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What we will cover

▪ Introduction

▪ Investigating

▪ Reporting

▪ Aftermath



Introduction



Who investigates your accident?

▪ HSE

▪ Local Authorities

▪ Police

▪ HM Coroner

▪ The Claimant/s

▪ You?



How can it happen?

▪ Typically, there is an accident or;

▪ Inspection?

▪ Whistle blower?

▪ Disclosure – accidental or deliberate?

▪ Historic?



How do they do it?

▪ HSWA 1974 Section 20 Powers, PACE 1984, Common Law

▪ Statements (written and/or significant!)

▪ Interviews (formal or informal)

▪ Physical evidence:

▪ Photographs

▪ Samples

▪ Detaining/Seizing

▪ Testing

▪ Can you learn from that?



Why investigate accidents?

▪ Legal requirement

▪ Staff welfare

▪ Good management

▪ Prevent/defend civil claims

▪ Prevent/defend criminal prosecutions

▪ Reduced insurance premiums

▪ Business continuity 



Legal requirement 

▪ Investigating accidents and incidents (HSG245)

▪ Management of Health and Safety At Work Regulations 1999 
(MHSWR).

▪ Report of Injuries, Diseases and Dangerous Occurrences 
Regulations 2013 (RIDDOR)

▪ Managing for health and safety (HSG65)



Staff welfare/business continuity

▪ Corporate Social Responsibility

▪ Expectations from:

▪ Staff

▪ Public

▪ Customers

▪ Regulators

▪ Commercial impact

▪ Business impact



MHSWR – Reg 3 (3)

▪ Any risk assessment shall be reviewed if:

▪ There is no reason to suspect that it is no longer valid;

▪ There has been a significant change in the matters to which it relates



RIDDOR (Reg 3)

▪ Where:

▪ There is a fatality, major injury or hospitalisation, arising out of or in 
connection with work

▪ The responsible person shall:

▪ Notify by quickest practicable means; and

▪ Within 10 days send a report on a form approved for the purpose

▪ What do you report and how can you without an 
investigation?



HSG65 – Active and Reactive 
Monitoring
▪ Level and nature of investigation:

▪ Concentrate on significant events and those with the potential to cause 
widespread serious injury or loss

▪ Establish what happened

▪ Identify the reasons

▪ Identify underlying failures

▪ Learn from events

▪ Prevent recurrences

▪ Satisfy reporting requirements



Good management

▪ Assess strengths and weaknesses of procedures and policies

▪ Risk management – forward planning

▪ Lessons learnt – prevention 



Prevent/defend civil claims

▪ Insurance

▪ Object to attempts to settle claims without cause

▪ Premiums

▪ Management/staff time wasted

▪ Defeat any workforce views on claims



Prevent/defend criminal prosecutions

▪ Personal/organisation liability

▪ Business ending?

▪ Demonstrate systems/procedures work – vindication 



When should you investigate?

▪ Fatality

▪ Serious or slight injury

▪ After a poor inspection

▪ Near miss

▪ Whistle blower

▪ Even if the investigation is a “negative” one



What are we wanting to achieve?

▪ Prevent reoccurrence?

▪ Detect and deter false claims?

▪ Just following company procedures – “tick box”?

▪ Prepare and defend a criminal prosecution/s

▪ Demonstrate your systems work?



Questions?



Investigating



How should you investigate?

▪ Promptly

▪ Thoroughly

▪ Follow your procedures

▪ Take advice

▪ Use the regulators approach?



Conflicts of Interest

▪ Before you start –

▪ Who is investigating?

▪ Who is being investigated?

▪ Are they the same thing?

▪ The investigation must be transparent and credible 

▪ Exclude persons who may be “tainted”

▪ Independent legal advice



How do you respond (1)

▪ Have a plan/strategy – not a cabinet of files

▪ Management/investigation team

▪ Get advice/privilege – not later!

▪ Welfare issues

▪ Stop speculation

▪ Insurers:

▪ Don’t prejudice their position

▪ Don’t let them prejudice yours



How do you respond (2)

▪ Conflict of interest

▪ SPOC/Lead Investigator 

▪ Running a multi-track investigation

▪ Regulators

▪ Your own

▪ Claimants

▪ HM Coroner

▪ Enforcement notices – separate or limited issue?



Investigations: The Key Questions

▪ Who?

▪ What?

