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SAFETY CULTURE pillaR

Reporting and Investigating Incidents
When an employee is off  work due to a work-related illness or injury, this loss often 
aff ects the entire team. Although the direct costs of an injury are typically easier to cal-
culate, there are often many indirect costs that aff ect the organization as well. Co-work-
ers must disrupt their own work duties to fi ll the absence. Managers’ time is spent on 
incident paperwork, delays and the need to hire and train extra help. Property may be 
damaged and in need of replacement. In addition, the stress stemming from the inci-
dent can decrease employee morale and productivity. It is in everybody’s best interest 
to work to eliminate employee injuries. Encouraging incident, hazard and near-miss 
reporting and having a strong incident investigation process is one way to do this.

CHAPTER 5

/////////////////
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like they can participate in the process and not fear 
retaliation. If employees fear reprisal or believe the 
investigation is about assigning blame, it can neg-
atively affect the safety culture of an organization 
by making employees distrust the process and limit 
future engagement (e.g., not reporting incidents, 
witnesses not cooperating in investigations).

To ensure that an organization has a strong incident 
investigation process, consideration should be given 
to implementing the following best practices.

PRIOR TO INJURIES
• Supervisors, human resources staff and safety 

coordinators should be trained on how to con-
duct incident investigations. This includes uti-
lizing the proper forms and/or documentation, 
applying root cause analysis, and understanding 
the importance of focusing on facts rather than 
assigning blame and guilt (see “Incident Root 
Cause Analysis” on page 26).

• Create a written plan that supervisors (or those 
responsible for the investigations) can under-
stand and follow.

• Train employees during orientation about expec-
tations for their participation and responsibili-
ties in regard to the investigation process.

• Prepare an investigation kit including some of 
the following:
 Note paper or report template

 Pens or pencils

 High-visibility caution tape

 Tape measure

 Forms or checklists

 Camera

 Ruler for scale in photographs

 Gloves or other personal protective 
equipment

 Flashlight and spare batteries 

AFTER THE INJURY
The immediate priority is to ensure that 
the injured employee receives needed care 
and the area is safe to begin an investi-
gation. Investigations are typically led by 
the supervisor of the affected employee 
with others included as necessary, which 

INCIDENT INVESTIGATION
Incidents resulting in an injury are required to be 
investigated by Minnesota state statute in the a 
workplace accident and injury reduction (AWAIR) 
program. Beyond complying with the law, a well-
coordinated and timely incident investigation process 
can reduce the negative consequences from a work 
injury and promote a more positive safety culture. 

INVESTIGATION: MORE THAN A 
CLAIM REPORT
It is worth remembering that an investigation is 

more than reporting an injury or incident for 
workers’ compensation. Investigations focus on 

preventing future incidents by addressing the 
hazards that caused the incident. Organi-

zations that conduct thorough investiga-
tions and correct the underlying causes 

demonstrate care for the well-being of 
employees and a commitment to health 

and wellness. This commitment goes a 
long way toward boosting employee 
morale, advancing safety culture 
and improving the work atmo-

sphere in general. 

All incident investigations must 
examine the facts and not pre-

sume guilt or assign blame. 
Employees should feel 

coordina
duct inci
lizing th
applying
the impo
assignin
Cause A

• Create a
responsi
stand an

• Train em
tations f
ties in re

• Prepare 
the follo
 Note

 Pens

 High

AF
Th
th
an
ga
th
wi

p g j y
workers’ compensation. Investigations focus on 

preventing future incidents by addressing the 
hazards that caused the incident. Organi-

zations that conduct thorough investiga-
tions and correct the underlying causes 

demonstrate care for the well-being of 
employees and a commitment to health 

and wellness. This commitment goes a 
long way toward boosting employee 
morale, advancing safety culture 
and improving the work atmo-

sphere in general. 

All incident investigations must 
examine the facts and not pre-

sume guilt or assign blame.
Employees should feel 



Safety Culture   23

may include designated safety coordinators, risk managers and 
human resources staff.

Gather Information

• Identify and interview witnesses promptly. Memories fade 
over time.

• Security camera footage can be a good source of information. 
These recordings are often only saved for a limited period, so 
check for footage and save it early in the investigation process.

Analyze Information

• Identify direct, contributing and root causes of the incident.
 Direct causes could be as simple as a fall, a burn or con-

tact with a machine and are typically easy to identify.

 Contributing causes could involve not wearing personal 
protective equipment, such as eye protection or gloves; 
rushing; fatigue; working without training; or not report-
ing unsafe conditions.

 Root causes go a step further and attempt to identify 
reasons for the contributing causes. Root causes tend 
to focus on the organization rather than the individual. 
Some common examples are the lack of a hazard report-
ing process, poor fi tting or inadequate personal protective 
equipment, poor training practices and lack of oversight.

