
 

 
June 2016 

 

Accident Investigation 
 

The smooth functioning of any business requires an integrated system of procedures and controls. Accidents and near 
misses represent a breakdown in this system and must be addressed at their root causes. 
 
Too often accidents are dismissed as unavoidable “flukes”- one-time occurrences that could never be anticipated and 
would never happen again. While the surface details of individual accidents may make them appear to be unrelated to 
one another, the underlying causes, such as the lack of proper procedures, inadequate training or poor maintenance 
procedures, can be common threads running through many different incidents. The recognition of such patterns 
provides the focus for future accident prevention efforts. 
 
Objectives 
Accident investigations are performed to identify the underlying system failures so that improvements can be 
implemented. Corrective action that is properly targeted at root causes can prevent many seemingly diverse accidents 
that would have stemmed from the same common source. 
 
Scope 
A formal investigation should be performed on each incident involving injury, vehicle or machinery accidents and 
property or material losses. Additionally, investigations should be made of any employee complaints of pain or 
discomfort on the job and of any “near-miss” incidents. Near misses are those close calls that do not result in injury, 
property damage or financial loss. Usually, only good luck distinguishes a near miss from an actual loss. 
 
Responsibilities 
As with the other elements of a safety program, responsibility for meaningful accident investigation comes from the top, 
with the serious commitment of senior management. Those individuals charged with the responsibility for performing 
investigations must have the clear authority to do so.  
 
A written management action plan should be developed to define the investigation process and to provide for advanced 
training of investigators. The plan should address any special needs for transportation and access to potential accident 
sites, any needed personal protective equipment and procedures for observing and recording any transient or 
perishable evidence (such as control settings and instrument readings, spilled materials, environmental conditions, etc.). 
 
The details of the chain of responsibility for accident investigation will vary with the size, structure and corporate culture 
of the organization. However, it usually begins with the first line supervisor or foreman in each department. The 
supervisor is in the unique position of possessing in-depth knowledge of the department, its operations and personnel.  



 
Also, it will be up to the supervisor to implement whatever corrective measures are ultimately identified. Typically, the 
supervisor will be charged with the responsibility of performing the initial stages of the investigation.  The supervisor will 
be asked to complete a written report that describes the details of the incident, identifies the causes and lists corrective 
action taken or proposed. 
 
The initial report should be reviewed by the safety coordinator and/or safety committee to determine the adequacy of 
the report and the appropriateness of the corrective action and then sent to upper management for tracking and 
recording. A follow-up investigation may be warranted when necessary details are missing or if the investigation seems 
to lack objectivity. 
 
Frequently a supervisor’s perspective, authority and resources will permit only a superficial quick-fix of the immediate 
problem. The organization must take the responsibility for developing and implementing more far-reaching controls, 
which may need to extend to other areas and departments. The review process should also be made to serve as an 
evaluation of the supervisor’s investigation skills and the need for additional supervisory training. 
 
Just as safety responsibility starts with top management, it also ends there. The information gained from the 
investigation process should be used to develop periodic analytical reports to keep management informed about 
accident causal trends, the corrective measures taken and those still needed. To ensure continued support, 
management must be kept aware of safety progress, as well as remaining problems. 
 
Procedures 
The first steps following any accident are to provide for any needed medical treatment and to secure the situation 
against further loss.  After these have been completed, the investigation should be undertaken as promptly as possible.  
It is important to conduct the investigation while the details are still fresh in the minds of witnesses and before physical 
evidence is disturbed by ongoing activities. 
 
In all discussions with the injured person and witnesses, the emphasis should be placed on discovering the facts, not on 
placing blame or responsibility.  Although employee error often contributes significantly to accidents, the goal of the 
investigation is to determine everything that can be done to prevent future incidents.  While it may be tempting to write 
an accident off to “employee carelessness”, this is a superficial explanation that only obscures the underlying cause and 
provides no useful insight into appropriate corrective action. 
 
During the field phase of the investigation, data to be documented should include, at a minimum: 
 

 Identification Information: name, title, and job description, the victim’s age, sex, experience, any special 
training or job qualifications. 
 

 Location: department, specific process or operation, work site or position, supervisor. 
 

 Environmental Conditions: date and time of accident, weather conditions, lighting. 
 

 Type of Injury or Damage: body part injured (i.e. foreign object in eye or laceration of arm).  In the case of 
equipment or material damage only, include the target of the damage (i.e. burned-out electrical transformer). 
 

 Type of Accident: such as fall from elevation, struck by or caught between. 
 

 Source of the Accident: such as scaffold, parts conveyor or machine power transmission. 
 

 Complete Description of the Accident: what happened during and immediately prior to the accident. 
 
Physical evidence may be preserved through the taking of photographs or video. Sketches or schematic diagrams may 
be useful. It may be appropriate to take bulk samples of unknown chemicals, or environmental samples of dusts or 
vapors (taking appropriate precautions against exposure). 



 
 
Analysis 
In the analysis phase, the documented facts are developed into conclusions regarding the cause(s). Unsafe conditions 
(such as inadequate lighting or inadequate ventilation), unsafe acts (failure to follow established procedures or disabling 
a guard or safety device) and other contributing factors (personal fatigue or haste) are identified and recorded. 
 
