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1.
PURPOSE

1.1
The purpose of this procedure is to define the requirements and responsibilities for incident investigation, analysis of causal factors, development of corrective actions, and reporting of incidents and lessons learned.

2.
SCOPE

2.1
This procedure is applicable to all company property, facilities, operations, and employees.

3.
GENERAL

3.1
Management Services Northwest, Inc. Incident Investigation Program shall be used to find correctable problems that lead to implementation of effective corrective actions. A root cause analysis investigation shall be conducted on all serious incidents.
4.
RESPONSIBILITY

4.1
Managers shall:

4.1.1
Ensure that employees are properly informed of this procedure and comply with its requirements.

4.1.2
Ensure that employees who conduct incident investigations are trained in root cause investigation as defined in the company Safety Training Manual.

4.1.3
Review, comment as necessary, and approve reports of incidents within their area of responsibility.

4.1.4
Ensure that incident investigation findings and corrective actions are addressed in a timely manner and information related to closure of corrective actions is forwarded to the Safety Department.

4.2
Supervisors shall:

4.2.1
Notify the Safety Officer immediately of all serious incidents, as defined in Section 8.4.

4.2.2
Communicate, as soon as possible, with the Safety Officer to coordinate root cause incident investigations.

4.2.3
Conduct an incident investigation or participate on the investigation team in accordance with this procedure. If a serious occurrence a root cause analysis shall also be conducted.
4.2.4
Ensure that employees are informed of incident investigation findings, root causes, and lessons learned.

4.2.5
Notify the Safety Director as soon as corrective actions are completed or that the completion date for corrective action needs to be revised.

4.3
Employees shall immediately report all incidents to their supervisor and cooperate fully with investigators during incident investigations.

4.4
The Safety Director shall:

4.4.1
Maintain the Incident Investigation, Analysis and Reporting Procedure.

4.4.2
Manage the root cause investigation program including incident investigation training, coaching of supervisors in incident investigations, coordination of the development of corrective actions, incident investigation reports, Safety Committee, occurrence announcements on E-Mail/Bulletin Board, to keep all employees informed.
4.5
Operations Manager or designee and the Safety Director shall:

4.5.1
Initiate and participate in the Safety Committee as defined in Section 6.3.

4.5.2
Lead Safety Committee review and approval of incident investigation reports and corrective actions.

4.5.3
Submit approved incident investigation reports and corrective actions to the Safety Department. 
4.6
The Safety Committee shall (Also see SHE-018):

4.6.1
Consist of an equal representation of management and hourly employees, along with Safety/Risk Management Representatives.
4.6.2
Meet as needed to review, recommend, and approve major (as defined in 6.3) incident reports and corrective actions.

5.
OBJECTIVE

5.1
The objectives of this procedure are to ensure that root cause incident investigations are performed in a consistent manner to determine causal factors and root causes of incidents and potential incidents, and to ensure the development of corrective actions which minimize the likelihood of recurrence. 

6.
PROCEDURE

6.1
Serious accidents (as defined in 8.4)
6.1.1
All serious incidents shall be immediately reported by telephone to Safety Department, or HR/Risk Management if the Safety Department is unavailable.

6.1.2
Employees and supervisors shall complete and fax to the Safety Department within 4 hours of an incident, an Initial Incident Report Form for all injuries which require medical treatment beyond first aid.

6.1.3
The Incident Investigation Report shall be completed and approved by the appropriate manager within 24 hours after notification and forwarded immediately to the Safety Department.  The Safety Department shall provide HR/Risk Management with a copy of Incident Reports upon receipt.

6.1.4
Safety Officer shall advise if outside legal counsel or an outside investigator is necessary to assist in the investigation.

6.1.5
A root cause incident investigation process shall be used for all serious incidents. The level of investigation and report detail will depend on the specific incident. Generally, the more serious an incident or near miss, the more time necessary for the investigation process and more detail in the event and causal factor chart. Lost time injuries and forklift rollovers are examples of serious incidents that would require the full root cause investigation process and report. Minor injuries without lost time can usually be investigated quickly and corrective/preventive actions developed with no, or just a simple, event and causal factor chart.

6.1.6
The root cause investigation shall begin as soon as possible while the facts are still fresh in the minds of individuals involved with the incident. In no case should the investigation be delayed more than 48 hours after notification.

6.1.7
Supervisors are to conduct root cause investigations for serious incidents in their area of responsibility. This involves gathering all of the applicable facts and documents associated with the incident, including interviewing employees or other witnesses to determine the cause(s) and preventive measures, and creating an initial events and causal factors chart of the incident. Examples of required documents to support the investigation are:

· Incident Report

· Chart(s) of incident location

· Employee Interviews/Statements

· Photographs

· Sketches

Supervisors shall identify causal factors which could have mitigated or prevented the unwanted act from occurring. This would include actions of the injured party that may have prevented their own injury or damages.

6.1.8
The Safety Director is available as a resource for investigation support and coaching during the root cause investigation process.

6.1.9
The Safety Director shall be contacted to assist in the identification of root causes and corrective and preventive actions. The establishment of root causes and corrective/preventive actions is a joint process between Operations and the Safety Department and can be accomplished by telephone or in person, depending on the severity of the incident. Root cause(s) for each causal factor shall be determined by the Safety Department. Operations shall identify the person(s) responsible for completing the corrective action and the completion date.