• Examine past incidents to determine if similar events have 
occurred before and if previous corrective actions may have 
been ineffective or need revision.

Identify Corrective Actions

• Once the causes of an incident have been identifi ed, correc-
tive actions should be implemented to help prevent reoccur-
rence and address the root causes. Investigators should seek 
assistance from knowledgeable employees to develop solu-
tions that work for everyone.

• Assign corrective actions to appropriate individuals to ensure 
that the items are completed. This may require multiple peo-
ple depending on the identifi ed causes.

Review, Follow Through, Report

• Have procedures in place to review corrective actions and 
revise if necessary.

• Create an incident investigation report. This should then be 
shared with the safety committee for additional feedback and 
potentially improved oversight of corrective actions.

INCIDENT REPORTING
Organizations should expect employees promptly to report inju-
ries; however, the same is not always as clear for near misses. A 

The 3 R’s of Hazard 
Identification and 
Correction
Recognize, remedy and report are 
the three R’s of hazard identifi ca-
tion and correction.

1. Recognize: Identify hazards as they 

appear.

2.  Remedy: Once identifi ed, individuals 

can then remedy the hazard, as most are 

relatively minor. An example of a minor 

hazard could be a tool on the ground or 

cord in a walkway that could easily be 

put away. 

3.  Report: If a hazard does not have a 

simple remedy or if the employee is un-

comfortable with addressing the hazard, 

the employee should report the hazard 

for corrective action. Minor corrective 

actions can also be reported to inform 

others of the issue and to make sure the 

hazard does not reoccur. 
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near miss refers to an incident without an injury. 
Often the difference between an incident resulting 
in injury or illness and a near miss is one of chance. 

The underlying safety hazards that cause inju-
ries also cause near misses. Employees should be 
encouraged to report workplace hazards and near 
misses without shame or fear of reprisal. A timely 
investigation should follow the report to eliminate 
those hazards and prevent fu-
ture injury.

REPORTING VS. 
INVESTIGATING
Reporting and investigating are 
related but different. Reporting 
refers to alerting those within 
an organization to the near miss, 
hazard or incident. The report can then trigger an 
investigation. The investigation looks to fi nd the 
underlying (or root) cause of the near miss, hazard 
or incident and then correct it to prevent an injury 
(or another injury) from occurring later. 

By encouraging reporting and taking steps to 
investigate near misses and incidents, an organiza-
tion helps prevent future injuries and can foster a 
positive safety culture. When employees are ex-
pected to report safety issues and the organization 
commits to addressing those hazards, employees 
understand that their observations and interven-

tion can have a positive effect in the workplace for 
themselves and others. 

Reporting and investigating near misses and inci-
dents demonstrate that an organization cares about 
safety and is willing to do something about it. The 
reporting and addressing of hazards also communi-
cates to employees the willingness of an organiza-
tion to go beyond compliance to address some of the 

underlying safety concerns. 

To report and investigate hazards 
and near misses effectively, an 
organization should employ the 
following best practices:

• Create a procedure for 
employees to forward identi-
fi ed safety hazards and near 
misses to appropriate parties 
within the organization.

• Include multiple options for reporting. Verbally 
reporting hazards and near misses to super-
visors or those nearby exposed to the hazard 
should be encouraged. Putting a link or page on 
the intranet or a form for people to complete is 
another option. Means to provide anonymous 
suggestions about workplace safety can also be 
benefi cial, particularly if the safety hazard is the 
result of the actions or inactions of a co-worker. 
Whichever means are used, employees should be 
made aware of procedures for reporting hazards 
and near misses.

“  Incident investigations are an 

important component of every 

organization’s safety program. 

When done well, they can 

contribute to a more positive 

safety culture.  ”

Accident Triangle
Reporting and addressing near misses can pro-
actively reduce injuries within an organization. 
According to the accident triangle developed by 
researchers Herbert Heinrich and later updated 
and expanded by Frank Bird, many serious 
injuries are often preceded by numerous 
near misses or minor accidents. 

Heinrich found that for every major 
injury, there were about 29 minor 
injuries and more than 300 near 
misses. Bird refi ned this later: 
for every one death, there are 
10 serious injuries, 30 minor 
accidents and 600 near 

misses. Although the ratios were developed in the 
1930s by Heinrich and in the 1960s by Bird and 

may have changed, the underlying concept still 
applies. For every serious injury, there are often 

many warning signs that went unreported 
and/or uncorrected. 

Addressing near misses and focusing at 
the bottom of the triangle rather than 

the top, can help correct hazards 
and prevent serious injuries from 

occurring. Therefore, reports and 
investigations should be made 

of near misses in addition to 
injuries and illnesses.

