, 
while at the same time trying to make things 
as simple and as easily understandable as 
possible. Thus I would argue that consultation 
around Lord Young’s recommendations ought 
to be used as an opportunity to look again at 
what is likely to be the best balance between 

on the one hand, arrangements employers 
can put in place to monitor performance 
internally (including investigating and learning 
from incidents) and on the other what 
serious incidents need to be reported to  
HSE – including dangerous occurrences.

To make life as simple as possible, my 
suggestion would be that RIDDOR duties 
should be re-cast as follows: 
a) A duty on employers to internally record/

investigate suitably: 
 – any accidental injury or case of work-

related health damage that requires 
paramedical/medical attention (including 
to non-employees where this is the 
criterion at present); and 

 – any significant dangerous occurrence 
(DO) as identified via risk assessments (for 
example, not just collapses, explosions 
etc but events such as vehicles crashes, 
threat and assaults etc); and 

b) A duty to only notify HSE directly of fatal 
and major injuries, serious DOs and listed 
work-related ill health conditions.

It would need to be made clear that internal  
record keeping would need to proportionate 
and not unduly burdensome and that 
records would need to be made available to 
enforcing authorities if required. 

To gather necessary UK-wide incidence 
and trend data HSE would need to develop 
a series of appropriately powerful sampling 
exercises to estimate prevalence of injury 
and ill health by sector and by size of 
organisation etc. This might be linked also 
to injury data collection at A&E departments 
but also be based on a sample of businesses 
to track data on causal factors. 

As part of consultation on any changes to 
RIDDOR, HSE will obviously need to provide 
some clarification on where these changes 
will stand in terms of the UK’s international 
obligations (ILO and EU) on the ‘over-three-
day’ criterion. And it might also be useful to 
refer by way of comparison to other systems 
and measures of notification used in other 
parts of the world such as Australia and the 
USA. (In some ways, measures such as the 
US Government’s ‘OSHA days away case rate’ 
(www.osha.gov/pls/odi/establishment_
search.html), which is widely used in 
benchmarking by transnational companies, 
is more prescriptive and more complex than 
what we have been used to in the UK.)

A key consideration in any discussion about 
RIDDOR will be arriving at arrangements 
which are proportionate and balanced and 
do not lead to unnecessary complication, 
especially for SMEs. 

Lord Young has said that if small firms have 
to make fewer RIDDOR reports then this will 

ease their overall administrative burden. 
What we have observed, however, is that  
in practice the burden here, for smaller 
organisations particularly, stems not from 
having to make too many reports but  
from the infrequency with which they  
have to do this. 

For example, if you are an engineering 
company employing twenty-five people,  
on average you will only have to make an 
over-three-day notification about once  
every second or third year. In other words, 
each time you have to do it you will need 
to find out afresh what it involves. This 
takes time. Extending notification to seven 
days will lengthen the interval between 
notifications even more, making it even  
less common and compliance correspond-
ingly worse. 

Additionally, many of the injuries  
lasting over seven days will already have 
been notified under the serious injury 
criteria. (It is worth remembering too that  
a small but significant proportion of 
notifiable serious injuries do not actually 
convert to over-three-days absence.) It’s a 
complex picture. 

Small firms as well as large ones have 
accidents that lead to injury. But more 
significantly both categories will have many 
more incidents and near misses. Rather 
than being regarded as things to be quickly 
forgotten, these need to be seen as really 
valuable learning opportunities. After all, 
it is not only better to learn lessons from 
such unplanned events rather than waiting 
for the same things to happen and actually 
hurt people; it is actually very much easier 
to engage people in learning when they 
have not been traumatised and they are not 
faced with the possibility of enforcement, 
compensation claims or disciplinary action. 

As RoSPA has pointed out consistently, 
because the atmosphere for learning 
following accidents is poisoned by 
adversarial relationships, regulators have 
been reluctant to place as much emphasis on 
investigation as they have on risk assessment. 
Yet the two are intimately connected – and 
like it or not – accidents are often change 
points for organisations. 

The H&S community needs to take 
advantage of the proposed revision of 
RIDDOR to focus again on this key area.
The RIDDOR consultation paper will be 
published on – www.hse.gov.uk – week 
commencing 17 January.

Readers’ views are invited:  
rbibbings@rospa.com
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➤ RoSPA’s occupational safety adviser Roger Bibbings argues that it’s time to put 
the RIDDOR spotlight back onto sensible, non-bureaucratic investigation and learning from 
accidents and incidents.

Paperwork or
prevention?

in my experience, companies which show a 
willingness to learn lessons quickly not only 
improve their management of heath and 
safety but usually get the credit later on in 
any legal proceedings.

Lord Young has argued that the move from  
three to seven days will help ease administra-
tive burdens on employers. As I argued last 
month, if he had done the maths based on 
accident rates in small firms he would have 
seen that making an already infrequent 
obligation even more infrequent will actually 
increase the ‘burden’ – SMEs will have to 
devote effort to finding out what to do 
afresh every time – and it will also further 
erode the general level of compliance with 
RIDDOR which is already pretty low. 