6.1.10
Investigators shall obtain approval of corrective/preventive actions from the appropriate level of management for the area involved with the incident, and submit an electronic draft root cause investigation report to the Safety Department.

6.1.11
Supervisors shall implement immediate corrective/preventive measures within their scope of authority.

6.1.12
The Safety Department shall file copies of incident investigation reports for review by the Safety Committee. (as defined in 4.6).
6.1.13
When legal counsel is assigned to lead an incident investigation, the Safety Department shall provide technical support on the root cause investigation process. Root cause investigation reports shall be prepared under the guidance of legal counsel and labeled “privileged and confidential” and “do not duplicate”. Distribution of these incident reports shall be on a need-to-know basis under guidance of legal counsel.

6.1.14
The Safety Department shall publish and distribute an Occurrence Announcement for incident investigation reports approved by the Safety Committee to share lessons learned.

6.1.15
Persons responsible to complete corrective actions shall ensure timely closure and report completion to Safety Department.
6.2
All other accidents (as defined in 8.3)

6.2.1
The Incident Investigation Report form shall be completed within 24 hours of the occurrence, approved by the appropriate supervisor, and forwarded to the Safety Department. The Safety Director shall provide HR/Risk Management with a copy of Incident Reports upon receipt.
6.2.2
If an investigation is conducted, the root cause incident investigation process shall be used.

6.2.3
HR/Risk Management shall obtain legal support if necessary.

6.3
Safety Committee (Also see SHE-018)
6.3.1
The Safety Committee shall be convened by the Operations Manager or designee and the Safety Department for major losses or potential losses involving employees, equipment, and cargo carried by Management Services Northwest, Inc. where:

· An OSHA/DOT Recordable incident resulting in a fatality or hospitalization or a vehicle involved being towed from the scene.

· An individual loss is estimated to exceed $100.

· The loss, even though less than $100, represents an example of a repetitive loss.

· The Safety Director or Operations deems a Safety Committee to be necessary.

6.3.2
The Safety Committee shall consist of a cross-section of company disciplines including, as appropriate, distribution center representatives, operations, Safety/Risk Management and other employee representatives, who have the knowledge and experience to investigate the casualty, identify root causes, and formulate corrective actions.

6.3.3
The Safety Committee process shall follow the root cause investigation procedure outlined in appropriate sections of 6.1.

7.
FORMS

7.1
Initial Incident Report Form 
7.2
Incident Investigation Report
7.3
Corrective Action Report Request (CARR)
7.4
Medical Release Authorization Form
7.5
Return to Work Offer Letter
8.
DEFINITIONS

8.1
Accident - An undesired event that results in injury to people, damage to property, or loss of service.
8.2
Incident or near miss - An event which occurred (or could occur) but did not result in injury, damage to property or service loss as defined in the “Serious Incident” 8.4. The terms are used interchangeably in this procedure.

8.3
All other accidents - Any damage or first aid case not classified as a major incident.

8.4
Serious accidents - Accidents or incidents/near misses involving personnel, the public, and/or contractors on Management Services Northwest, Inc. property performing activities requested by Management Services Northwest, Inc. or activities supervised by Management Services Northwest, Inc. resulting in, or having the potential to result in:

8.4.1
OSHA recordable accidents - Refers to accidents which are considered severe enough to be used for government statistics. “Recordable occupational injuries or illnesses” are any occupational injuries or illnesses recorded on the OSHA 300 form resulting in:

8.4.1.1
Fatalities, regardless of the time between the injury and death, or the length of the illness.

8.4.1.2
Lost workday cases, other than fatalities, that result in lost workdays.

8.4.1.3
Non-fatal cases without lost workdays which result in transfer to another job or termination of employment, require medical treatment (other than first aid), or involve loss of consciousness or restricted work or motion. This category would also include any diagnosed occupational illnesses which are reported, but are not reported as fatalities or lost workday cases.

8.4.1.4
Management Services Northwest, Inc. Policy for OSHA recordables shall comply with OSHA regulation 29 CFR 1904.7 

Medical treatment - Includes treatment administered by a physician or registered professional personnel under the standing orders of a physician. Medical treatment does not include first aid treatment, even when provided by a physician or registered professional personnel. (see 29 CFR 1904.7)
Lost workdays - The number of days (consecutive or not) after, but not including, the day of the injury or illness during which the employee would have worked but could not do so.

8.4.5.1
An incident involving a fatality

8.4.5.2
An incident where medical treatment is sought beyond the scene of the 


incident. (Injured party sent to hospital for treatment)


8.4.5.2
A vehicle involved in the incident was towed from the scene.


    8.5
Corrective Action Report Request (CARR) - This form is utilized to identify employee concerns, inspections, and audit results and non-conformances. The corrective actions, responsible person, and due dates, once approved, are entered  and distributed on the monthly Corrective Action Report. It will be maintained and distributed by the Safety Department.
8.6
Root cause - The most basic cause(s) that can be reasonably identified and that management has control to fix. These are the fixable causes of an occurrence that when corrected will prevent recurrence or prevent the potential event causes from occurring.
