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Today’s presentation is an overview of the                      
Investigating Workplace Incidents                           

full-day course.  

Please consider attending the full-day 
session for this and other courses by 

registering on-line at 
www.safemanitoba.com  

http://www.safemanitoba.com/


Roles  

Workplace Safety & Health Branch 



Why is Safety Important? 
 The Size of the Problem 

Worldwide 
• Annual work related deaths > 2.3 million 
• Acute 350,000 
• Occupational disease 2 million 
Canada 2014 
• 239,643 accepted time loss injuries 
• 919 workplace fatalities 
Manitoba 2015 
• Manitoba – 28,969 accepted injuries 
• 24 fatalities (9 acute 15 occupational disease) 

 
 

 





The Three Pillars of Safety 
 



 
WORKPLACE SAFETY AND HEALTH 

LEGISLATION 



Legislation 

Document Examples Purpose Legally 
Binding 

Legislation The Workplace Safety and 
Health Act W210 

Canada Labour Code Part II 

Criminal Code of Canada 

Employment Standards Act 

Broad 
overarching 
laws 

Yes 



Regulations 

 

 

Document Examples Purpose Legally 
Binding 

Regulations Workplace Safety and Health 

Regulation 

Canada Labour Code 
Regulations 

More practical 
explanations 
of how the laws 
are applied in 
real life 

Yes 





Sec 2(2)(e)  of the WSH Act provides every worker, 
including supervisors and managers with four basic 
rights: 

1. Right to Know 

2. Right to Participate 

3. Right to Refuse Dangerous Work 

4. Right for Protection from Discriminatory Action 

 



Elements of a Safety and 
Health Program  



INVESTIGATION CONCEPTS 



Investigations 

Studies have shown that for every serious accident, there are about 

600 incidents with no visible injury or damage. These incidents 

provide us with an opportunity to take corrective action and prevent 

accidents from happening.   

 

 
 

 
 

What does this diagram mean to you and your 
workplace? 



Incident Investigation 

An incident investigation can be defined as the 
analysis and account of an incident based on 
information gathered by a thorough 
examination of all factors involved.  



Why Investigate? 
• Find out what happened (root cause) to prevent 

similar incidents from occurring in the future 

• Fulfill legal requirements  

• Ensure due diligence  

• Demonstrate workplace commitment to preventing 
workplace incidents which in turn improves morale 
and increases productivity 

• Reduce costs associated with workplace incidents by 
preventing recurrences 

 



Accidents, Incidents and Near Misses 

• Historically the term accident was used when 
referring to an unplanned, unwanted event. 

• The definition is similar to incident, but 
supports the mindset that it could not have 
been prevented. 



• An incident is an unplanned, undesired event 
that hinders completion of a task and may 
cause injury, illness, or property damage or 
some combination of all three in varying 
degrees from minor to catastrophic.  

• Though unplanned and undesired, incidents 
can still be prepared for by crisis preparation  

 



• A near miss is an unplanned event that did 
not result in injury, illness, or damage - but 
had the potential to do so, if given a different 
set of circumstances.  



Reporting 

• Often what triggers an investigation 

• Way to communicate where injuries are 
occurring and where there is risk 



Workplace Reporting 

• Helps meet legal requirements 

• Has financial benefits 

• Provides information about where 
improvements are required 



Reporting to WCB 

• When the incident or conditions result in: 

– lost time from work  

– medical treatment 

– situations where the worker has been exposed to 
a harmful substance 

 



Reporting to                                    
Workplace Safety and Health 

• If an incident meets WSH’s definition of 
serious incident the employer is legally 
obligated to report the incident to WSH by the 
fastest means of communication possible.  