Had Lord Young taken a more in-depth 
look at what happens in businesses following 
accidents he would have realised that the 
main paperwork ‘burdens’ here arise not 
from RIDDOR requirements but from advice 
on the kinds of records which should be 
kept by employers to facilitate negotiations 
between lawyers in any subsequent common  
law actions for damages. This is not HSE 
territory directly but if one looks at the 
Ministry of Justice’s (MoJ) ‘pre-action 
protocols’ which deal with this matter (see 
www.justice.gov.uk/civil/procrules_fin/
contents/protocols/prot_pic.htm), it 

the case for reporting work-related injury to 
members of the public. We accept that this 
is still a bit arbitrary but it is much easier to 
understand than the ‘over-three-days’ (OTD) 
absence trigger. 

Better accident investigation remains one  
of RoSPA’s ‘key issues’ but one on which we 
have found it hard to make real progress.  
Despite some HSE guidance (www.hse.
gov.uk/press/2004/e04094.htm) prod-
uced in July 2004, accident investigation still 
remains the poor cousin to risk assessment 
and yet both are simply two sides of the 
same coin. RoSPA believes that the current 
consultation should be used to put the 
RIDDOR spotlight back onto sensible, non-
bureaucratic investigation and learning from 
accidents and incidents. 

But the problem here is that the aftermath 
of an accident is never a comfort zone for 
anyone and frequently the atmosphere for  
learning is poisoned by adversarial relation-
ships and perceived threats of prosecution 
and/or civil litigation, not to mention threats 
to personal reputations and possible use 
of internal disciplinary procedures. These 
barriers can be intensified by lawyers who 
can often give over-cautious advice in the 
aftermath of accidents, which can tend 
to get in the way of an open, team-based 
approach to learning. On the other hand, 

The Health and Safety Executive 
(HSE) is consulting on changes 
to RIDDOR to implement Lord 

Young’s recommendation that the 
threshold for reporting injuries to 
HSE should be increased from three 
days absence following an accident 
to seven days (see: www.hse.gov.uk). 
Lord Young proposed this as a way 
of reducing administrative burdens, 
particularly for SMEs.

RoSPA is preparing a response to the 
consultation but as I argued in my last 
Parting Shot, we think that this exercise 
should be taken as an opportunity to look in 
the round at how to achieve a better balance 
between what is reported to HSE directly 
and what information employers should 
record internally as part of their mainstream 
management of health and safety. 

What RoSPA will be suggesting is that if 
direct reporting is to be limited in future 
effectively to fatal/major injuries (how many 
over-seven-day events will not be majors?) 
we should also take this opportunity to look 
afresh at the threshold for internal reporting/
investigation/recording etc, so that in future 
the trigger point should be attendance by an 
injured employee at a hospital accident and 
emergency (A&E) department (or medical/
paramedical intervention) as it is presently 
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is clear that this is one of the main drivers 
for health and safety record keeping. It is 
these requirements which arose from the 
Woolf reforms of civil justice a few years 
ago – and not RIDDOR – which tend to 
soak up administrative resources and also 
in the process support perhaps negative 
perceptions of health and safety being all 
about paperwork. 

The indicative list of documents in the  
MoJ guidance includes:
l Accident book entry
l First aider report
l Surgery record
l Foreman/supervisor accident report
l Safety representative accident report
l RIDDOR (F2508) document
l Correspondence between HSE, LA and 

defendant
l Minutes of health and safety committee 

meetings
l Reports to DWP
l Records regarding previous accidents/

incidents of a similar nature 
l Risk assessments (both pre and 

post accident)
l Inspection and monitoring records
l Accident investigation reports
l Health surveillance records
l Health and safety information provided 

to employees
l Documents relating to employees’ health 

and safety training etc, both general and 
in relation to workplace regulations, eg. 
PPE regs, PUWER, manual handling regs, 
DSE regs, COSHH, CDM, noise at work 
regs etc.

Looking at this list, alongside the RIDDOR 
consultation exercise, it might be worth taking 
the opportunity to look at some rationalisation 
of what records a business might reasonably 
be expected to keep. The amount of paper/
electronic files required by personal injury 
lawyers does seem to be excessive. Bullets 
need to be bitten here perhaps. 

In RoSPA we favour a much simpler 
approach to internal record keeping, with 
the accent primarily on learning practical 
lessons from accidents and incidents. The law  
needs to discourage useless time wasting 
bureaucracy but it also needs to encourage 
and support the habits of internal reporting,  
appropriate investigation and remediation 
which are so critical to effective management  
– not just of health and safety but almost 
any other business objective. 

It requires a balanced and sensible approach.  
This was one of the reasons why a few years  
ago RoSPA opposed the threshold for a prop- 
osed statutory duty to investigate (eventually  
abandoned) being linked to the RIDDOR 

over-three-day threshold. The duty to inves- 
tigate needs to be a proportionate one. 
Judging which events you investigate (and in  
what depth) should be based on their safety 
significance and the learning opportunities 
they present – not on whether or not 
someone feels able to return to work within 
three days. So the duty to investigate cannot 
be legislated for prescriptively but what is 
clear from good practice is that a culture of  
frequent but practical – even informal –  
investigation (often of apparently small 
things such as near misses and unsafe 
conditions) helps to embed habits of  
enquiry that are vital to a positive health  
and safety culture.

