Motor Incident
Investigations
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h?gaﬁ\(z[gayls Driving for

Better Business

Why investigate?

e To comply with regulations e To enhance safety culture * Continuous improvement

e To improve safety performance e To demonstrate due diligence * Improved engagement / retention
* To meet insurance requirements * To ensure the safety of our colleagues * Improved absenteeism rates

e To enhance company reputation * To identify the root causes e Improved employee morale

* To enhance risk management * To learn from mistakes * Improved communication

e To reduce costs * Better decision making  To prevent recurrence!
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Investigation Process

Step 1 Step 2 Step 3 Step 4

Gather Analyse Determine Develop

Information / Data Information / Data the Cause Recommendations




I Investigation Team

Investigation team: Likelihood of Potential worst consequence of adverse event
Supervisor reeuTenee Minor Serious Major Fatal
Line Manager Certain
Alternative Manager Likely > ¢
Possible

Senior Manager
LIraliks

HSE Professional nilkely -
Rars

(or a combination of)

Risk Minimal Lo Medium High
Investigation category: investigation level [ Minimal Low | g Medum High
Potential worst consequence of event level level leve level

A Reference: HSG245 - Investigating accidents and incidents

Likelihood of recurrence




Step 1 - Gather Information

Minimal / Low

Consider:

Low / Medium

Minimal/ Low ‘and’consider:

Medium / High

Low /Medium ‘and’ consider:

Statement:
Driver’s account of event
Passengers / witnesses
Individual & Routine:
Driving time / rest periods
Work activity (driving & other tasks)
Incident history
Vehicle Activity:
Telematics data (loc /time / speed)
Dashcams (any associated activity)
Risk Assessment:
Suitable and sufficient
Understood & communicated
Review date
Other Considerations:
Driver competence / training
Drink / Drugs / Fatigue
Eyesight standards
Illegal behaviours (i.e. phone use)

Unsafe behaviours (i.e. driving tired)

RIDDOR:
Is the incident RIDDOR reportable?
Public road - is not RIDDOR
Private property - may be RIDDOR
Employee Support:
GP / Hospital / Occupational Health
Employee assistance programme
Vehicle Activity:
Journey history / speeds / times
Risk events (harsh braking)
Vehicle Husbandry:
Daily / weekly vehicle checks
Maintenance / servicing / MOT etc.
Other Considerations:
Health conditions (known / unknown)

Sleep apnoea/ diabetes etc.

Legal Support:
Consider for the business / employee
Transport Operation:
Fleet / Driver related procedures
Fleet / Driver related handbooks
Individual:
Evidence licence checks / history
Health declaration (inc eyesight)
Penalty point history
Vehicle:
Service, Maintenance, MOT
Daily / weekly vehicle checks
Other Considerations:

Media / Social Media coverage




Step 3 - Determine the Cause

Other :
21% ‘ Inattention
25%

Immediate Underlying Root
i Cause Cause Cause
Speeding The most visible They are the They are core
12% reason for any conditions or issues that create

incident, they are events that an environment
Distraction the events or create the where safety
16% actions that opportunity for incidents are
resulted in the the immediate more likely to

incident. cause to occur. occur.
13%

To make a genuine difference we

Fatigue
13%

need to understand and address
the ‘root cause’.




Root Cause Analysis

* The 5 Whys:
e Simplicity
* |dentification of causes
* Optimal corrective action plan
* Repeatedly ask Why?

Problem Statement
Driver rear ends third-party vehicle causing
significant damage to both vehicles

e Driver did not brake in time

Immediate

e Driver was distracted Underlying

e Driver was taking a handsfree call REEEIE

e LM requesting location update Underlying

i

e LM under pressure to meet KPIs Root

Corrective Action
Review KPIs - are they achievable?
Use of telematics - to establish vehicle location
Review phone policy - phone use / no phone use?
Communicate expectations and / or any changes



Step 4 - Develop Recommendations

e Accountability (consequence)
* No accountability, no change
* Same in, same out
e Recurrence inevitable

 Just Culture Framework
e Encourages transparency
* |dentify process / system failures
 |dentify human errors
* |dentify reckless / malicious behaviour
* Enables proportionate intervention
Provides a consistent approach




Just Culture - Driver

Were the actions intended?
No
Were procedures knowingly violated?