• (Section 2.6 = page 94 of the Act/Regulation) 



Group Discussion 
 

1. What are some of the reasons 
workplace incidents are not 
reported?  

2. How do/would you ensure that they 
are reported? 



What to Investigate &                      
Who does the Investigation 

1. Investigation of worker safety and health concerns 
(Supervisor/Committee members) Section 40(10)(b)  

2. Investigation of serious incidents                                                    
(Co-chairs and/or designates) Part 2.9 (1)  

3. Investigation of incidents and dangerous occurrences 
(Co-chairs and/or designates) Part 2.9(1) 

4. Investigation of right to refuse incidents 
(Supervisor/Committee members) Section 43(3) 

5. Investigation of violent incidents or threats                          
(Employer as per Part 11 – maybe co-chairs as per Part 2.9(2) 

6. Investigation into workplace harassment                           
(Employer as per Part 10. ) 



Investigation of serious incidents 
 



Investigation of Incidents and 
Dangerous Occurrences  

Regulation 2.9(1) states: 

• An employer must ensure that each of the following is 
investigated as soon as reasonably practicable after it 
occurs: 

a) A serious incident ( Defined in Part 2.6) 

b) An accident or other dangerous occurrence 

i. That injures a person, and  results in the person 
requiring medical treatment, or 

ii. That had the potential to cause a serious 
incident 

 



Investigation of right to refuse  



Investigation of violent incidents 
or threats 

• Regulation 11.6 As soon as reasonably practicable 
after an incident of violence to a worker, the 
employer must 

a) investigate the incident; and  

b) implement any control measure that is identified as 
a result of the investigation that will eliminate or 
control the risk of violence to a worker.                                       

         (Investigations in schools which involve students                                      
has a separately defined process prescribed by WSH) 

 



Investigation into workplace 
harassment 

• Harassment policies are a legal requirement in 
workplaces 

• They must explain: 
– How to make a harassment complaint 

– How a harassment complaint will be investigated  

– How the complainant and alleged harasser will be 
informed of the results of the investigation. 

• Confidentiality is key when investigating 
incidents of harassment! 

 



Group Discussion 
 

1. Ted is asked by his supervisor to use a broken 
ladder and tells him he doesn’t want to do it 
because he feels it is dangerous. 

2. Judy has fallen off the loading dock and is lying 
unconscious. 

3. While arguing with Jim, his co-worker Charles,  
punches Jim in the face. 

4. Sandra asks her supervisor to schedule an 
ergonomic assessment of her workstation. 



 
SECTION 4: INCIDENT 

CAUSATION 



3 types of causes: 

1. Direct Cause: What was the direct cause of the 
incident? Direct causes are usually symptoms of 
the root cause.  

2. Indirect Cause:  What were the latent or hidden 
causes that led to the incident?  

3. Root Cause: What is the fundamental reason for 
an event? Root causes are not always 
immediately evident.  



Group discussion 
 

Investigations do not always 
address the root cause.  

What are some reasons why this 
occurs? 



Top 5 Causation Myths 



Number 
1: 

Lacking 
Common 

Sense 



Number 2: Accident Prone 



Number 3: Careless 



Number 4: Unlucky 



Number 5: Inevitable 



Incident Causation Models 

1. Simple causation model (* We will be focusing 
on this model for today’s exercises!) 

2. 5 Why’s  

3. Swiss Cheese Model 

 

 



1. Simple Causation Model 

• Task 

• Material 

• Environment 

• Personnel 

• Management  

 
              



Task 
• The actual work procedure being used at the 

time of the incident is explored. Investigators 
will look for answers to questions such as: 
– Is there a safe work procedure?  

– Appropriate tools and materials? 

– Lockout? Zero energy? 

– Were safety devices working? 

– Had conditions change to make normal procedure 
unsafe? 

 



Material/Equipment 
• Review the design of machinery, tools, 

equipment and how they are used. Machine 
guarding, e-stops, lockout, pinch points,, body 
position of workers, repetitive work. 
– Equipment failure?  

• Due to poor design? 

– Hazardous substances involved?  
• Raw material sub-standard? 

– Was PPE used? 
– Should PPE have been used? 
 



Environment 
• Were the weather conditions a factor? 

• Was bad housekeeping an issue? 

• Was it too hot or too cold? 

• How noisy was it at the time of the incident? 

• Was there adequate lighting? 

• Were toxic/hazardous gases, dust or fumes 
present? 



Personnel 
• Was the worker experienced with the task? 

• Was the worker trained to perform the task? 

• Can they physically perform the task safely? 

• What was the status of the worker’s health at the 
time of the incident?  
– Were they tired? 

– Time of day of the incident?   

– Number of hours worked? 

– Under stress (worker & personal)  



Management 
• Were safety rules communicated and understood? 