Sadly, however, the reality in most  
businesses is that things only tend to get 
investigated when serious injuries have 
occurred. In many cases the trigger is still  
the completion of the infamous F5208  
form. And in too many cases the focus is 
still on allocating blame, not on looking 
for underlying causes. Will the proposed 
shift to seven days now mean that fewer 
investigations will be triggered? Or will the 
existing duty to record OTD injuries internally 
– which HSE proposes should remain in the 
regulations – still serve to prompt managers  
to investigate? Somehow I doubt it.

What we seem to face here is not only 
‘an elephant in the room’ in the form of 
the generally low level of good quality 
investigation but a Gordian knot in the 
form of the advice in the MoJ pre-action 
protocols. I am not a lawyer, but are all the 
records which are suggested as essential 
evidence to show due diligence actually 
necessary or can oral evidence, for example, 
suffice in many cases? And while we are 
about it, should we also not take a hard look 

at the principle of ‘legal privilege’ which can 
be invoked by employers’ lawyers on their 
behalf to prevent them having to disclose 
investigation findings? 

At one level this could all be seen to be 
far too contentious and far too difficult. But 
the reality is that, in practice, statutory and 
common law duties are heavily intertwined. 
The nettle to be grasped is that it is the 
prevention agenda and not personal injury 
compensation that needs to be in the lead. 

To help diagnose the extent of the 
problem of ‘burdens’ we need good survey 
data to find out what is actually going 
on – particularly in SMEs. But to revert to 
anecdotal evidence for moment (which 
seems to have been quite sufficient for Lord 
Young!), I have to say I come across far too 
many companies which seem to spend a small 
fortune on maintaining an auditable trail of 
health and safety related records but then 
claim they have limited resources for essential 
risk control measures at the sharp end. 

The key point RoSPA wants to make to HSE 
during this consultation is that RIDDOR is not 
just about providing them with operational 
intelligence and statistical data. It is also 
there to help support the dutyholder’s 
response to accidents. Making minor tweaks 
without taking a hard look at the wider 
picture is not really rising to the challenge 
of promoting sensible health and safety 
management in the 21st Century. It needs a 
practical re-think. Might there be merit in 
calling a summit of key players to try and 
find a sensible way forward?

As ever views would be welcome 
and should be sent to me at: 

rbibbings@rospa.com

You can’t afford to miss the 
Safety express…

Get your copy delivered to your doorstep for just £25.00 (members) and 
£29.00 (non-members). For six copies a year you can’t afford to miss it. 
See the subscription form at the back of this journal for details.
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➤ Roger Bibbings, RoSPA’s occupational safety adviser, argues that wisdom, 
courage, involvement and above all, leadership, are the key ingredients a senior manager  
needs to conduct a successful internal accident investigation. 

Balancing
agendas

their families are likely to need help and 
support. Managers may wish to establish 
contact with them to see what they can do 
but managers also need to remember that 
those who have been injured may well be 
seeking legal redress later on. And they may 
be witnesses in any subsequent prosecution. 
Supporting victims needs particular skills and 
sensitivity.

Like victims, witnesses are also likely to 
need help, particularly if they have been  
traumatised by violent events. But it needs  
to be remembered that, whether witnesses 
realise it or not, talking about their experi-
ences with others is likely to adversely affect 
the accuracy of their recollections. This is  
not so much a consequence of deliberate  
selectivity or collusion but just the way 
memory and recounting history tend to 
work. On the other hand it is acknowledged 
that taking early witness statements can help 
to minimise the decay and distortion that 
inevitably occur due to the passage of time 
and the sharing of experiences with others. 
But is close questioning of someone who has 
just witnessed a terrible accident the most 
humane approach? 

Other management colleagues will 
want to be involved, not just because 
they want to be ‘kept in the loop’, be kept 
informed or take early action to prevent a 
recurrence, but because they may want to 

Too often it is only after managers have 
started to respond to events that they realise 
that they have entered a minefield, not least 
because it dawns on them that they are 
faced with having to deal with the needs 
of a number of quite different parties, each 
of which is likely to have a slightly different 
agenda. So how best can we make managers 
aware of this at the outset so they do not 
freeze like rabbits in the proverbial headlight 
as the competing demands of different  
people and organisations start to emerge in 
the days following an accident.

The first thing to get across is that there 
is rarely a perfect solution. Reconciling all 
the different needs is never easy. It’s often a 
bit messy and involves managers doing the 
best they can in the circumstances. If they 
find themselves confused in the early hours 
of a post-accident situation, whatever the 
immediate pressures, it is probably worth 
them taking some time out to decide exactly 
what they are going to do to pick the right 
path for them and their organisation. 

Senior managers need to take advice, 
weigh the issues on a case-by-case basis and 
get consensus. Leaving the investigation 
process up to H&S professionals most of the 
time but then brushing them aside following 
serious events in an attempt to take charge is 
never the best approach. 

Where to start? Well first of all victims and 

In the January and February editions 
of OS&H, I continued to make the 
case for shifting the focus of RIDDOR  

towards encouraging better internal 
investigation of accidents and incidents.  
I also continued to stress that the 
aftermath of an accident is rarely a 
comfort zone for anyone, not least 
HSE. (This is one reason possibly why 
HSE has placed much less emphasis on 
this aspect of health and safety manag - 
ement than it has on risk assessment.) 
I make no apology for sticking with 
this theme this month. It’s a really 
important one. And, at the risk of 
becoming a complete accident investi-
gation bore, I want to have one last go 
(I promise!) at exploring some of the 
underlying challenges here. 

