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1. Introduction 
In pursuit of its mission “of advancing best practice” in the Bitumen industry in Southern Africa, SABITA is 
desirous to promote an “incident reporting culture” amongst its Members.  
Currently there are no industry specific records or statistics available in South Africa. While individual 
companies might record such incidents, this information is not shared within the industry. Regulatory 
sources (Government and Insurance) are also not helpful as the information is very fragmented and 
difficult to extract and collate from available reports. The goal is therefore to establish a centralised 
notification process to facilitate the capture of information in connection with HSE incidents related to the 
handling and application of Bitumen.  
The benefits of a coordinated notification and recording effort are as follows: 

 Members comply with Section 24 of the Occupational Health and Safety Act, 1993 in 
connection with the reporting of certain incidents to an Inspector;  

 The calculation of incident frequency rates, and the development of Key Performance 
Indicators against which HSE performance can be measured and benchmarked;  

 Sharing, amongst Members and other interested parties, the lessons learnt from incident 
investigations and especially those incidents with actual, or the potential for, significant impact;  

 Enabling SABITA to provide Members with information in connection with incident causation 
trends, evaluation of work place hazards and advice on recommended practices to manage 
risks associated with the handling and application of Bitumen;  

 Members can make informed decisions in connection with policies and strategic objectives in 
pursuit of sustainable improved HSE performance. 

2. Objectives of this document 
SABITA acknowledges that some Member organisations may have established procedures for incident 
reporting. However, SABITA is also aware that there is a need to assist the broader Member body with 
guidance and direction on best practice in this regard. This document therefore aims to achieve the 
following objectives: 
2.1 General guidance on establishing and maintaining an Incident Notification, Investigation and 

Reporting Procedure that can be adopted as the minimum standard within the Bitumen Industry in 
Southern Africa;  

2.2 Establishing a stanard for notification (by Members) of selected HSE incidents and statistical 
information to SABITA.  

2.3 Establishing and maintaining a SABITA central incident data base that will enable SABITA to 
provide a service to Members and realise the benefits as outlined in the Introduction.  

3. Definitions and explanation of terms 
Asset Damage 
A direct loss of or damage to, plant, equipment, tools or materials resulting from an incident. 
Company 
Company means a Member of SABITA that has agreed to report its HSE performance and incident data 
to SABITA following the reporting methodology detailed in this guide. 
Contractor 
All parties working for the company either as direct contractors or as subcontractors. 
Corrective action 
An action/s taken after an incident to correct the problem and to reduce the risk of a similar incident occurring. 
Environmental Impact 
The negative impact on the environment resulting from an incident. 
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Exposure Hours 
The total number of hours of employment including paid overtime and training but excluding leave, 
sickness and unpaid overtime hours. Exposure hours should be calculated separately for company and 
contractor personnel. 
Time off duty, even if this time is spent on company premises, is not included in the calculation of 
exposure hours, but incidents during this time are included in statistics if they are the result of failure or 
absence of management controls.  
In many company sites the number of exposure hours can be calculated from computer controlled access 
or time keeping records. In the absence of more accurate methods exposure hours can also be calculated 
from a headcount and nominal working hours per person. 
Fatality 
Death, resulting from a work related injury or occupational illness, regardless of the time intervening 
between the incident causing the injury or exposure or causing illness and the death. 
Fires and Explosions 
Normally taken to mean all fires that necessitated the use of a fire extinguisher or other extinguishing 
means, e.g. shut off fuel or switch off electricity supply. 
All flammable explosions or overpressure explosions should be included, irrespective of the extent of 
containment. 
First aid 
First Aid is the treatment of the resultant injury or illness using one or more of 14 specific treatments: 
• Non-prescription medication at non-prescription strength; 
• Tetanus immunizations; 
• Cleaning, flushing or soaking wounds on the surface of the skin; 
• Applying wound coverings such as bandages, Band-AidsTM or gauze pads; or using butterfly 

bandages or Steri-StripsTM; 
• Hot or cold therapy; 
• Applying non-rigid means of support, such as elastic bandages, wraps, non-rigid back belts, etc; 
• Using temporary immobilization devices while transporting the victim, such as splints, slings, neck 

collars or back boards; 
• Drilling a fingernail or toenail to relieve pressure, or draining fluid from a blister; 
• Applying eye patches; 
• Removing foreign bodies from the eye using irrigation or cotton swab; 
• Removing splinters or foreign material from areas other than the eye by irrigation, tweezers, cotton 