Yes

Were procedures clear and
workable?

Yes

Reckless or careless behaviour
15t time

Intervention
First Written Warning

Were the actions NO " Were procedures N NO Would another person YES Is there a history of
intended? A knowingly violated? have done the same? similar behaviours?
SpPeeHi Zaetrons), In s, Same qualifications, History?
not ‘outcomes’ guides, processes elc. competence, training (Last 2 years)
NO I
YES /L“--\ NO YESL lNO
Were the results as Were procedures clear Are they correctly Training No blame an
intended? and workable? trained / competent? required employee
This is the ‘outcomes’,
the ‘consequences YES NO YES NO
YES P
Sabotage or malicious Reckless or Systeminduced || | Negligent System produced
behaviour careless behaviour behaviour error error
(Last 2 years) m m
[ AskHR 1

: seek support 1

- -

FINAL WRITTEN
WARNING

< < < Increasing Individual Culpabilit
NOTE: MANAGEMENT / SUPERVISORY RESPONSIBILITY TO CORRECT ROOT CAUSES AND SYSTEM ISSUES

COACHING

Prevent
reoccurrence

NO FORMAL
ACTION

shing Individual Culpability > > >




Just Culture - Line Manager (new in role)

Were the actions intended?

/\ /\
Yes (t h e p h 0 n e Ca I I ) Were the actions NO " Were procedures N NO { Would another person\ YES Is there a history of
intended? knowingly violated? have done the same? similar behaviours?
. \ V. \ Z
Were the results as intended? Seeealis et ?, > Z - ~— History?
not ‘outcomes’ guides, processes elc. competence, training (Last 2 years)

NO

No (the collision) s s e s——w
. . 4 ini
Were procedures knowingly violated” [l (s ) it Qm.?ﬁ"lj b Memployee

N 0 ( neW e m ployee) the ‘consequences’ YES NO YES NO
Would another person have done the i _ _
? Sabotf)gehor‘mahcnous Flteckllfs?‘ orl Svslt)e?l‘nr?duced | | Negligent System produced >
Sa m e I enaviour careless pehaviour ehaviour error error
History? m _m
No (peers are trained) flost2 vears)
. T
Are they correctly trained and M | seoksupport |
competent? 1 ‘

No (new in role)

FINAL WRITTEN NO FORMAL
WARNING COACHING ACTION
reoccurrence
SyStem prOduced error < < < Increasing Individual Culpabilit hing Individual Culpability > > >

1 NOTE: MANAGEMENT / SUPERVISORY RESPONSIBILITY TO CORRECT ROOT CAUSES AND SYSTEM ISSUES

Coaching (Training)




Communicate Lessons Learnt

e What happened?
LiveSafe Safety Flash

* High-level overview only I_i\/eSafe

Vehicle Load Safety
DVSA officer challenges insecure load ~ Guidance:
Drop and fixed sided

t\e(‘\ Whilst removing garden waste from a local
. . . . '8 & Ye
hicle attracted the M NS BOR TR Gt
* |nvestigation Tindings o senson i Drver snd ki ter
e . attention of a Driver and Vehicle Standards circumstances the load ¢
ae Agency (DVSA) officer. over the side causing a
ald 0(\‘3 © The officer examined the load that consisted of
0 J J J 2 O * o J leaves, twigs and branches held down by straps;
. at did the investigation revea e A i
e‘(\’L 3 A w9 unsafe.
¢
e¥ It was explained that the straps were not
sufficient for the load, and that the waste could
fall from the vehicle, potentially causing a danger
to other road users.
Our colleague was unable to move the vehicle
until such time that the load was correcty
secured; furthermore, the colleague involved was
awarded a fixed penalty notice.

* What message do you want to share = 4 s N T e
* What are the lessons learnt

secured using netting. Ensure netting is fit for its
intended purpose!

* |s there a ‘Call to action’
* |s there a specific ask?
* Any additional actions?




} Summary

h?gaﬁa[r;ayls Driving for

Better Business

* Gather Information: * Root Cause Analysis - 5 Why'’s: * Just Culture:

* Bethorough | e Immediate cause * Encourages transparency
............ Underlying cause

.................. & Root cause

* Be proportionate * |dentification of failures
* Effective / Proportionate intervention

* Consistent approach

25—
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