One of the reasons that senior managers 
have problems with investigation is that they 
only tend to engage in them in a serious way 
when things have gone badly wrong and 
people have been seriously injured. (Serious 
non-injury events – which are more numerous  
as well as being easier to learn from – are not  
well investigated.) The average interval 
between serious accidents can be very long, 
so the habits of investigation are not ingrained. 
Necessary skills, procedures and support 
are lacking, meaning that managers are left 
thinking on their feet about how to proceed. 
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spot areas where they could have done more 
or where they may feel vulnerable. They may 
want to cover their tracks.

Front line workers themselves (and their 
union representatives if they have them) will 
want to be kept informed as well. They will 
want reassurance that they are being given 
the full facts and that action is being taken 
to learn lessons and make things safe. But 
equally they may have their own views on 
the significance of the accident and its impli-
cations. Union reps may well be gathering 
information to help injured members to 
claim damages. And they may be acting as 
witnesses later on too.

Insurers will want early notification of any 
serious accident or incident. This will probably 
be a condition of any policy and there will be 
established mechanisms for doing this. But 
it needs to be remembered that the insurer’s 
agenda is to be able to defend themselves 
against any future claim. While in general they 
will tend to support the efforts their clients 
may make to improve health and safety 
management, when things have gone badly 
wrong and they may be faced with settling 
a large claim, they will not want the client 
to appear to be admitting liability or making 
things too easy for the claimant’s lawyers.

Then there are the regulators such as 
HSE or local authorities. Of course, they 
will need to be informed immediately if the 
accident involves a death, a serious injury, a 
significant injury to a member of the public 
or a notifiable dangerous occurrence. If 
the injury leads to more than three days 
absence from work (or more than seven days 
if Lord Young’s proposals go ahead) then a 
report has to be filed. And of course internal 
records have to be kept of all these events. 

While the regulators investigate nearly all 
fatal injuries at work, HSE inspectors investi-
gate only a proportion of major injury events 
and virtually none of the ‘over three day’ 
injuries. Nevertheless, the report goes on the 
organisation’s record, as does any enforcement 
action taken in the wake of an accident (this is 
also publicly accessible via the HSE website). 

HSE is guided in deciding what to do  
following an accident by its Enforcement 
Policy Statement, which helps inspectors 
determine what sort of enforcement, if any, 
would be appropriate, including prosecution. 

Often HSE is keen to help managers, for 
example, when accidents are novel and if 
they have strong learning points for others 
HSE may issue safety alerts to other businesses 
in the same sector etc. But equally HSE can 
quickly become an adversary, for example,  
if inspectors decide to prosecute. How  
much managers seek to involve HSE often 

depends on such considerations. 
Lawyers too will want early notification of 

serious accidents and incidents, particularly 
ones that have been notified to the regulator. 
Like insurers, lawyers will be keen to ensure 
that managers do not ‘ease the glide path’  
for the plaintiff or the prosecutor. Their brief 
is to defend their client’s best interests. 
Consequently they may advise them against 
adopting an open, team-based approach to 
investigation, even though this may be the 
best course if managers are trying to maximise 
involvement and buy-in from the workforce. 

Lawyers may also suggest clients seek 
what is called ‘legal privilege’ so that they 
do not have to reveal the details of their 
own internal investigation to HSE or other 
authorities who may be prosecuting. They 
will want to ensure that any of the client’s 
employees who are interviewed by HSE, for 
example, are fully briefed and supported. 

There are also many business partner 
organisations to be kept informed: clients 
will want to be informed and take a hand 
in the investigation process possibly; fellow 
contractors, for example, will want to be 
kept abreast of developments; investors may 
require to be notified; equipment suppliers 
may need to involved; safety and professional  
bodies also perhaps. In addition, managers 
may find that they have to provide reports  
to the media and even to local political 
representatives. Accidents can pose a major 
threat to corporate reputation. Being open 
and transparent may help to avoid accusations 
of ‘cover up’ later on but equally this can 
lead to information being used selectively 
and in ways which are damaging to the 
organisation’s profile.

And finally there is the senior manager 
as an individual. They are the person in 
charge of the process. When all the post-
event processes are over (and this can be 
several years if prosecution is involved) they 
have to be able to feel that they have done 
the best they could, both for their organisa-
tion and for themselves. After all, besides 
defending their own professional reputation 
they have to be able to look at themselves in 
the proverbial mirror and feel that they have 
acted with integrity.

In practice, it is not realistic for any one 
individual to have to bear the burden of 
balancing all these complex considerations, 
especially when the actual business of  
dealing with the aftermath of an accident 
can be distressing enough in itself. Unless 
they are unusually heartless, those who have 
had to inform relatives of the loss of a loved 
one, attend an inquest or be questioned by 
enforcing authorities under caution will bear 

the scars at some level for the rest of their 
lives. (This may actually serve in the future 
to strengthen their conviction that safety is 
important and something that needs to be 
properly managed.) 