swabs or other simple means; 
• Applying finger guards; 
• Giving massages; or 
• Drinking fluid for relief of heat stress. 
First Aid Case (FAC) (See definition of First Aid) 
Any single treatment and subsequent observation of minor scratches, cuts, burns, splinters, etc. that do 
not normally require medical care by a physician. Such treatment and observation is considered a first aid 
case even if provided by a physician or registered professional personnel.  
High Risk Incident (HRI) (Read in conjunction with definition of Significant Incidents) 
An incident for which the actual or probability of consequences are assessed to be in the high risk (red 
shaded) area of the RAM. HRIs can be incidents that result in injuries, illnesses or damage to assets, the 
environment or company reputation, or they can be Potential Incidents (PI) or Near Misses (NM). 
Incident 
As a minimum reporting requirement, any incident as defined in Section 24 of the Occupational Health 
and Safety Act, 1993.  
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In general, an event or chain of events that has, or could have, resulted in injury or illness or damage to 
assets, the environment or company reputation that should be reported to SABITA in terms of this 
procedure. 
Injury 
Any injury such as a cut, fracture, sprain, amputation etc. that results from a single instantaneous 
exposure. Injuries occurring in the course of work related activities are work related injuries. 
Lost Time Injuries (LTI) 
The sum of injuries resulting in fatalities, permanent total disabilities and lost workday cases, but 
excluding restricted work cases and medical treatment cases. 
Lost Time Injury Frequency (LTIF) 
The number of lost time injuries per million exposure hours for the reporting period. Usually calculated for 
1 month, 1 calendar year, or 12 months “rolling” periods. 
 
Formula =    Number of LTI   X   1,000,000  

Exposure hours 
 
Lost Workday Case (LWC) 
Any work related injury that renders the injured person temporarily unable to perform their normal work or 
restricted work on any day after the day on which the injury occurred. Any day includes rest day, weekend 
day, scheduled holiday, public holiday or subsequent day after ceasing employment. 
A single incident can give rise to several lost workday cases, depending on the number of people injured 
as a result of that incident. 
Lost Workdays (LWD) 
The total number of calendar days on which the injured person was temporarily unable to work as a result 
of a lost workday case. Note: In the case of a fatality or permanent total disability no lost workdays are 
recorded. 
Medical Treatment Case (MTC) 
Any work related injury that involves neither lost workdays or restricted workdays, but which requires 
treatment by a physician or other medical specialist. 
Medical treatment does not include first aid even if a physician or registered professional personnel 
provide this.  
Near Miss 
An incident that could have caused illness, injury or damage to assets, the environment or company 
reputation, but did not. 
Occupational Illness 
Any work related abnormal condition or disorder, other than one resulting from an injury that is caused by 
or mainly caused by exposures at work. (50% or more probability that the illness was caused by 
exposures at work). 
Occupational illnesses include acute and chronic illness or diseases that may be caused by inhalation, 
absorption, ingestion or direct contact.  
Permanent Total Disability (PTD) 
Any work related injury that permanently incapacitates an employee and results in termination of 
employment. 
Potential Incident 
An unsafe practice or a hazardous situation that could result in an incident (incident has not occurred). 
Companies should encourage the reporting and analysis of potential incidents as they provide a valuable 
source of learning that can be applied to prevent future incidents. 
Reputation Impact 
The negative impact on Company or SABITA reputation resulting from an incident. The negative impact 
can be in the form of adverse attention from media, politicians or action groups, or in public concern about 
Company activities.  
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Restricted Work Case (RWC) 
Any work related injury which renders the injured person temporarily unable to perform all, but still some, 
of their normal work on any day after the day on which the injury occurred. 
Restricted Workdays (RWD) 
The total number of calendar days counting from the day of starting restricted work until the person 
returns to his normal work. 
When restricted workdays follow a period of lost workdays, the restricted workdays are recorded in 
addition to the lost workdays, but the injury is recorded as a lost workday case only. 
Risk Assessment Matrix (RAM) 
A tool that standardises qualitative risk assessment and facilitates the categorisation of risk from threats 
to people, assets, environment and company reputation. (A tool similar to that described in the SABITA 
HSE Management System). 
Road Transport Incident 
An incident involving a vehicle driven by a company or contractor employee, whether on or off the road, 
that has resulted in injury, illness or damage to assets, the environment or the company’s reputation, 
irrespective of the cost of repair or responsibility for cause. 
A vehicle is defined as a car, van, light vehicle, heavy goods vehicle, road tanker, bus, motorcycle or any 
unit under tow, e.g. trailers, caravans, mobile generators. 
Significant Incidents 
Incidents with actual consequences or potential impact that rate 4 or 5 on the RAM. Significant incidents 
include Major Incident/s defined in the OHS Act as “an occurrence of catastrophic proportions, resulting 
from the use of plant and machinery, or from activities at a workplace”. 
Third Parties 
Persons or organisations that are not employed by or contracted to a company or contractor. 
Total Reportable Cases (TRC) 
The sum of injuries resulting in fatalities, permanent total disabilities, lost workday cases, restricted work 
cases and medical treatment cases. 
Total Reportable Case Frequency (TRCF) 
The number of total reportable cases per million exposure hours. 
Formula =   Number of TRC   X   1,000,000  

Exposure hours 
Vehicle Kilometres Driven 
The number of vehicle kilometres travelled during work related activities whilst being driven by a company 
or contractor employee. 
Work Related Activities 
An injury or illness is considered work related if an event or exposure in the work environment caused or 
contributed to the resulting condition or significantly aggravated a pre-existing injury or illness. Work 
relatedness is presumed for injuries and illnesses resulting from events or exposures occurring in the 
work environment unless one of the following exceptions applies in its entirety: 
• It occurs when an employee or contractor is present in the work environment as a member of the 

general public. In this case it will be included in the third party statistics. 