600 NEAR MISSES

30 MINOR ACCIDENTS

10 SERIOUS 
INJURIES

1
DEATH
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   RESOURCES

• Incident Investigation sample form available at MCIT.org/

reporting-mcit/

• “Accident and Near Miss Investigations” video tutorial 

available at MCIT.org/tutorials/

• “Reporting Employee Accidents and Near Misses” video 

tutorial: MCIT.org/tutorials/

• Training conducted by MCIT loss control consultants. Mem-

bers should contact their consultant at 1.866.547.6516.

• Ensure forms or other reporting tools are easy 
to complete and fi nd. If the process to submit 
a hazard or near miss is too diffi cult, it is less 
likely someone will take the time to do it.

• Make a good effort to be timely in responses. 
Unless the report is sent anonymously, a reply 
regarding the status of the hazard in question 
should be provided to the contributing employee 
as soon as practical. This reinforces the impor-
tance of the reporting process and encourages 
further communication. The employee may also 
have some suggestions for corrective actions. If 
the hazards are reported anonymously, consider 
announcing improvements to the group or make 
the effort to let people know that corrections 
have been implemented.

• Train employees about common safety hazards 
of their work area. Some hazards may not be 
obvious. If an employee is unable to identify a 
hazard, it will likely not be reported. Training 
should also include the expectations for report-
ing and how to do it. See “The 3 R’s of Hazard 
Identifi cation and Correction” on page 23 for 
more information. 

GOING FURTHER
Incident investigations are an important compo-
nent of every organization’s safety program. When 
done well, they can contribute to a more positive 
safety culture. 

Minnesota statutes require that employers with 25 
or more employees have a written AWAIR program 
in place. The incident investigation process should 
be spelled out in this document, as well as the re-
sponsibilities of employees, supervisors, the safety 
committee, etc. regarding the investigation. As 

noted previously, members should involve the safety 
committee in the process. 

Hazard, near miss and incident investigation reports 
generate data that can be used to spot trends and 
plan future safety initiatives or employee training 
discussions (Quick Takes on Safety or toolbox talks). 
Repeated similar incidents can signal the need for 
reviewing and updating corrective actions to ensure 
that they are effective at preventing injuries.

Forms or checklists are often used to gather infor-
mation for the report and follow-up investigation. 
Additional forms or checklists may be used to track 
the status of corrective actions. 

As is done in the case of injuries, near-miss investi-
gations should be reviewed by the safety committee 
along with suggested action items. The safety com-
mittee can hold people accountable for completing 
the corrective actions, and the committee can help 
refi ne the reporting process to make it as easy and 
effective as possible. 

https://www.mcit.org/reporting-mcit/
https://www.mcit.org/tutorials/
https://www.mcit.org/tutorials/
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Did not conduct a formal 
PPE assessment.

Lack of communication 
between employees and 

supervisors.

Incident Root Cause Analysis
Determining the root cause(s) of an incident takes 

more than just a cursory review of the situation. Of-

ten what is readily observed is the direct cause (e.g., 

a burn caused by hot tar) or the indirect or contrib-

uting cause(s) (e.g., not wearing proper gloves). 

However, there are typically underlying causes at 

play (e.g., gloves not available, gloves not comfort-

able, employee complacency because he or she had 

not been injured before when not wearing gloves). 

Each of the underlying causes should be examined 

to determine if they are indeed a root cause or if 

something more systemic is the cause (e.g., lack of 

training, ignoring employees’ misuse of personal 

protective equipment, employee is uncomfortable 

communicating problem about gloves). 

Incidents are like a dandelion: If the root is not fully 

removed, it grows back. Likewise if an incident inves-

tigation does not dig deeply enough to fi nd and rem-

edy root causes, a similar incident may occur later. 

Conducting a Root Cause Analysis

Members can employ a number of strategies to de-

termine root causes of an incident. One of the sim-

plest methods is called the fi ve whys. Quite literally, 

investigators ask the question “Why did the incident 

happen?” Then ask “why” for the answer until “why” 

has been asked fi ve times. Often, a glimpse of the 

root cause can be determined before getting to the 

fi fth “why.”

After the fi fth “why,” other questions can be asked to 

fl esh out what can be done to remedy the situation.

Root Cause Flow Chart

Often an incident is more complex than what the 

fi ve whys can fully discover, and the use of a fl ow 

chart may help to determine root cause(s). Each ar-

row in the fl ow chart is similar to asking the question 

“why?” However, this strategy has the opportunity to 

explore multiple root causes and how they interact. 

Example Root Cause Flow Chart

Employee has been doing 
this for a while and not 

been hurt (complacency).

Only one size of gloves 
available.

Employee did not bring 
this up to supervisor.

No checklist used to 
document job task training.

Gloves are too small and 
uncomfortable.

Training skipped during 
onboarding process.

Employee was not 
trained.

Employee was not wearing required gloves for job.

INCIDENT: Employee is burned by hot tar.
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