▪ Where?

▪ When?

▪ How?

▪ Why?



What happened earlier?

▪ What was he holding?

▪ What did he say?

▪ Colour of the car

▪ Where was it parked

▪ What did they have to do

▪ What time was the announcement made?



Investigating 

▪ You need evidence – lots of it!

▪ Documentation – yours and third party?

▪ Witness evidence

▪ Physical evidence 

▪ Don’t investigate backwards – from results to cause

▪ What about evidence you don’t want?



Knowledge is power

▪ It is essential to be in a position to assess the situation as 
quickly as possible, but don’t compromise accuracy in favour 
of speed

▪ Accident investigation must capture key information

▪ Relevant documentation must be preserved, as proceedings 
may arise many years after an accident



Contemporaneous documents and 
effective post-accident investigation

▪ Key to good defence – of anything!

▪ Witnesses may have left by the time a claim is 
issued/prosecution brought

▪ Witnesses may not be able to recollect the accident or 
important information

▪ Witnesses may provide conflicting evidence

▪ In the event of conflicting oral evidence, a Judge will look to 
the contemporaneous documentation to assist in making their 
decision



Documentary evidence

▪ Accident investigation report

▪ Statements taken by you following the accident

▪ Accident book entry

▪ First aider report/s

▪ Form F2508 (RIDDOR)

▪ Photographs/videos

▪ Information volunteered

▪ Pre and post-accident risk assessments – dated

▪ Pre and post-accident method statements – dated

▪ Personnel/occupational health files

▪ Evidence of provision of personal protective equipment

▪ The list is endless…(if in doubt use it!)



Importance of documentary evidence

▪ Cases are frequently won or lost on the quality of documentation

▪ Can we provide that training has been provided?

▪ Is there a signed and dated training log?

▪ Can we prove the content of the training?

▪ Can we prove who provide the training (witness evidence)?

▪ Can we prove the employee was issued with suitable PPE prior to 
the accident?

▪ Never overwrite documents or destroy superseded documents such 
as risk assessments, etc.  It is essential to preserve documentation 
in order to demonstrate a proper paper trail



Purpose of interviews/statements

▪ To establish the facts

▪ To gather evidence

▪ To remind the person of their training/experience

▪ To familiarise the person with the process



Witness statements

▪ Frequently organisations fail to obtain a sufficiently comprehensive statements from the injured 
party and/or witnesses

▪ Key questions:

▪ Where exactly were you?

▪ What exactly were you doing?

▪ Who was with you at the time/following the accident?

▪ What exactly happened to you (step-by-step)?

▪ Who did you speak to about the accident and when?

▪ What was said?

▪ What do you believe was the cause of the accident?

▪ What exactly did you see/hear/smell?

▪ Re interview if you need to

▪ Don’t waste time

▪ Don’t put off



Structure of interviews/statement 
taking
▪ Open questions

▪ Follow the events through in chronological order

▪ Control the discussion

▪ Clarify and revisit issues

▪ Summarise to confirm understanding

▪ Make notes

▪ Allow sufficient time

▪ Compile and sign off

▪ Remember – coaching or preparing/familiarising 



Red Flags – does your investigation 
discover
▪ No witnesses

▪ Late reporting

▪ Immediately following weekend

▪ No attendance on occupational health nurse/GP

▪ No corroboration from colleagues regarding injury

▪ No absence from work immediately following accident 



Be on the alert for… 

▪ Fictitious Events - e.g. alleged injury at work but in fact suffered at 
home or playing sport – a Monday morning accident!

▪ Misrepresentation – e.g. – misreporting the circumstances of an 
incident to allege fault on a third party (employer/occupier)

▪ Deliberate/Staged Event - setting up an “accident” solely with the 
purpose of pursuing a compensation claim 

▪ Exaggeration – consciously overstating the effects/severity of an 
injury or the losses said to flow from it – do you stay in touch with 
the absent employee?

▪ CCTV – is sometimes available and captures the true events rather 
than those set out to support a claim for compensation



What about insurers?