• It results solely from voluntary participation in a wellness program or in a medical, fitness, or 
recreational activity such as blood donation, physical examination, flu shot, exercise class, etc. On 
the other hand, if the employee was injured by a trip or fall hazard present in the employer’s canteen, 
the case would be considered work-related.  

• It involves signs or symptoms that surface at work but result solely from a non-work related event or 
exposure. 

• It is solely the result of eating, drinking, or preparing food or drink for personal consumption (whether 
bought on the employer’s premises or brought in). For example, if the employee is injured by choking 
on a sandwich while in the employer’s establishment, the case would not be considered work-related.  
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However if the employee is made ill by ingesting food contaminated by workplace contaminants (such 
as lead), or gets food poisoning from food supplied by the employer, the case would be considered 
work-related. 

• It is solely the result of doing personal tasks at the establishment outside of the employee’s assigned 
working hours 

• It is solely the result of personal grooming, self medication for a non-work-related condition, or is 
intentionally self-inflicted 

• It is caused by a vehicle accident and it occurs on a company owned parking lot or road while the 
employee is commuting 

• It is the common cold or flu. However contagious diseases such as tuberculosis, brucellosis, hepatitis 
A, or plague are considered work-related if the employee is infected at work. 

4. Incident management process 
The incident management process consists of the following steps: 

 Immediate response and notification  
 Incident investigation 
 Incident reporting and follow-up 
 Communication of lessons learnt 

 
4.1 Immediate response and notification  
4.1.1 Attend to injured persons and activate Medical Emergency Response Plans as necessary;  
4.1.2 Notify the appropriate supervisor/manager immediately;  
4.1.3 Secure the incident site: In the event of an incident in which a person died, or was injured to 

such an extent that he/she is likely to die, or suffered the loss of a limb or part of a limb, no 
person shall without the consent of an inspector disturb the site at which the incident occurred 
or remove any article or substance involved in the incident there from: Provided that such 
action may be taken as is necessary to prevent a further incident, to remove the injured or 
dead, or to rescue persons from danger;  

4.1.4 Inform the health and safety representative/s (designated for the workplace or section of the 
workplace) as soon as reasonably practicable of the occurrence of the incident;  

4.1.5 If possible take photographs and make sketches of the incident site/scene and record names 
and contact details of witnesses;  

4.1.6 Notify, as appropriate in accordance with section 24 of the OHS Act, the Provincial Director of 
the Dept. of Labour as prescribed in General Administration Regulations, 2003, 8;  

 
4.2 Incident investigation 

Investigation of incidents is a line responsibility. All investigations should be led by a line manager 
or supervisor. HSE and other specialists should be employed as required in a support or facilitating 
role. 
Incidents occurring during activities controlled by contractors should be investigated by the 
contractor, supported where necessary by company HSE and other specialist advisers. The 
incident investigation report submitted by the contractor should be reviewed and agreed by the 
company. 
The extent of investigation and responsibility level should be based on a consideration of: 

 Actual consequences.  
As a minimum, the requirements of sub-regulation (2) of the Occupational Health and Safety 
Act, 1993, General Administration Regulations, 2003: 9. Recording and investigation of 
incidents, shall be used to determine the team composition for investigation of incidents; 
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 Risk rating as determined by the RAM. 

In addition to the minimum legal requirement it is strongly recommended that the 
POTENTIAL SEVERITY and LIKELIHOOD OF CONSEQUENCES are determined by the 
RAM and that the investigation team composition is based on the RAM classification.  

4.2.1 Recommended team composition based on RAM classification 
4.2.1.1 RAM 4/5 incidents (significant incidents) 
Lead investigator: 
 The most senior person in the organisation charged with the responsibility of 

implementing the HSE Management System. (Ideally this should be the CEO or the HSE 
Director appointed by the CEO) 

Team members: 
 The Health and Safety representative/s designated for the section of the workplace 

where the incident occurred; 
 The Supervisor/Line Manager of the section of the workplace where the incident 

occurred; 
 The injured person/s if available; 
 All witnesses  
 HSE and other specialists  

4.2.1.2 RAM 3 incidents 
Lead investigator: 
 The Line Manager of the Supervisor of the section of the workplace where the incident 

occurred; 
Team members: 
 The Health and Safety representative/s designated for the section of the workplace 

where the incident occurred; 
 The Supervisor of the section of the workplace where the incident occurred; 
 The injured person/s if available; 
 All witnesses  
 HSE and other specialists  