• Was orientation provided and written procedures 
available? 
– Are Safe Work Procedures enforced? 

– Is there adequate supervision?  

– Are worker adequately trained to be competent? 

– Were hazards identified? 

– Are the procedures developed to control the hazards? 

– Are unsafe conditions corrected once they spotted? 

– Is there regular maintenance of the equipment? 

– Are regular safety inspections being performed?   



2. “5 Why” Method 

• Question asking method that is used to 
understand the relationship between causes 
and consequence  

• Method prescribes that five iterations of 
asking why is generally sufficient to determine 
the root cause 

 



3. Swiss Cheese Model  

• Incidents involving complex systems are often the 
result of multiple contributing factors 

• When all the holes line up an incident or serious 
incident occurs 

 
           



Swiss Cheese Model (cont’d) 

• Contributing factors could include: 
– Organizational influences – poor safety culture and lack of 

safety management system 

– Supervisory oversight 

– Construction or design flaws 

– Work process errors  

– Worker observation and underreporting of concerns  

 



SECTION 5: CONDUCTING AN 
INVESTIGATION 



Preparation  

• The better the preparation, the better the 
investigation 

• Resources should be available 

– Policy 

– Procedures 

– Investigation kit 

– Investigators 

– Training for investigators 



Policy 

• Should include: 

– Commitment  

– Objectives  

– Timelines  

– Types of incidents  

– Resources  

– Designation of a media spokesperson 



Procedures 

• Should include procedures for: 
– Designation to the investigation team 

– Types of incidents are investigated 

– Where the investigators can work  

– Containment of the scene 

– Lockout  

– Completing and submitting the report 

– Compiling and maintaining the investigations kit 

– External and internal notifications  

– Exposure to blood and bodily fluids 

– Preparing the investigation report, implementing corrective action      
and follow-up 

– Communicating the report  

 



Investigation Kit 
• Kit should include: 

– Photographic equipment with flash and batteries 

– Caution or "do not enter" tape 

– Pens, pencils and paper 

– Measuring tape 

– Evidence bags, containers and labels 

– Gloves (Exposure to Human Blood and Bodily Fluids – Bulletin # 161)  

– Copy of the Workplace Safety and Health Act and 
Regulations  

 



• Kit should include (cont’d): 

– Investigation report form 

– Witness statement forms 

– Flashlight and batteries 

– Clipboard 

– Personal protective equipment (PPE) 

– Copy of the company's investigation 
procedures and emergency contact 
phone numbers 

– Any other items specific to the 
workplace (e.g., access cards, keys, 
codes, etc.) 

 



Investigators 
• Never make assumptions 

• Avoid jumping to conclusions 

• Have an unbiased attitude toward the investigation 

• Your experience can help or hinder you 

• Ask a lot of questions 

• Behave professionally 

• The role of the investigator is FACT finding,              
not FAULT finding! 

 

 

 

 



Training for Investigators 

• Team should be trained in: 
– Information gathering 

– Interviewing  

– Sample collection 

– Information analysis 

– Identifying direct, indirect and root causes 

– Developing recommendations 

– Report writing 

– Expectations of the investigation according to the organization's policy 
and procedures 

– Familiarity with work processes, design, personnel, practices and 
procedures 

– Knowledge of workplace safety legislation, standards, codes of 
practice, manufacturer's specifications, etc. 

 

 





Step 1 - Visit the Scene  

• Immediate response will improve likelihood of a 
successful investigation 

• Steps: 
– Assess the scene 
– Care for the injured 
– Secure the area 
– Contact the appropriate people 
                                                                                                          

  



Step 2 - Gather Physical      
            Evidence   

• Physical evidence can be subject to rapid 
change, destruction or disappearance 

– For this reason it should be the first to be 
recorded 

 

 



Gather Physical Evidence 
(cont’d) 

• Methods to gather physical evidence: 

– Notetaking 

– Sketch the scene and take measurements 

– Photographs and video recordings 

• Return the scene to normal 

 



Step 3 – Interviews 

• Interview injured person (if possible) and all 
witnesses separately as soon as possible 

• Put witnesses at ease and reassure them 

• Ask witnesses to relate the story in 
chronological order 

• Take notes 

• Ask questions 

• Review your notes with the witnesses 



Who to Interview 

• Injured worker (if possible) 

• Eye witnesses 

• First on scene 

• Co-workers 

• Supervisor 

• Safety coordinator  



Interview Techniques 
• Categorize witnesses 

• Consider the emotional state of the witnesses 

• Ask the six basic questions: 

1. What? 

2. Where? 

3. When? 

4. Who? 

5. Why? 

6. How? 



Do 
• Find a private location to hold interviews and interview one 

person at a time 

• Reassure the witness on the intent of the investigation  

• Ask the person to give you a chronological explanation of 
what happened from their perspective 

• Ask open-ended questions (e.g., tell me about...)  