It is the responsibility of the organisation 
itself to lay down good guidance on how 
its managers should act and be supported, 
particularly following serious accidents and 
incidents.

Those organisations that espouse a ‘no 
blame policy’ internally on the grounds 
that they are more anxious to learn than to 
punish may seem to be putting prevention 
clearly at the top of their priorities, but it is 
actually quite a hard doctrine to live up to 
in practice and some argue that it militates 
(to some extent at least) against the idea of 
personal or group responsibility. Discipline  
(if not punishment) may need to be reserved 
as a last resort for some people, for example, 
when coaching and retraining have failed. 
But if you end up disciplining people follow-
ing an accident having said that there would 
be no recriminations, then you will lose cred-
ibility and colleagues may not be so open 
in future. A ‘just culture’ based on facts and 
fairness is likely to be more realistic but it can 
be hard to deliver.

So far as the world outside the company 
is concerned managers may be asked to 
choose between a policy of ‘telling it all and 
telling it early’ or being quite selective in the 
information they release. Increasingly higher 
performing organisations seem to be favour-
ing openness. Their reasons include: 1) the 
facts will always come out in the end; 2) any 
attempt to limit information (or worse still 
to dissemble) is likely to be sensed and cause 
critics to probe further; and 3) a spirit of 
contrition and willingness to learn and 
improve may help to moderate the final 
judgment of the courts and the public alike. 
Yet this path is not without its risks. Inevitably 
it will upset some colleagues, especially those 
advisers who will feel bound to give risk 
adverse advice not to open the organisation 
up to the possibility of misrepresentation. 
But if one thing is clear in all this, managing 
communications in the wake of accidents is 
really crucial.

If I were to try to sum it all up, I would say 
that responding successfully to accidents 
demands wisdom, courage and above all 
leadership – not things that you can buy 
off-the-shelf.

Readers’ views are welcome. 
Email: rbibbings@rospa.com
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➤ RoSPA’s occupational safety adviser Roger Bibbings argues that near misses need 
to be seen as real ‘gold dust’ when it comes to achieving better safety in the workplace.

Gathering
gold dust

this discrepancy is because large companies 
can afford their people taking time off to 
recuperate. Small ones can’t. 

Small firms as well as large ones have 
accidents that lead to injury. But more 
significantly both categories will have 
many more incidents and near misses. We 
therefore need to stimulate a new approach 
to learning from events where injury has 
nearly occurred. Firstly, because it is not 
ethically defensible to put off investigating 
until an event happens which actually causes 
harm. Secondly, as a rule it is much easier to 
learn from a near miss than it is following 
injuries. This is because the atmosphere 
following a non-injury event is much less 
likely to be poisoned by recrimination, fear 
and suspicion. And thirdly, the number of 
opportunities to investigate in depth in this 
way is much greater. 

So what RoSPA is suggesting is that not 
only should employers be required to record 
and investigate injury events, but, based 
on their risk assessments, they should be 
required to generate their own indicative lists 
of those unsafe events, acts and conditions 
which should be reported internally and 
acted on as appropriate. 

At present, if something hazardous 
happens in the workplace which does not 
result in a reportable injury – but which 

Given the poor quality of RIDDOR statistics, 
RoSPA has suggested that it might actually 
be better to scrap absence-related reporting 
altogether and rely instead on good surveys 
to gather accident severity, causation and 
trend data. 

Our feeling is that RIDDOR needs a proper 
rethink. There is no perfect solution but we 
favour retaining direct reporting of ‘fatals’, 
‘majors’ and also notifiable dangerous 
occurrences (DOs) because HSE needs early 
information when really serious things 
happen. But we also favour shifting the 
balance of duty more towards employers 
having to investigate and record properly 
internally. And we feel there is a very strong 
case for updating the existing DO list, which 
in many respects is an historical and rather 
limited list of safety significant events. 

A fundamental flaw in RIDDOR is that it 
uses length of absence as a surrogate for 
injury severity, which in turn is used as a 
threshold to provide information to the 
regulator about unsafe events. What is 
interesting is that social factors seem to play 
a big part in whether an injury converts to 
significant absence. About 15 per cent of 
‘majors’ (which of course will remain directly 
notifiable) do not convert to OTD absence. 
Overall UK small firms have a higher ‘fatal’ 
and ‘major rate’ but a lower OTD rate. Part of 

The Health and Safety Executive 
(HSE) is still considering 
responses to its recent public 

consultation on proposals to amend 
the Reporting of Injuries, Diseases 
and Occurrence Regulations (RIDDOR). 
Readers will recall that the proposals 
stem from a recommendation in the 
Lord Young review of health and 
safety that the absence trigger for 
reporting of injuries to workers should 
change from three days to seven days. 

Ostensibly, the aim is to reduce admin istra- 
tive burdens on businesses and on SMEs 
particularly. In practice, for the average SME, 
the change will lengthen considerably the 
average period between having to make 
RIDDOR reports but in reality this will only 
save them about 20 minutes administrative 
work every 15 years! So the claim that the 
change will reduce burdens is thus somewhat 
disingenuous, given the need for the average 
SME to re-learn what has to be done on the 
rare occasion that a RIDDOR report has to be 
made. Also, the work involved in reporting 
over-three-day (OTD) injuries compared with 
the other admin that typically is involved in 
dealing with the aftermath of an accident, 
is actually quite small. And under the HSE’s 
proposals, firms will still have to keep internal 
records of OTDs anyway. 
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clearly could have done – then it may be 
a dangerous occurrence which must be 
reported immediately. But even if it is not, it 
will still require an appropriate response.