 
4.2.1.3 RAM 1/2 incidents (including “near miss” and Potential Incidents) 
Lead investigator: 
 The Supervisor of the section of the workplace where the incident occurred; 

Team members: 
 The Health and Safety representative/s designated for the section of the workplace 

where the incident occurred; 
 The injured person/s if applicable; 
 All witnesses  
 HSE and other specialists as deemed necessary 

4.2.2 Investigation process 
The investigation should be carried out as soon as possible after an incident. (The legal 
requirement is within 7 days from the date of the incident and finalised as soon as is 
reasonably practicable, or within the contracted period in the case of contracted workers). 
The quality of evidence will deteriorate rapidly with time therefore delayed investigations are 
usually not as conclusive as those performed promptly. 
The investigation should include the following activities: 
 Conducting interviews;  
 Inspecting the location and gathering physical evidence;  
 Collecting background information;  
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 Fact finding;  
 Reviewing records and procedures;  
 Conducting specialist studies;  
 Resolving conflicts in evidence. 

Annexure 4 provides guidance on the incident investigation process. 
Establishing the Sequence of Events 
Documenting the sequence of events is a crucial step that provides the starting point for 
analysis of underlying causes. A number of techniques are available to help visualise the 
sequence of events.  
As a minimum at least a Timeline should be documented. A timeline is simply a list of the 
events in chronological order. For straightforward incidents a timeline and narrative will 
suffice as a description of the sequence of events. 
Analysis of Underlying Causes and Weaknesses in Management System 
The purpose of this analysis is to establish the underlying causes of the incident, so that 
actions can be taken to prevent recurrence, and also to understand the failures and 
weaknesses in management systems that led to the incident. Although this analysis is a 
separate activity from investigation of the incident, it is recommended to carry out the 
investigation and analysis concurrently, so that they can support and build on each other. 
Many methods are available for analysing the underlying causes of incidents, and Companies 
are encouraged to invest in one of the recognized methods and supporting software available 
in the market to conduct an in-depth analysis of Significant Incidents.  
The investigation and analysis of less serious incidents, where an in-depth analysis is not 
being undertaken, should at least include an analysis of factors such as: 
 type of incident; 
 type of injury; 
 phase of operation or activity; 
 cause of incident;  

This type of analysis of all the incidents occurring over a period of time can provide valuable 
input to an incident prevention programme. 
 

4.3 Incident reporting and follow-up 
4.3.1 Incident Report 
The incident report presents the investigation findings, analysis and corrective action plan. The 
incident report shall be reviewed at the workplace Health and Safety Committee meeting and an 
appropriate management level as a check on the completeness and quality of the investigation and 
to obtain agreement to the proposed actions. 
Annexure 3 shows the recommended report format for an investigation of a significant incident. 
4.3.2 Reporting requirements 
Each Company shall determine and clearly define own internal incident reporting procedures and at 
a minimum make provision for the following: 
4.3.2.1 Compliance with Section 24 and General Administration Regulations, 2003: 9, of the 

Occupational Health and Safety Act, 1993. 
4.3.2.2 Reporting and review of incident investigations at appropriate management levels 

commensurate with the incident severity as determined by a Risk Assessment Matrix. 
4.3.2.3 Voluntary reporting of certain incidents and incident frequency rates to SABITA. Although 

voluntary, this is a prerequisite requirement for participation in the SABITA HSE 
Certification and SABITA HSE Awards Scheme. 

Annexure 1 provides a template in the form of Annexure 1 of the General Administrative 
Regulations and represents the minimum standard for reporting of incidents.  
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4.3.3 Reporting HSE Incident information to SABITA 
4.3.3.1 Voluntary reporting categories  
Refer to definitions in section 3 of this document and report information on ALL incidents in the 
following consequence severity categories: 
 Total Reportable Cases (Injuries, including Occupational Illness) 
 Asset Damage (Loss value >R200,000) 
 Environmental Impact  (A spillage of ANY quantity of a Hazardous Chemical Substance that 

was not contained on the work site and necessitated a specific 
environmental clean-up operation as a result of migration off-site) 

 Fires and Explosions 
 Reputation Impact (Any incident that resulted in National Media coverage) 

4.3.3.2 Mandatory reporting requirements 
Reporting of Total Reportable Case injuries and calculation of a 12 month rolling Total Reportable 
Case Frequency is mandatory for Member participation in the SABITA HSE Certification and 
Awards Scheme. 
4.3.3.3 Method of reporting 
Reporting shall be done by fax or e-mail within 30 days of the date of the incident on the form 
provided in Annexure 6A of this document. Annexure 6 provides an explanation of the incident 
reporting input codes and descriptions for reporting to SABITA. 
4.3.4 Follow-up to review progress with implementation of corrective action 
The corrective action plan should include a review date to follow up on implementation of 
recommended action. Review of the corrective action plans should be included in the HSE agenda 
of Executive Management meetings to assure appropriate intervention in cases where action items 
have not been closed out.  
4.3.5 Legal advice 
When compiling incident reports that may be required by authorities and other third parties outside 
the company, it is recommended to seek legal advice before finalising the reports. Requests for 
copies of incident reports should be considered individually taking into consideration the potential 
risks and exposures for the company, its directors and employees and the possibility of criminal or 
civil liability. 