• Ask closed questions when you want specific answers – yes or 
no or a specific detail 

• Confirm that you have their statement correct 

• Make concise notes during the interview 

• Provide your contact information to the witness  

• Thank the person for their participation 

 



Don’t 
• Interrupt the witness 

• Ask leading questions or prompt the witness 

• Intimidate the witness (Watch your tone and body 
language) 

• Show too much emotion  

• Make lengthy notes while the witness is talking 

• Assume that changes in their details mean that they 
are lying 

• Assume that any type of body language means that 
they are lying 

 



Step 4 – Evaluate Evidence 
 

Identify the Direct and Indirect causes of the incident. 

• Tips: 

– Be objective  

– Be chronological  

– Consider all contributing factors 

– Consider what evidence is direct, circumstantial, or hearsay 

– Do not draw conclusions 

– Determine a cause 

– Check background information                           



• Common errors: 

– Believing carelessness is a cause of incidents 

– Assuming contradictory evidence indicates 
falsehood 

– Conducting interviews as if in a courtroom 

– Looking for only one basic cause 

– Forgetting about the personal feelings of others 

– Failing to keep information confidential 

 



Step 5 - Recommend 
Corrective Action 

• Use specific language  

• Use the hierarchy of controls 

• Assign a date and person responsible for 
implementing corrective action 

 

 





Step 6- Write the Report 
• Tips: 

– Include a brief outline of events  

– Describe the events in chronological order 

– Be specific  

– Attach diagrams, photos, manufacturer's 
specifications etc.  

– Address the underlying causes of the incident 

– Recommendations should address all contributing 
factors                   

 



The Report (cont’d) 

• The report should be discussed at the next 
safety and health committee meeting 

• The employer has a duty to respond to the 
recommendation in the report in 30 days and 
advise the committee in writing of the 
remedial actions to be taken 



Step 7 - Follow-Up                           

• Delegate the recommendations  

• Establish a system of follow- up  

• Communicate the results of the investigation 

• Ensure that copies of the investigation were sent to 
Workplace Safety and Health as required 

• Post or distribute the corrective action reports as 
required 

• Confirm that the action taken has resolved the 
problem 

 





SECTION 6: MEASUREMENT AND 
SAFETY CULTURE 



Leading vs. Lagging Indicators 

Leading indicators (proactive) measure factors 
that drive improvements in safety performance 

 



Lagging indicators (reactive) are the 
opposite of leading indicators and measure 
OSH outcomes that have already happened 

 



Group Discussion 
• Keeping in mind the definitions of leading and 

lagging indicators, where would you place 
these? 

Fatalities? 

Frequency of safety meetings? 

Injury costs? 

Number of injuries? 

Number of lost work days? 

Percentage of staff receiving safety training? 

Improvement or stop work orders?  

Size of safety budget? 

Which of these are used in your workplace?  



Safety Culture  



• Safety cultures consist of shared beliefs, 
practices and attitudes towards safety in an 
organization.  

 

• Who would you ask in the workplace if you 
wanted to get a snapshot of the safety and 
health culture in that workplace? 

 



Key Safety Culture 
Themes 

• Leadership 

• Supervisors 

• Communication 

• Worker involvement 

• Co-worker behaviour  

• Safety systems 

• Safety equipment 

• Training  



http://safemanitoba.com/ 

 

http://safemanitoba.com/


SAFE Work Training 

 

SAFE Committee Basics 

Supervisors and SAFE Work 

Prevention Basics 

Harassment and Violence Prevention 

Hazard Identification and Risk Control  

 Investigating Workplace Incidents 

Musculoskeletal Injury (MSI) Prevention  

 


