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What is an incident?

An unplanned, unwanted, but controllable
event which can disrupt the work process
and may also cause injuries, illnesses,
fatalities to your employees and/or facility
damage.



The Cost of an Incident

The Direct cost of an incident generally
accounts for about 1/3 of the total cost. The
remaining costs are Indirect costs.

Examples of Indirect costs include:
• Loss of productivity/skill set
• Training/retraining
• Impact on employee morale
• Equipment downtime
• Customer related issues
• Others



The Cost of an Incident

Statistics published by the NSC indicate direct incident costs 
in CY2020 injuries and illnesses included:

• Total costs - $163.9 billion
• Cost per employee - $1,100.

• Cost per employee fatality - $1,310.
• Cost per medically consulted injury - $44,000.

• Total days lost – 99,000,000 
• Loss due to injury or illness – 65,000,000

• Injuries or illnesses in the prior year – 34,000,000
• Future years from 2020 injuries or illnesses – 50,000,000



The Incident Pyramid

Worst Case
Outcome

Hazardous
Conditions

The Incident Pyramid, also known as Heinrich’s Law
or Bird’s triangle, is a theory of industrial incident
prevention. It shows the relationship between
fatalities, serious & minor incidents, near misses and
existing hazards.

Near Misses



Why do We Investigate?

• Prevent future incidents
• Identify and eliminate hazards 

• Identify deficiencies in process and/or 
equipment

• Reduce injury & Workers’ Compensation costs
• Maintain employee morale

• Comply with regulatory requirements

 

Job Safety and Health
IT’S THE LAW!

All workers have the right to:

 � A safe workplace.

 � Raise a safety or health concern with 
your employer or OSHA, or report a work-
related injury or illness, without being 
retaliated against. 

 � Receive information and training on 
job hazards, including all hazardous 
substances in your workplace. 

 � Request an OSHA inspection of your 
workplace if you believe there are unsafe 
or unhealthy conditions. OSHA will keep 
your name confidential. You have the 
right to have a representative contact 
OSHA on your behalf.

 � Participate (or have your representative 
participate) in an OSHA inspection and 
speak in private to the inspector.

 � File a complaint with OSHA within 
30 days (by phone, online or by mail) 
if you have been retaliated against for 
using your rights. 

 � See any OSHA citations issued to 
your employer.

 � Request copies of your medical 
records, tests that measure hazards 
in the workplace, and the workplace 
injury and illness log.

Employers must:

 � Provide employees a workplace free from 
recognized hazards. It is illegal to retaliate 
against an employee for using any of their 
rights under the law, including raising a 
health and safety concern with you or 
with OSHA, or reporting a work-related 
injury or illness.

 � Comply with all applicable OSHA standards. 

 � Report to OSHA all work-related 
fatalities within 8 hours, and all inpatient 
hospitalizations, amputations and losses 
of an eye within 24 hours.

 � Provide required training to all workers 
in a language and vocabulary they can 
understand. 

 � Prominently display this poster in the 
workplace.

 � Post OSHA citations at or near the 
place of the alleged violations.

FREE ASSISTANCE to identify and correct 
hazards is available to small and medium-
sized employers, without citation or penalty, 
through OSHA-supported consultation 
programs in every state.

U.S. Department of Labor

Contact OSHA. We can help. 

1-800-321-OSHA (6742)  •  TTY 1-877-889-5627  •  www.osha.gov

This poster is available free from OSHA.
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4-Step Incident Investigation Process

Prepare

Execute

Analyze
(RCA)

Correct & Communicate

Incident



Preparing an 
Incident Investigation Process  

• Comprehensive written procedure
• Select & train team members
• Create investigation and interview forms
• Determine information collection priorities



The Incident Investigation Form



Conducting the Investigation

• Arrange for appropriate medical treatment
• Secure the scene (e.g., spill, fire, other)
• Identify witnesses and conduct interviews
• Document the scene (e.g., photos & videos
• Collect additional information



Employers must report:
• All work-related fatalities:

Within 8 hours
• Other work-related within 24 hours:

o In-patient hospitalization
o Amputations
o Loss of an eye

Note:  Failure to report can bring fines up to $14,502. per instance.

Injury/Illness 
Reporting & Recording



OSHA Form 301



Root cause analysis is a systematic technique
that focuses on finding the real cause of a
incident and dealing with that, rather than just
dealing with its symptoms. A root cause is the
cause that, if corrected, would prevent
recurrence of this and similar occurrences.

• Direct Cause – Unplanned release of energy or hazardous 
materials

• Indirect Cause – Unsafe acts and/or unsafe conditions

• Root Cause – policies and decisions, personal factors, 
environmental factors

What is Root Cause Analysis



The Incident Weed

No SDS



Root Cause Analysis Techniques



• The “5 Whys” is one of the simplest of the root
cause analysis methods. It is a question-asking
method used to explore the cause/effect
relationships underlying a particular incident.
Ultimately, the goal of applying the 5 Whys method
is to determine the root cause of an incident.

• Basic Question - Keeping asking “What caused or 
allowed this incident to occur” until you get to the 
root cause(s). 

The 5 Whys



5 Whys Example:

The Incident:  A maintenance 
employee slips and falls and 
suffered a serious injury.
• Why #1:  Why was there a puddle 
of oil on the floor?

• Why #2:  Why did the oil spill from 
the compressor?

• Why #3: Why was the leak in the 
compressor not detected? 

• Why #4:  Why was the 
compressor not inspected?

Root Cause – The compressor 
was not in the plant Preventive 
Maintenance (PM) program.



• Simplicity. It is easy to use and requires no advanced mathematics or 
eTools. 

• Effectiveness. It truly helps to quickly separate symptoms from causes 
and identify the root case of a problem. 

• Comprehensiveness. It aids in determining the relationships between 
various problem causes. 

• Flexibility. It works well alone and when combined with other quality 
improvement and trouble shooting techniques. 

• Engaging. By its very nature, it fosters and produces teamwork and 
teaming within and without the organization. 

• Inexpensive. It is a guided, team focused exercise. There are no 
additional costs. 

Benefits of Asking the Five Whys



Events & Casual Factors Diagram



The report should include: 
• An accurate narrative of “what happened” 

• Clear description of unsafe acts or conditions

• Recommended immediate corrective action (e.g., RCA)

• Recommended long-term corrective action

• Recommended follow up to assure “fix” is in place

• Recommended review to assure correction is effective.

Writing the Report



Conclusions of the Report

Report conclusions should answer the following:

• What should happen to prevent future similar incidents?
• What resources are needed?
• Who is responsible for making changes?
• Who will follow up and ensure changes are implemented?
• What will be the future long-term procedures?

Note: If additional resources are needed during the implementation of
recommendations, then provide options. Having a comprehensive plan in
place will allow for the success of your investigation. Success of an
investigation is the implementation of viable corrections and their ongoing use.



Incident Investigations 
Myths & Facts

Myth #1:  Only the large incidents are worth 
reporting

Myth #2:  Speed in reporting is everything

Myth #3:  Once you put out the ”fire” – you’re 
done

Myth #4: Hazards or near misses don’t need 
to be reported



Questions?
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Jack Fearing, CPEA
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mmyers@successfuel.com