4.4 Communication of lessons learnt 
When the investigation of significant or high risk incidents reveals a significant learning potential the 
lessons learned should be communicated within the Company. An incident is considered to have 
significant learning potential when all the following criteria are met: 
 The required controls are not standard industry practice or the incident involved a combination 

of factors that are not commonly recognised; 
 There has not been a previous communication in the past 3 years on the same subject; 
 The learning is widely applicable in the Company or across Industry. 

Similarly, the Company HSE adviser should decide if the lessons learned have value to other 
SABITA Members or the Bituminous Industry in general. The learning should be communicated 
through news forums, newsletters, cross industry working parties etc.  
Additionally, when Company HSE advisers receive the initial notification of a significant incident, 
within 24 hours, they should consider the need to communicate the facts known so far to other 
SABITA Members or the Bituminous Industry in general. 

 
Annexure 5 shows an example of an HSE Alert bulletin that could be used by SABITA Members to 
communicate lessons learnt from investigation of significant or high risk incidents including 
Potential Incidents.  
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ANNEXURE 1   RECORDING AND INVESTIGATION OF INCIDENTS 
(Occupational Health and Safety Act, No 85 of 1993. Regulation 9 of the General Administrative Regulations) 

 
A. RECORDING OF INCIDENT 
1.  Name of employer ............................................................……………………………………. 

2.  Name of affected person ………………………………….................………………………..... 

3.  Identity number of affected person ………………………….………………………………….. 

4.  Date of incident ....................................    5. Time of incident ……………............…………. 

6.  Part of body affected  
  

Head or Neck Eye Trunk Finger Hand 
Arm Foot Leg Internal Multiple 

 
7.  Effect on person  
 

Sprains or strains Contusion or wounds Fractures Burns Amputation 

Electric shock Asphyxiation Unconsciousness Poisoning Occupational 
Disease 

 
8.  Expected period of disablement 
 

0-13 days 2-4 weeks >4-16 weeks >16-52 weeks >52 weeks or permanent 
disablement 

Killed  
 
9.  Description of occupational disease………………………………………………………………….. 

10. Machine/process involved/type of work performed/exposure*  

……………………………………………………………………………………………………………. 
*(in case of a hazardous chemical substance, indicate substance exposed to) 

11. Was the incident reported to the Compensation Commissioner and Provincial Director? 
 

 Yes   No 

12. Was the incident reported to the police? ** 
 

Yes   No 

13. SAPS office and reference …………………………………………….………………………………  
** (To be completed in case of a fatal incident.) 
 

B. INVESTIGATION OF THE ABOVE INCIDENT BY A PERSON DESIGNATED THERETO 

1. Date of investigation ……..…………………… 

2. Name of investigator ....….……………………………….. 

3. Designation of investigator.………………………………………………………………………... 
 
4. Investigator assisted by: a) …………………………………… b) ……………………………….. 
 
c) …………………………... d) ……………………………………. e) ………………………………. 
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5. Short description of incident …………..……………………………………………………………. 

…………………………………………………………………………………………………………….. 

…………………………………………………………………………………………………………….. 

6. Suspected cause of incident 

…………………......................................……………………………………………....................... 

.................................................................................................................................................... 

........…………………………………………….......…………………………………………………... 

7. Recommended steps to prevent a recurrence 

………….....................................……………………………………………........................……… 

…………………………………………………………………………………………………………… 

......................................................................................................…………………………...…... 

…………….................................................…………………………………………………………. 

…………………………………… …………………………………………………………………….. 
 
 
Signature of Investigator …………………………………….. Date ……………………….. 
 
C.  ACTION TAKEN BY EMPLOYER TO PREVENT THE RECURRENCE OF A SIMILAR INCIDENT 

..............................……………................................................................................................. 

………………………………………….........………………………………………………………… 

..................................................................................................................................……..…… 

…………………………….. ……………….................................................................................. 
 
 
Signature of employer ……………………………………….. Date ……………………… 
 
D.  REMARKS BY HEALTH AND SAFETY COMMITTEE 

.................................................................................................................................................... 

.................................................................................................................................................... 

……………………………………………………………………………………...………..………….. 

…………………………………………………………………. ……………………………………….. 
 
 
 
 
Signature of Chairperson of Health and Safety Committee ………………………………………. ….. 
 