Incidents can be tabulated by type, department, location, day of the week, time of day, nature of injury or any other 
commonalties, in the search for trends or patterns. While each of these factors may suggest an opportunity for 
improvement, it is the identification of the underlying causes that will provide the most insight into the organizational 
shortcomings (and will suggest the improvements with the most far-reaching results). Some examples of underlying 
causes could include inadequate design, procedures, maintenance of facilities and training. 
 
Corrective Action 
Once the unsafe conditions, unsafe acts, contributing factors, and most importantly, the underlying causes have been 
identified, plans can be formulated to address them. Corrective actions that attack only the surface conditions will 
produce results that may be of limited value, and applicable only in a specific case. However, improvements that address 
the most fundamental organizational shortcomings will generally yield the most profound results. 
 
The accident investigation plan should include procedures for the organization to implement corrective action on their 
own authority or to submit recommendations to upper management for approval. The responsibility for the 
implementation of authorized improvements should be assigned to the appropriately empowered persons. Action plans 
should be specific, with measurable results.  Target dates should be set for completion. 
 
Follow Up 
The organization should track the completion of their corrective actions. If the changes are not made by the target 
dates, the reasons should be evaluated and the dates revised appropriately. No recommendation should be permitted 
to “fall through the cracks”. 
 
Even after an improvement has been fully implemented, the work of the organization isn’t complete. The 
implementation plan should include a procedure to audit for full compliance with the change, as well as measuring its 
acceptance, its practicality and its effectiveness. 
 
Appendix 
The attached listings illustrate some of the classifications commonly used in accident investigation and analysis. These lists are not 
intended to be all-inclusive and can be added to, as needed. The categories shown relate primarily to worker injuries; similar listings 
can be developed for public liability, vehicle accidents, property losses, etc. For the purposes of tabulation and statistical analysis, a 
numbering code could be assigned to each item. 
 
 
 

Accident Types 
Assault & Battery 
Bitten or Stung (Insect or Animal) 
Bodily Stress (Lifting, Push/Pull, Strain 
Caught In, On, or Between (including Entrapment) 
Electrical Contact 
Emotional Stress 
Exposure or Contact (Chemicals, Heat, Radiation) 
Fall (from Elevation) 
Fall (Same Level) 

Fire / Explosion 
Foreign Body (in eye) 
Ingestion (Eating or Drinking) 
Jumped (Into or Onto) 
Repetitive Motion 
Stepped (On or In) 
Struck By (Moving Object) 
Struck Against (Object) 
Vehicle Accident 

 
 
 



 
 
 

Sources 
Animal or Insect 
Machinery 
Chain, Cable, Rope 
Chemical Contact (Liquid or Solid) 
Chemical Exposure (Gases, Vapors or Mist) 
Container 
Conveyor 
Crane 
Ditch or Excavation 
Dust, Smoke, Fumes 
Electrical Current 
Flame 
Furniture or Fixtures (NOC) 
Hand Tools 
Hot Surface 

Ladder 
Materials (work in process, handled, or stored) 
Nail, Screw, or other Fastener 
Noise 
Power Tools 
Racks, Shelves, Cabinets 
Radiation (Ionizing) 
Radiation (Non-Ionizing) 
Scaffold 
Stairs or Steps 
Tanks Vats, Bins 
Walking or Working Surface 
Weapon 
Work Station (Including Office Equipment) 

 
 
 

Injuries 
Abrasion 
Amputation 
Burns 
Broken or cracked tooth 
Cancer 
Cardiovascular Disorder 
Cold Stress (Includes Frostbite or Freezing) 
Concussion 
Contusion 
Dermatitis 
Dislocated Joint 
Drowning 
Electrical Shock 
Emotional or Mental Strain 
Fractured or crushed bone 
Heat Stress 

Hearing Loss 
Hernia / Rupture 
Infection / Infectious Disease 
Inflammation 
Irritation 
Laceration 
Loss of Consciousness 
Poisoning 
Puncture 
Radiation Illness 
Respiratory Disease 
Sprain 
Strain 
Tendonitis 
Vision Disorder or Loss 

 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

Targets 
Body Parts 

Head 
Eye(s) 
Ear(s) 
Nose 
Neck 
Upper Back 
Chest/Ribs 
Arm, Shoulder, Elbow 
Hand, Wrist 
Fingers 
Abdomen (Hernia) 
Lower Back 
Leg, Hip, Knee 
Foot, Ankle 
Toes 
Multiple parts 

Internal Organs or Body Systems 
Cardiovascular System 
Hearing 
Nervous System 
Respiratory System 
Skin 

 
Property Damage 

Building & Facilities 
Equipment 
Finished goods 
Raw material 
Tools 
Vehicle 
Work in process 

 
Near-Miss 

 
 
 

