ACCIDENT INVESTIGATION ROOT CAUSE ANALYSIS
An accident may be defined as an unplanned event in a series of events or an uncontrolled act, which can result in

(a) 
a near miss, with no damage or injury

(b)
damage to plant or equipment and no personal injury

(c)
injury to a person

BASIC CAUSE OF ACCIDENTS

The majority of accidents are caused by human behaviour.  Very seldom is an accident due to an unforeseeable happening.
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Human Behaviour

Negligence, tiredness, illness, incompetence, stress etc

Unsafe Environment
Unguarded machines, fumes, bad housekeeping, bad layout etc.  All human behaviour, eg bad planning or design, management and supervision etc.

Natural Phenomenon
Earthquake, flood etc.

Any accident investigation must take account of all the circumstances and not just the event that caused an injury or damage.  Investigations of ‘near misses', or incidents where no injury or damage occurred are also required.  (A few seconds sooner or later, or an inch one way or the other may have led to a totally different outcome.)

The objective of the investigation is to learn from the incident and prevent a re-occurrence which could have the potential to cause greater damage or injury – NOT TO APPORTION BLAME.

The Reporting of Injuries Diseases and Dangerous Occurrences Regulations 1995 RIDDOR, requires that certain accidents are investigated and a report forwarded to the enforcing authority.  If an accident falls within the definitions of RIDDOR or the results of the accident are as listed then a report on Form F2508 must be completed and sent to:
(a)
The Enforcing Authority for the location where the accident occurred, or the employee is based.

(b)
A copy to Head Office and Crown House.

NB
The F2508 sent to the Enforcing Authority should be received by them within 10 days of the incident (or immediately in the case of a fatality).

Depending upon the severity of the incident or the circumstances surrounding the occurrence the Enforcing Authority may visit the site to investigate the incident.  An inspector has a defined statutory power to enter a site and carry out an investigation (see the Health & Safety at Work Act 1974 Section 20) therefore full co-operation should be extended to any reasonable request from the inspector.  During the investigation an inspector will take into consideration all aspects of safety and will expect an internal investigation to have been carried out with the cause defined, remedial actions identified and or carried out to prevent a re-occurrence.  An inspector will be looking for evidence of training (ie records), safe systems of work, maintenance records, documented procedures and attempting to gain an impression of attitudes and cultures portrayed on site.
THE CAUSE

The cause of an accident may be defined as the situation that led to an event with a result.
Causes may be broken down into either direct or indirect and both should be considered with remedial actions in mind.

Direct Causes

(a)
unsafe acts or omissions




(b)
unsafe conditions

Indirect Causes
(a)
lack of training




(b)
lack of maintenance




(c)
failure in safety management

Examples of unsafe acts are given below (not exhaustive).

(a)
operating or working at unsafe speeds

(b)
rendering safety devices inoperative

(c)
using unsafe equipment or using it in an unsafe manner

(d)
using unsafe methods of work ie loading, carrying, mixing

(e)
adopting unsafe methods or postures

(f)
working on moving or dangerous equipment

(g)
horseplay

(h)
failure to wear safe clothing or personal protective equipment

(i)
lack of concentration, fatigue or ill health

Examples of unsafe conditions may include (not exhaustive)

(a)
unguarded machinery or absence of required guards

(b)
inadequate guarding, guards of inadequate height, strength, size etc

(c)
defective, rough, sharp, slipper, decayed, cracked surfaces

(d)
poorly designed machine tools (unsafe)

(e)
unsafe arrangements, poor housekeeping, congestion, blocked exits

(f)
inadequate lighting, glare, reflections

(g)
inadequate ventilation, contaminated air
(h)
unsafe clothing, no boots, gloves or masks etc

(i)
unsafe process, mechanical, electrical, chemical

(j)
hot, humid, cold or noisy environment

Training is an important factor in accident prevention therefore the training of personnel and their competence should be considered when carrying out an investigation.

Safe procedures and systems of work should be considered and if they were being followed, ie had risk assessments been carried out, were permit to work systems implemented, was management supervision applied.

THE RESULT

All accidents are different and produce different results, which may be anything from no damage and no injury to a fatality; it is only providence that separates the two.

The investigation should not only consider the actual result but also the potential result.  Each situation or event should always be questioned WHY to determine its cause.

Considerations within an investigation should include:

(a)
Was the activity subject to any risk assessment

(b)
Were safe working practices or procedures available and if so in place and being 

adhered to

(c)
Was there a breach of a safe working practice

(d)
Was the safe working practice adequate

(e)
Was human behaviour a contributory factor

(f)
Was the lack of personal protective equipment a contributory factor

(g)
Were all guards and protective devices in place

(h)
Was there adequate management supervision

When the considerations have been made and the investigation is complete, this should have identified the cause from which any remedial action necessary should be implemented as soon as practicable, where the cause is unsafe machinery this should not be operated until the remedial actions are complete.

Remedial actions may take the form of:

(a)
alterations to plant or equipment

(b)
revisions and re-assessments of risk assessments

(c)
introduction of safe working practices

(d)
training or refresher training

(e)
increased safety awareness by employees – Toolbox Talks

Root Cause Analysis
Page 1 of 1