Date ……………………… 
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ANNEXURE 2   RISK ASSESSMENT MATRIX 

 

 
 
Explanation of terms used for increasing likelihood: 
Industry:  
1. In connection with consequences of incidents involving bituminous products means the Bitumen 

Industry in Southern Africa. 
2. In connection with consequences of all other incidents in general means the Construction Industry in 

Southern Africa. 
Note: The application of “Industry” for assessment purposes could also be extended to include the Global 
Bitumen Industry and/or Global Construction Industry if very similar or identical process hazards are being 
analysed.  
Organisation: 
Means the entire organisation of a specific Company (SABITA Member Organisation), including all its 
operational units, branches, and joint ventures. 
Location: 
Means a specific operational unit or plant (functioning separately from other units) within an Organisation. 
A typical Member Organisation is likely to have several Locations across Southern Africa. 
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ANNEXURE 3  INCIDENT REPORT LAYOUT FOR A SIGNIFICANT INCIDENT 
This annexure lists the headings and provides guidance on the content of a report of a significant 
incident. When a computer based tool is used to analyse the incident the report can be generated 
automatically from the data inputted to the software. 
Summary 
A brief summary of the report, giving the background of the incident, a description of the incident, 
description of injuries, damage and loss, and outlining the causes established and the agreed actions. 
Place, time and date of incident 
Consequences 
Details of persons injured and a description of injuries, damage and loss, including an estimate of the 
cost of direct and consequential losses. 
Events leading up to the incident 
A short narrative that sets the scene of the incident: 
 Description of the operation in progress; 
 Preparations made for the work, including work procedures, instructions, permits and supervision; 
 Personnel involved including work and shift patterns; 
 Equipment involved; 
 Environmental and weather conditions; 
 Activities taking place at the scene of the incident; 
 Activities of key persons prior to the day of the incident that could have affected their actions. 

Description of the Incident 
A statement of the facts immediately surrounding the incident, covering the period from the initiating 
events until the situation was under control. The statement should include photographs, drawings or 
maps to illustrate the narrative. It should also include a presentation of the sequence of events. 
Results of the investigation 
This section should demonstrate that the investigation was carried out in sufficient depth to support 
the conclusions that follow. Where relevant, it should include references to: 
 Environmental conditions; 
 Condition of equipment and facilities, including inspection and maintenance history, operating 

mode; 
 Procedures relating to the operation; 
 Information about the training and experience of persons involved; 
 Work instructions and communications; 
 Records and documentation; 
 Information derived from the nature of the damage; 
 Witness statements; 
 Medical records; 
 Factors affecting alertness or judgement, e.g. fatigue, social pressures, alcohol, medication or 

drugs; 
 Working conditions; 
 Survival aspects; 
 Results of special investigations and tests; 
 Rescue and damage containment activities; 
 Emergency response and recovery activities. 

Results of analysis 
This section should include the results of the analysis of the findings, identifying the immediate and 
underlying causes and weaknesses in the management system. The results are normally presented 
as an event tree. When certain conclusions have not been fully established by the available evidence 
these should be highlighted as tentative conclusions. 
Action items 
This section should include corrective actions for immediate causes (breached defences) and 
improvement actions addressing the underlying causes and management system weaknesses (latent 
failures). Action items should be achievable and measurable, and should specify action parties, 
implementation times and follow-up review dates. 
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ANNEXURE 4  INCIDENT INVESTIGATION GUIDANCE 
This annexure provides a checklist of subjects to be addressed during the investigation of incidents. 
Conducting Interviews 
Interviews with witnesses should be carried out as soon as possible after the incident, as intervening 
time and discussions with others can influence a person’s recollection of events. The value of a 
witness’s input can be greatly influenced by the style of the interviewer, whose main task is to listen to 
the witness’s story and not to influence it by making comments or asking leading questions. This 
requires patience and understanding. 
An investigation team is often seen in a prosecuting role, and witnesses may be reluctant to talk 
freely if they think they may incriminate themselves or their colleagues. An investigator is not in a 
position to give immunity in return for information, but must try to convince interviewees of the 
purpose of the investigation and the need for frankness. The following are some points of good 
practice when conducting an interview: 
 Prepare the questions you need answered beforehand; 
 Avoid interviews by the whole investigation team that may intimidate the witness; 
 The optimum is two interviewers and a single witness. Also avoid interviews by immediate 

supervisors; 
 Allow the witness to be accompanied by a colleague or friend or a safety representative; 
 Conduct the interview in private and start off with a general discussion to put the witness at ease 

before asking questions about the incident; 
 Make sure that the witness understands that he or she will not be required to sign a statement; 
 Ask the witness to go step by step through the events surrounding the incident, describing both 

own actions and the actions of others. Do not ask leading questions; 
 Separate facts from opinions. Ask further questions to confirm the facts, and note the opinions; 
 Summarise the discussion at the end of the interview to make sure that there is no 

misunderstanding. Afterwards, prepare notes of the discussion and agree them with the witness. 
Clarify any anomalies and any conflicts with other evidence; 