Dangerous occurrences 
Reportable dangerous occurrences (or 

notifiable near misses) include events such 
as: the collapse, overturning or failure 
of load-bearing parts of lifts and lifting 
equipment; explosion, collapse or bursting 
of any closed vessel or associated pipework; 
failure of any freight container in any of 
its load-bearing parts; plant or equipment 
coming into contact with overhead 
power lines; electrical short circuit or 
overload causing fire or explosion; and any 
unintentional explosion, misfire, failure of 
demolition explosives to cause the intended 
collapse, projection of demolition material 
beyond a site boundary or injury caused by 
an explosion. 

Other categories include quite specialised 
things such as: the accidental release of any 
substance which may damage health or a 
biological agent likely to cause severe human 
illness; failure of industrial radiography 
or irradiation equipment to de-energise 
or return to its safe position after the 
intended exposure period; malfunction of 
breathing apparatus while in use or during 
testing immediately before use; or failure 
or endangering of diving equipment or the 
trapping of a diver or an explosion near a 
diver or an uncontrolled ascent after a dive. 

In the construction environment, notifiable 
DOs include: the collapse or partial collapse 
of a scaffold over five metres high (or erected 
near water where there could be a risk of 
drowning after a fall); or the unintended 
collapse of any building or structure under 
construction, alteration or demolition where 
over five tonnes of material falls, or the 
accidental collapse of a wall or floor in a 
place of work or any false-work.

In the transport sphere, notifiable DOs 
include: the unintended collision of a train 
with any vehicle; a road tanker carrying 
a dangerous substance overturning and 
suffering serious damage, catching fire or 
the substance being released; a dangerous 
substance being conveyed by road being 
involved in a fire or being released.

So far as other fire scenarios are concerned 
employers have to notify any sudden, 
uncontrolled release in a building of: 
100kg or more of flammable liquid; 10kg 
of flammable liquid above its boiling point; 
10kg or more of flammable gas; or of 500kg 
of these substances if the release is in the 
open air. And they must notify details of 

any explosion or fire causing suspension of 
normal work for over 24 hours.

There are various other apparently strange 
DOs including: incidents at any well other 
than a water well; a DO at any pipeline; 
failure of any load-bearing fairground 
equipment, or derailment or unintended 
collision of cars or trains; and a whole 
series of specified events at mines, quarries, 
relevant transport systems (railways etc) and 
offshore workplaces. (Detailed information 
is provided in the relevant schedules to the 
regulations and HSE’s guide to RIDDOR – 
www.hse.gov.uk/pubns/books/l73.htm)

In many ways the dangerous occurrences 
list is a very strange list which invites a 
number of questions including: 
l Are there significant gaps in the kinds of 

occurrence that ought to be notified? 
l In practice, just how many of these 

events are actually notified to HSE 
annually? and 

l In how many cases are HSE able to carry 
out an investigation? With the overall 
reporting rate for RIDDOR as a whole 
at about 40 per cent it would seem fair 
to assume that there is massive under-
reporting of DOs too. 

HSE statistics show that in 2009/10 just 
6,849 DOs of all kinds were reported, in 
contrast to over 233,000 reportable injuries 
(see: www.hse.gov.uk/statistics/tables/
riddo.xls). In this same period reports of 
DOs from workplaces other than mines, 
quarries, railways and offshore fell from 
4,168 in 2005/6 to 3,429 in 2009/10 – a fall  
of nearly 18 per cent.

Obviously HSE has to be selective in 
deciding where to follow up such reports. 
Major releases of flammables at major 
accident hazard (COMAH) plants, for 
example, are going to attract a lot more 
inspector attention than minor collapses of 
scaffolding at domestic construction sites. 

Given the general assumption that there 
is likely to be at least an order of magnitude 
difference between reportable injuries and 
near misses, the true figure for significant 

non-injury incidents could be as high as 
two million annually – or over 5,000 a day! 
Clearly, if there was only a small major 
upsurge in DO reporting, HSE’s systems 
could face considerable pressure. This in 
turn raises the question not only of what 
should really be on the DO list but which 
events should be directly notifiable to HSE 
and which should be subject to internal 
investigation and recording by businesses.

Unlike under-reporting rates for workplace 
injuries, which can be assessed somewhat 
by comparing RIDDOR data with data 
from sources such as the annual Labour 
Force Survey, there is no comparable way 
of calculating the true extent of many of 
the notifiable DOs. Some sample surveys 
could be attempted but the unreliability of 
peoples’ memories and their reluctance to 
admit to things having gone wrong would 
be major barriers. 