▪ Insurers are obliged to set aside sufficient reserves to cover future 
liabilities

▪ They want to know about an accident which may give rise to a claim “as 
soon as reasonably practicable”

▪ To evaluate potential at the earliest opportunity

▪ To permit a timeous investigation and prevent evidence becoming stale

▪ To protect the position of the employer and insurer – regulatory

▪ To avoid potential prejudice

▪ To be sufficiently informed to develop an early and meaningful claims strategy

▪ To control overall costs

▪ Prompt notification is most likely to be a “condition precedent” in your 
policy



Investigation – The Devil is in Detail

▪ A paper trail is paramount to any successful defence

▪ A contemporaneous record of conditions (and especially 
photographs) are likely to be crucial

▪ Remember – negative statements count

▪ Well intention statements can be prejudicial – keep it factual –
these documents will become discoverable.  Be careful in the 
application of hindsight



Method of investigation

▪ Policy

▪ Procedures

▪ Documentation

▪ Instruction and supervision

▪ Training

▪ Interviews

▪ Site visit

▪ Equipment

▪ Legislation

▪ Third parties?



Procedures

▪ Safe systems of work

▪ Permits to work

▪ Emergency

▪ Preparedness

▪ Process instructions



Documentation

▪ Forms

▪ Purchase orders

▪ Facsimiles

▪ Existing reports/drawings/maps/photographs

▪ COSH assessment

▪ Equipment for job card

▪ Health and safety data sheets

▪ Planned inspections

▪ Risk assessments



Instructions and supervision

▪ What was the instruction and who gave it?

▪ What is the chain of command?

▪ Responsibilities



Training

▪ Relevant courses

▪ Training records

▪ Trainers – competency 

▪ Course content 



Interviews

▪ Key witnesses

▪ Non-key witnesses

▪ Background witnesses 

▪ Eye witnesses



Criminal investigations/proceedings

▪ Your investigation should mirror their investigation

▪ FFI

▪ Improvement/Prohibition notices

▪ Statements/Interviews

▪ Significant statements

▪ Reports and their conclusions



Rooting out risk (1) – immediate 
causes
▪ The place or the premises

▪ The plant, equipment, substances – used or generated

▪ The process and/or procedures

▪ The people involved

▪ Take action?



Rooting out risk (2) – underlying 
causes 
▪ Organisation – control/co-

operation/communication/competence

▪ Management



Questions?



Reporting



Investigation reports

▪ Chronology

▪ Findings

▪ Conclusions

▪ Recommendations



Structure

▪ Executive summary

▪ Introduction/background/setting the scene

▪ The accident

▪ The investigation

▪ The findings

▪ The conclusions



Legal privilege

▪ Protects confidentiality

▪ Internal investigation reports

▪ Rules for its application

▪ Privilege and your audience

▪ Who to distribute to – limited distribution

▪ Two reports?



Pitfalls

▪ Opinion

▪ Recommendations

▪ Distribution

▪ Clear English

▪ Losing privilege

▪ Creditability of the author/authors

▪ Creditability of the information and reasoning

▪ Changing procedures and processes?



Questions?



Aftermath



Aftermath

▪ Prosecution

▪ Civil claim

▪ Inquest

▪ Disciplinary

▪ All of the above?



Your investigation – what will it be 
good for?
▪ Nothing

▪ Defend claims?

▪ Defeat prosecutions?

▪ Disciplinary proceedings

▪ Historic record

▪ Prevention 

▪ Management information – informed decisions



Examples of good investigation 

▪ Discovers facts that the regulators didn’t

▪ Prevents a claim or prosecution

▪ Allows measured rather than wholesale costly changes

▪ Prevent reoccurrence 



What are the consequences?

▪ Fines

▪ Imprisonment

▪ Directors disqualification

▪ Brand damage/PR

▪ Business ending?

▪ Staff morale/loyalty



Actions arising

▪ Disciplinary action

▪ Staff welfare

▪ Learning lessons

▪ Implementing recommendations

▪ Changing procedures?



Conclusions

▪ Always do something

▪ A common sense approach will seldom let you down

▪ Act quickly but don’t compromise on thoroughness 

▪ Keep your “workings out”

▪ Remember your audience

▪ Sometimes you will never know all the answers 



Questions?



James Thompson
Telephone: 0113 234 3055

Mobile: 07702 802 506

Email address: james@woodswhur.co.uk

mailto:james@woodswhur.co.uk


What happened

▪ Steve Race came in at [ ] am and said that there was a 
yellow small hatchback parked on double yellow lines at the 
side of the museum – it had to be moved before 12:00noon to 
the car park.  

▪ Steve was holding some papers in his right hand 