 Assess the need for the witness to receive counselling. 
Inspecting the Location 
Important facts and data can be gained from observations made at the scene of the incident, 
particularly if the location is kept undisturbed until the preliminary investigation has taken place.  
Rescue operations or the presence of residual hazards may necessitate moving some of the 
equipment, but this should be kept to a minimum. Before disturbing the incident location photographs 
and/or video film should be taken. 
Sketches can be used to document the physical relationship and distance between people, tools and 
equipment. All relevant equipment, tools, clothing, PPE and other material evidence should be 
identified and labelled. If critical equipment or tools have been damaged or have failed they should be 
kept in a secure place pending more detailed analysis. 
Local legislation may prescribe that for certain classes of incident, e.g. fatality or motor vehicle 
accident; nothing may be moved without prior permission from the relevant authorities. 
Investigators should look for any conditions or factors at the location that could have contributed to 
the incident. Factors to check include: 
 Position of all equipment in relation to other equipment and people; 
 Position of valves, spades, set points, recorders, override switches, etc.; 
 Samples of process materials, products of reaction/combustion, drain water etc.; 
 Process control and safeguarding instrument status. Check that records are retained beyond 24 

hours; 
 Procedures, vehicle tachographs, training records, log books, process logs and test records; 
 Condition of load-bearing surfaces; 
 Accessibility and evidence of congestion; 
 Lighting, visibility and audibility at the location; 
 State of housekeeping; 
 Condition of all plant, vehicles, equipment and tools; 
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ANNEXURE 4  INCIDENT INVESTIGATION GUIDANCE (Continued) 
 Effects of weather; 
 Presence of witnesses; 
 Evidence of spills or release; 
 Odours, discoloration, tyre marks; 
 Presence of unauthorised people; 
 Evidence of excessive forces; 
 Presence of warning signs and notices. 

Collecting Background Information 
Background information will include: 
 Process design and operating manuals; 
 Procedures for the type of operation involved; 
 Records of instructions and briefings given on the particular job being investigated; 
 Location plans; 
 Organisation and persons involved; 
 Product information and MSDS. 

38 
Fact Finding 
During the initial stages of every investigation, investigators should collect and record all the facts that 
may add to the understanding of the incident and the events surrounding it. They should be aware of 
the danger of reaching conclusions too early and of failing to keep an open mind to the full range of 
possibilities. They should ask the questions who?, what?, when?, where?, why?, and how? about the 
circumstances of the incident. Here is a checklist of specific questions that should be answered 
during the fact-finding process: 
 What operations were in progress? 
 What equipment was in use? Had any of the equipment failed? 
 Where were the key personnel and; what were their actions immediately before the incident? 
 What instructions were given that is related to the incident? 
 What energy sources and flows were not controlled? 
 Were there any operational deviations, equipment defects or inappropriate use of resources and 

equipment? 
 Were there any changes of personnel, procedures, processes or equipment that could have 

contributed to the incident? 
 What were the weather conditions? 
 What action did any third parties take that contributed to the incident? 
 Were the individuals involved physically fit and competent to perform the job? 
 Could alcohol or drugs have been a contributory factor? Should tests be done? 
 Could the effect of fatigue, work cycles and stress be contributory factors? 
 Could social or domestic pressure have had an impact on an individual’s behaviour? 
 Could time of day, age of people involved, length of service, training received etc. be contributory 

factors? 
After a first round of fact finding it should be possible to give a precise description, supported by the 
documented facts, of the events leading to the incident, the incident itself and the initial response to 
the incident. It should be possible to: 
 Describe the consequences of the incident in terms of injury, damage and loss, environmental 

and reputation impact; 
 Identify what defences (controls and recovery measures) were in place to prevent the incident; 
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ANNEXURE 4  INCIDENT INVESTIGATION GUIDANCE (Continued) 
 
 Identify the substandard acts which breached these defences; 
 Identify the preconditions which led to the substandard acts; 
 Identify what additional information and specialist resources are needed to confirm the immediate 

causes and to establish the underlying causes (latent failures); 
 Comment on response to the incident, including first aid, emergency medical treatment, rescue, 

shutdown of the process and fire fighting. 
39 
Records and Procedures 
Documentation such as drawings, inspection records, instrument and tachograph records, printouts, 
log sheets/books, maintenance records, work permits and load/time sheets may provide information 
relevant to the investigation. 
Written instructions and procedures may provide evidence of pre-planning and individual 
responsibilities. The investigation should try to establish the extent to which these procedures and 
instructions were understood and acted upon, as this can indicate the effectiveness of training and 
supervision. The relevance and extent of application of procedures should be assessed during the 
investigation. 
Special Studies 
Incidents of a technical or complex nature often require specialist input and further studies to 
determine causes of failure. Aircraft crashes, crane failures and plant explosions are examples of 
such incidents, where specialist advice may be required. This should be rapidly identified and the 
specialists involved early in the site assessment. 
Conflicting Evidence 
It is not unusual for witnesses to give differing accounts of an incident. Human memory can be 
unreliable and, even if not motivated by self-protection or other subjective arguments, one person’s 
recollection of an incident can differ from another person’s in important details. Investigators should 
note any significant differences in accounts of an event.  
Faced with conflicting witness statements, investigators should look for the similarities between the 
statements and commonality with other evidence. The objective is to use the evidence to understand 
the incident and not to prove the accuracy of individual statements, nor to apportion blame. 
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ANNEXURE 5 TEMPLATE FOR SHARING LESSONS LEARNT FROM INCIDENT INVESTIGATIONS 
 