Understanding
What would be more useful perhaps 

would be to do some survey work in 
different sectors to assess managers’ and 
workers’ understanding of what constitute 
significant near misses as well as ‘unsafe acts 
and conditions’ and also to try to get some 
sense of the extent to which businesses 
are adopting effective responses to these 
things. We might then be able to arrive at 
a better indicative list of DOs (perhaps by 
sector) and suggest effective ways in which 
serious events can be tackled so they really 
do become opportunities for organisational 
safety learning, change and performance 
improvement. This requires a change of mind 
set however. 

Rather than literally sweeping up the 
pieces and moving quickly on, near misses 
need to be seen as real ‘gold dust’ when it 
comes to achieving better safety.

As ever, readers’ views  
are invited. These should be sent 
to me at: rbibbings@rospa.com

Sign up now - www.rospa.com
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➤ Is it time to convene an accident investigation ‘summit’ to explore what steps can  
be taken to enhance learning from accidents and incidents? asks RoSPA’s occupational safety 
adviser Roger Bibbings.

rethink?
capstone guidance, HSG65 (Successful health 
and safety management) – it is proposed that 
HSG245 should be removed and replaced by 
a much shorter guidance leaflet (at 89 pages 
it seems HSG245 has fallen victim to the 
‘simplification’ demanded of HSE by the Lord 
Young and Löfstedt reviews).

Of course, despite the disappearance of the 
ACoP, employers still have duties in law to: 
ensure absence of risk to safety and health 
so far as is reasonably practicable; keep risk 
assessments up to date; and to have arrange-
ments for ‘monitoring’ health and safety. 

The latter duty is a requirement in sub para 
1 of Regulation 5 on the MHSW Regs which 
states: “Every employer shall make and give 
effect to such arrangements as are appro-
priate, having regard to the nature of his 
activities and the size of his undertaking, for 
the effective planning, organisation, control, 
monitoring and review of the preventive and 
protective measures.” 

The meaning of ‘monitoring’ in relation to 
investigation was spelled out previously in 
important paragraphs in the MHSW ACoP. 
Although arguably it was a bit clunky in 
parts (and ought to have been improved 
rather than removed), the ACoP was in effect 
the only piece of authoritative advice which 
linked relevant Health and Safety at Work etc 

is actually one of the best forms of in-service 
H&S training an organisation can invest in.

In the period 1998/2001, at the suggestion 
of RoSPA and others, the then Health and 
Safety Commission (HSC) decided to consult 
on a change to the MHSWR to create a spe-
cific duty to investigate, linking this to events 
reportable under the Reporting of Injuries, 
Diseases and Dangerous Occurrences Regu-
lations (RIDDOR). (This feature, which would 
have resulted in a prescriptive duty, was not 
especially favoured by RoSPA however.) 

Although the consultation phase revealed 
substantial support for a new duty, in the 
end the HSC were unable to overcome objec-
tions from the Cabinet Office whose reaction 
was to question whether a new regulation 
was really necessary. After further discussion,  
they asked the HSC to consider the option of 
producing guidance instead. In due course  
HSG245 (Investigating accidents and incidents: 
A workbook for employers, unions, safety 
representatives and safety professionals) was 
published (see www.hse.gov.uk/pubns/
books/hsg245.htm).

Now twelve years later, as part of the 
Government’s health and safety “reform” 
programme (which has involved the removal 
of the MHSW Regulations’ ACoP and produc-
tion of a new and much lighter version of its 

Regular readers of my column 
will know that for many years 
RoSPA (and latterly IOSH) has 

campaigned for an explicit legal duty 
to require employers to investigate 
accidents, incidents and cases of work-
related ill health. RoSPA has favoured 
a goal-setting approach to such a duty 
to complement the general obligation 
of employers under the Management 
of Health and Safety at Work Regula-
tions 1999 (MHSWR) to carry out suit-
able and sufficient risk assessments. 

We are also strong supporters of team-
based investigation and using the framework 
provided by the Safety Representatives and 
Committees Regulations 1977 (as amended) 
and associated Approved Code of Practice 
(ACoP) to enable reps and employers to 
cooperate in inspecting workplaces and in 
investigating incidents. It’s a valuable way 
of learning and most managers in the larger 
firms understand the massive contribution it 
can make, not just to safety knowledge but 
to building trust, relationships and safety 
culture generally. Besides bringing different  
perspectives into the process, teaching people  
how to investigate and turning team members 
into champions for resulting recommendations 
and safety change, team-based investigation 
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Act 1974 and MHSW Regs duties together to 
create an implied duty to investigate. 

So, in future, in the wake of an accident or 
an incident, notwithstanding its usefulness  
as an introductory text for those new to the 
subject, the proposed lower legal status 
leaflet may prove less persuasive in convinc-
ing doubting employers that they do indeed 
have a duty to carry out an adequate and 
suitable investigation. Will the new guidance 
be sufficient to indicate that, following an 
incident, failure to carry out such an investi-
gation is a clear breach of duty in the same 
way that failure to conduct suitable and  
sufficient risk assessment is?

Everyone I have spoken to has expressed 
the hope that the new leaflet will help read-
ers to understand essential features of inves-
tigation and not ‘dumb the subject down’.  
If an accident occurs leading to injury; if a 
case of work-related ill health is diagnosed; 
or if incidents – including unsafe acts and 
conditions – occur in the workplace, busi-
nesses need competent, well resourced and 
well rehearsed processes for responding. In 
practice there’s no time for a dress rehearsal! 

