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BSBWHS515 
Lead initial response to and investigate WHS incidents 
ASSESSMENT SUMMARY

The assessment activities for BSBWHS515 Lead initial response to and investigate WHS incidents cover all aspects of the unit of competency required. To demonstrate competence in this unit, a participant must undertake all tasks and complete them satisfactorily and consistently. For Apprentices and Trainees, this includes employer completion of the Employer Record Book (ERB). 

Participants must read all the information given before starting any assessment task. The assessment tasks are intended to be equitable, fair and flexible. If a participant has any questions or requires alternative arrangements to be made such requests should be directed to their Trainer/Assessor, who should note such arrangements in the ‘Assessor Comments’ on the affected assessment. If a participant feels they are not yet ready to be assessed, they should discuss their options with their Trainer/Assessor. 

To satisfactorily complete the assessment, the participant is required to answer all questions correctly and demonstrate their skills to industry standards. If a participant does not answer some questions or perform some tasks, they will be deemed ‘Not Satisfactory’ for the task and ‘Not Yet Competent’ for the unit of competency. The Trainer/Assessor is able to provide the participant with additional information on interpreting the assessment outcomes and provide guidance on the participant’s options. Should a participant still be deemed ‘Not Satisfactory’ they will have the opportunity to undertake a supplementary assessment or appeal the result. 

By signing the cover page for each assessment item, the participant acknowledges they understand the assessment instructions and requirements and consent to being assessed. The participant also verifies and assures the RTO that the work submitted is their own work. 
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Lead initial response to and investigate WHS incidents


	WORKBOOK INSTRUCTIONS

· This workbook will occur under standard assessment conditions.
· An oral assessment may be allowed under certain circumstances, whereby the Participant’s answers will be documented by a party other than the Participant. This must be acknowledged in writing (e.g. FT001 and Assessor Comments)
· Participants must provide enough detail in their responses to demonstrate their knowledge and skills.
· Please fill in the details below, providing your name, signature and date of assessment.
· Your signature acknowledges that this is your own work.
· Assessors are to complete marking in pen of a different colour to the Participant.
· If a Participant initially answers a question incorrectly but modifies their response, they must follow the instructions below:
· If a Participant changes their response in writing, they must put their initials next to the written change.
· If a Participant changes their response verbally, this must be noted on the document by the assessor.
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	ASSESSOR COMMENTS

	


NOTE

At times, you will be provided with a specific business context to which you must respond, otherwise it is anticipated that you will use a workplace of your choosing (your own, or hypothetical) to provide the context to the task.

At all times, the responses in your assessment must reference Australian (Queensland or Federal) documentation, including legislation, regulations, codes of practice, standards and guidance publications.


For the following activities, you will assume the role of a workgroup supervisor in a workplace of your choosing (see example organisational chart below).



Name a workplace and workgroup that you are (or hypothetically are) the supervisor for. Also, identify a likely incident to occur within this workplace which requires investigation. It may have actually happened or could hypothetically happen.

	Name of workplace
	Paynters

	Workgroup
	Site Safety Officers

	Describe incident
	An electrician was drilling a 20mm hole through 15mm of gyprock, to install a light fixture and run a cable up through the wall to the ceiling. The pilot bit of the hole saw struck a live half inch copper water pipe that was in the wall, causing it to begin leaking. The water from the copper pipe flowed down through the wall cavity resulting in water leaking through the ceiling tiles of the birthing suite below. The water was running for roughly 10 minutes after the copper water pipe was drilled into. The subcontractor promptly notified Paynters Forman who organised a plumber to isolate the water. No injury or property damage sustained.
 





	ACTIVITY 1  [bookmark: _Ref53407219]

	[bookmark: _Hlk100934984]Consider the initial responses to the incident, in preparation for an investigation: 
a) [bookmark: _Ref53407310]How would you ensure the incident site is safe and secure?
· Describe how you would address the immediate needs of those involved in the incident
b) [bookmark: _Ref53407405]Outline the WHS legislative requirements for your workplace regarding incident response (i.e. duty holders, notification/reporting, recordkeeping, preserving incident sites) as outlined in:
· WHS Acts
· WHS Regulations
c) [bookmark: _Ref53407221]Outline your workplace’s requirements regarding incident response (including consultation requirements) as outlined in:
· Organisational response plan/process
· Policies
· Procedures
· Systems



	Ensuring safety and security of site

	Before the incident site or casualties are approached, a risk assessment is to be carried out to determine if there are still dangers present that may harm those who enter the area. This assessment will also identify if there are any injured personnel requiring first aid. If danger is identified, appropriate make safe action will be taken (e.g. call emergency services, engage electrician to isolate power). Make safe action may also entail initiating a site evacuation of all personnel. Once deemed safe to enter, the incident site will be cordoned off to secure the site & prevent unauthorised access. Restricting access to an incident site will also assist in ensuring the scene is not interfered with. 