Page 1 of 2 

 

SAFETY ALERT 

Purpose 
 

 
Description 
 

 
Lessons learnt 
 

 
 
 
 
 
 
 
Recommended action 
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ANNEXURE 6 Incident reporting input codes and descriptions 
  

Input category:  Incident type 

Code  Description  Code  Description  Code  Description  Code  Description 

01  Injury  02  Asset Damage  03  Environmental Impact  04  Fires and Explosions 

05  Reputation Impact  06  Other         

Input category:  Activity 

Code  Description  Code  Description  Code  Description  Code  Description 

07  Refining  08  Loading  09  Off –loading  10  Storage  

11  Heating  12  Binding Manufacture  13  HMA Manufacture  14  Spraying 

15  Paving  16  Sampling  17  Testing  18  Chip Spreading 

19  Transporting  20  Compacting  21  Cleaning  22  Road Maintenance 

23  Plant Maintenance  24  Other         

Input category:  Product involved 

Code  Description  Code  Description  Code  Description  Code  Description 

25  Penetration Bitumen  26  Cutback Bitumen  27  Bitumen Emulsion  28  Hot‐mix Bitumen 

29  Bitumen rubber  30  Polymer modified  31  Cutter / Solvent  32  Other 

Input category:  Injury severity 

Code  Description  Code  Description  Code  Description  Code  Description 

33  Multiple Fatalities  34  Single Fatality  35  Permanent Disability   36  Lost Workday Case 

37  Restricted Workday Case  38  Medical Treatment Case         

Input category:  Part of body injured 

Code  Description  Code  Description  Code  Description  Code  Description 

39  Skull  and Face  40  Eye  41  Ear  42  Nose 

43  Mouth  44  Neck  45  Upper back  46  Lower back 

47  Chest  48  Stomach  49  Arm  50  Hands 

51  Leg  52  Feet  53  Respiratory system  54  Other 

Input category:  Injury type 

Code  Description  Code  Description  Code  Description  Code  Description 

55  Sprain  56  Dislocation  57  Fracture  58  Cut  / Puncture wound 

59  Concussion  60  Amputation  61  Major burn  62  Minor burn 

63  Poisoning  64  Asphyxiation  65  Muscular  66  Internal 

Input category:  Occupation of injured 

Code  Description  Code  Description  Code  Description  Code  Description 

67  Labourer  68  Operator  69  Driver  70  Mechanic 

71  Supervisory  72  Laboratory staff  73  Contractor staff  74  3rd Party visitor 

Input category:  Incident cause/s 

Code  Description  Code  Description 

75  Operating equipment improperly  76  Failure to secure 

77  Operating at improper speed  78  Inadequate guards or barriers 

79  Servicing equipment in operation  80  Safety devices removed or made inoperable 

81  Using defective equipment  82  Inadequate or incorrect personal protective equipment 

83  Failing to use personal protective equipment  84  Improper lifting/loading/placement 

85  Improper position for task  86  Failing to follow Safe Work Procedure 

Input category:  When did the incident occur 

Code  Description  Code  Description  Code  Description  Code  Description 

87  Normal time  88  Overtime  89  Night work  90  Weekend overtime 

91  Public holiday  92  Off duty         
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ANNEXURE 6A  Members report of HSE incident information to SABITA 
 
Note to compiler:  
1)  Refer to Annexure 6 for descriptions and input codes.  
2)  Complete one form for each incident  
3)  Fill in the applicable codes or x in the empty box as appropriate.  
4)  Incidents usually have more than one cause. Please indicate ALL of the likely causes identified during the 

incident investigation. 
 

Company name  Site  City  

Reporting period 

Year  Quarter 1  Quarter 2  Quarter 3  Quarter 4  

Incident details 

Incident type Code  Activity Code  Product involved Code  

Injury severity Code  Part of body injured Code  Injury type Code  

Occupation of injured Code  When did incident occur Code  Incident cause 1 Code  

Incident cause 2 Code  Incident cause 3 Code  Incident cause 4 Code  

 
 
I…………………………………………………… in my capacity as ……………………………….. (Position) declare that 
the information submitted in the above form is correct. 
 
 
Signature:…………………………………….. Date: ……………………………………………… 
 
 
Fax or email this form to Lorraine at Sabita on 021 5312606 or Lorraine@sabita.co.za  
 