The new HSG65 (Managing for health  
and safety) seems to accept that capability  
to investigate and learn from accidents is 
absolutely essential and it highlights the 
value of learning from significant near 
misses. It says, for example, “Findings from 
your investigations can form the basis of 
action to prevent the accident or incident 
from happening again and to improving 
your overall risk management. This will also 
point to areas of your risk assessments that 
need to be reviewed.” 

Good advice, especially since the last piece 
of HSE contract research into the state of 
accident investigation in the UK (see www.
hse.gov.uk/research/crr_pdf/2001/
crr01344.pdf) revealed that most accidents 
and incidents at work are not investigated 
at all and where they are, the approach 
adopted is often very superficial, often 
blaming the victim rather than looking for 
underlying conditional factors and missed 
opportunities for improvement. 

Although more research is needed to 

update these findings, it seems fair to 
assume that most accidents and incidents 
are still not being investigated in sufficient 
depth and with sufficient rigour to enable 
businesses to learn lessons, not only to 
prevent recurrence but to address underlying 
weaknesses in management processes. 

Accidents are rarely simple and even the 
most commonplace can be intellectually 
quite challenging. Necessary and sufficient 
conditional factors have to combine in order 
for accidental (unintended, adverse) events 
to initiate and to overcome preventive or 
protective barriers. Understanding the  
nature and role of error, both individual and  
organisational, in accidents can be incredibly  
challenging but in practice is usually very 
weak due to pressure to oversimplify. 

Common failings in investigation can include: 
incomplete evidence collection, usually due 
to poor skill (particularly in interviewing); the 
uncritical application of biases and stop rules 
(only looking for evidence to confirm a pre-
conception and stopping the investigation 
too soon); and insufficient (or incompetent) 
use of structured methods to integrate evi-
dence in order to generate and test hypoth-
eses so as to reach sound conclusions.

In the aftermath of an accident, particularly  
one leading to serious consequences, open 
and objective investigation of accidents is 
often hampered, not only by lack of clear 
procedures and necessary competence but 
by perceived threats of civil and criminal 
liability and disciplinary action, if not by  
psychological trauma and personal regret. 
Inevitably, because investigation tends to 
reveal fault, the first reaction of many busi-
nesses is to fear that the threads of truth 
about prevention failure that emerge from 
such an endeavour will be woven into a rope 
to be placed around the corporate neck, if 
not by enforcers then by injured parties in 
subsequent civil litigation. Operating effec-
tively in such an atmosphere therefore does 
demand maturity and skill.

Despite HSE’s advice about the case for 
open, team-based investigation, lawyers  
acting for dutyholders are often keen to 
restrict flows of information from investiga-
tions by seeking ‘legal privilege’ for inspec-
tion reports (or parts of them). (There are 
also restrictions in health and safety law 
surrounding what safety representatives  
may be allowed to see.) 

On the other hand, more and more H&S 
‘higher performers’ are genuinely interested 
in enhancing safety learning from adverse 
events. It is precisely for this reason that safety 
learning opportunities are often greatest 
when accidental events have not resulted in 

injury, since generally speaking they are likely 
to be litigation free – although for the most 
part these opportunities are not grasped. 

Over many years now, RoSPA has sought 
to highlight the need for good investigation 
practice, eg. through its awards, its guidance  
on ‘operational readiness to investigate’ 
(produced jointly with the Noordwijk Risk 
Initiative see www.nri.eu.com/WP1.pdf), 
in articles, in its training programmes etc.

And we continue to argue for the revival 
of a vigorous culture of investigation as a 
fundamental element in effective health and 
safety risks management, while also seeking 
ways of avoiding both legal barriers and 
unnecessary bureaucracy. 

We also believe that, in practice, it ought 
to be possible to create greater alignment of 
effect between HSE’s work following acci-
dents and associated dutyholder investiga-
tion effort. 

Historically, investigation has been the 
bedrock upon which HSE’s (and previously 
HM Factory Inspectorate’s) pre-eminence 
was built (‘investigation precedes preven-
tion’!). But despite all its excellent work, it 
is doubtless the case that, more than ever 
before, HSE is hard-pressed to allocate its 
scarce resources in following up accidents, 
incidents and cases of occupational ill health 
that are reported to it. 

HSE will always have to decide if action 
needs to be taken, be that advice, prohibition  
or improvement notices or prosecution – 
balancing a wide range of factors such as 
the need for immediate and longer term 
remediation of shortcomings as well as the 
wider public interest, including the public’s 
expectation that justice should be done. The 
over-riding imperative following accidents, 
however, should be that lessons are learned 
so that these can be implemented to prevent 
recurrence and to strengthen occupational 
health and safety risk management. Might it 
be an option, in appropriate cases, for HSE, 
instead of investigating themselves, to require 
independently supervised investigation by 
employers with a commitment to implement 
necessary changes and to copy HSE in? 

Might it not be time in fact to convene an 
accident investigation ‘summit’ involving key 
players to explore what steps can be taken 
to enhance learning from accidents and inci-
dents. Law and guidance are only part of the 
answer. Time for a re-think perhaps?

Ideas and suggestions on ways 
forward can be sent to me at: 

rbibbings@rospa.com 
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