Causes 
Unsafe Acts 

Disabling a Safety Device or Guard 
Engaging in Horseplay or Running 
Failure to Control Hazardous Energy (Lock-Out/Tag-
Out) 
Failure to Follow Established Procedures 
Failure to Obey Established Safety Rule 
Failure to Follow Housekeeping Procedures 
Failure to Follow Maintenance Procedures 
Failure to Observe a Warning 
Failure to Properly Use Personal Protective Equipment 
Fighting 
Improper Method or Technique (Where No Established 
Procedure Exists) 
Jumping From Elevation 
Lifting Excessive Weight 
Operating Equipment at Excessive Speed 
Performing Unauthorized Task 
Repetitive Exertion 
Working in Incorrect Position or Posture 

Unsafe Conditions 
Chemical Hazard 
Defective Design or Construction 
Exit or other Passageway Obstructed 
Fire/Explosion Hazard 
Improperly Loaded Vehicle 
Inadequate Illumination 
Inadequate Safety Device or Guard 
Inadequate Ventilation 
Inadequate Warnings 
Malfunctioning Equipment or Tools 
Noise exposure 
Poor Housekeeping 
Poor Walking or working Surface 
Radiation Hazard 
Sharp or Protruding Objects 
Suspended Loads 
Unstable Positioning of Materials 

 
 
 
  



 

 

SUPERVISOR'S ACCIDENT INVESTIGATION REPORT 

See reverse side for directions to complete this form.

IDENTIFICATION 
Company Name: Address: 
Date of Accident: Time: Date Reported: 
Employee Involved: 
Position: Department: 
Date Employed: Experience on Job: 
Supervisor: 
Witnesses: 
INCIDENT 
Accident resulted in:   Injury    Illness    Property Damage 

Recordability:   First Aid   Medical   Lost Time 

Nature of Injury: Part of Body:  
Type of Accident: 
Description of Accident: 
 
 
ANALYSIS 
Describe Hazards, Unsafe Condition(s) or Act(s): 
 
 
Describe Underlying Cause(s) or Failures(s): 
 
 
CONTROLS 
Recommended Corrective Action: 
 
 
Action Taken: 
 
 
Signed: Department: Date: 
FOLLOW UP 
Safety Committee Recommendations: 
 
 
Signed: Date: 
Executive Special Orders: 
 
 
Signed: Date: 

 



 
Note to Supervisor: 

Remember, an accident investigation is not designed to find fault or place blame.  It is an analysis to 
determine causes that can be controlled or eliminated. 

IDENTIFICATION 

 

This section is self-explanatory.  When completing this form, fill out the entire section. 

INCIDENT 

 

Accident resulting in:  Check appropriate box. 
 
Recordability:  Check appropriate box based on: 
 First aid-resulted in minor injury/treatment administered by trained first aider-on premises. 
 Medical treatment-resulted in more serious injury/treatment administered by physician, emergency 

room-off premises. 
 Lost time-employee missed more than ½ day from work. 
 
Provide a brief description of the following: 
 Nature of Injury-principal physical characteristics/what happened to employee, i.e.: sprain, contusion, 

burn, laceration, etc. 
 Part of Body-body part directly affected by injury, i.e. hand, fingers, arm, back, shoulder, etc.  Be 

specific. 
 Type of Accident-brief classification of type of accident i.e. material handling (lifting, pulling, pushing), 

contact with hot substance, slip/trip/fall, struck by/against, fall from elevation, etc. 
 
Description of Accident:  Describe in detail what happened; where it happened; why it happened; how it 
happened; what materials, equipment or conditions were involved; when it happened, etc.  Provide 
prompt, accurate, thorough information. 

ANALYSIS 
 

Describe all hazard(s), condition(s) or act(s) which contributed to the accident: 
 Unsafe conditions-hazardous or unsafe physical condition or circumstance, i.e. congested production 

area, improperly designed workstation or tools, spill (grease, oil, water, etc.) on the floor, inadequate 
lighting, poor housekeeping, defective equipment, weights handled, poor ventilation, etc. 

 Unsafe acts-unsafe work practice, i.e. failure to place warning signs/tags/signals, leaving spills on 
floor, using defective equipment, horseplay, substance abuse, failure to use personal protective 
equipment, etc. 

 
Describe all underlying cause(s) or failure(s) which contributed to the accident: 
 Underlying causes/failures-frequency or repetition of a task, improper postures, possible safety 

program deficiencies, i.e. ineffective rules/regulations, ineffective employee training, inadequate or 
unsafe job procedure, etc. 

CONTROLS 
 

Unsafe conditions and unsafe acts are symptoms of the underlying causes of accidents.  Accident 
investigations should strive to identify the underlying causes, and recommendations should address 
corrective actions, both administrative and physical in nature.  Consideration should be given to the 
physical work environment, managerial controls, and individual characteristics, all of which contribute to 
industrial accidents. 
 



 
FOLLOW UP 

 

Once investigations are completed, they should be periodically reviewed.  This will ensure that proper 
controls were implemented and that the corrective actions remain a part of the safety program. 
 
The safety committee and/or management are good sources to conduct this review.  They can determine 
if the investigations are completed in a timely fashion, if they're thorough and if they're accurate.  They 
should recommend any additional corrective action needed and monitor the implementation of any 
recommended controls. 
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