First aid will be administered to injured personnel. If injuries require more serious medical treatment, the first aider will call emergency services or delegate this task to another person.  

Once the incident site is safe & secure, and injured personnel have been attended to, relevant parties requiring to be notified of the incident will be contacted (refer to Paynters Internal Incident Procedure & Communication process flowchart for order of notification). Information for the investigation should begin to be gathered including witness statements and site photos.




	WHS Acts

	PCBU legislative requirements regarding incident response:

Section 19 (g)
Excerpt: “that the health of workers and the conditions at the workplace are monitored for the purpose of preventing illness or injury of workers arising from the conduct of the business or undertaking.”
Application: Incident sites are to be assessed for danger to ensure other personnel responding to the incident aren’t put at risk. Work is not to commence after an incident until the site is deemed safe.

Section 27 (d)
Excerpt: “to ensure that the person conducting the business or undertaking has appropriate processes for receiving and considering information regarding incidents, hazards and risks and responding in a timely way to that information”
Application:  The PCBU are to establish an appropriate emergency response plan, investigation process & communication process and ensure that these processes are communicated across the business. 

Section 35
Introduces notifiable incident categories
Application: This information must be communicated across the business so staff know when an incident needs to be escalated quickly to the HSEQ Team. For incidents requiring more than first aid, staff are to call the HSEQ Team who will assist with determining if an incident is classified as notifiable.  

Section 36
Explanation of a serious injury or illness
Application: Having this explanation on a safety alert or attached to the incident investigation report form will assist staff in determining when an incident is to be escalated to the HSEQ Team/Management.

Section 37
Explanation of a dangerous incident

Section 38 (1-6)
States the duty to notify of notifiable incidents including in what timeframe & method.
Application: The process & timelines to notify the regulator of notifiable incidents should be clearly understood. At Paynters, the HSEQ Team are responsible for lodging a notification.  

Section 38 (7)
States the duty to keep a record of notifiable incidents for 5 years after the regulator is notified.

Section 39
Duty to preserve incident sites so far as reasonably practicable including the circumstances where the disruption of the incident site is deemed appropriate.

Workers 
Section 28 (c)
Excerpt: “comply, so far as the worker is reasonably able, with any reasonable instruction that is given by the person conducting the business or undertaking to allow the person to comply with this Act”
Application: In relation to incident response, this may involve a worker being directed to contact emergency services, acquire the First aid kit, wave down emergency services or lead emergency services to the incident site. 

Section 28 (d)
Excerpt: “co-operate with any reasonable policy or procedure of the person conducting the business or undertaking relating to health or safety at the workplace that has been notified to workers.”
Application: Emergency evacuation procedures are discussed during site inductions. Workers are to respond promptly to evacuation alarms & go to the designated assembly point. 

	WHS Regulations

	Duty Holders
Section 309 (2) (c) 
Excerpt: “the arrangements in place for managing any work health and safety incidents that occur”
Application: The PCBU are to develop a formal process for incident response & management and ensure that it is communicated across the business.   

Notification/reporting
Section 699 : Provides further information/description of what is considered to be a serious illness.
Section 711 – Reiterates the duty to notify of notifiable incidents including in what timeframe & method.


Recordkeeping
Examples: Record keeping requirements for notifiable incidents that occur as a result of numerous high-risk works can be found in Section 77, Section 182, Section 304 & Section 465. These sections outline what documents are to be kept, for how long & the penalties for failing to do so. 

Section 303 (2) – Requirement to keep SWMS
“If a notifiable incident occurs in connection with the high-risk construction work to which the statement relates, the person must keep the statement for at least 2 years after the incident occurs.”
 
Section 313 (2) – Requirement to keep WHS plans
“If a notifiable incident occurs in connection with the construction project to which the statement relates, the person must keep the WHS management plan for at least 2 years after the incident occurs.”

Preserving incident sites
Section 712 reiterates the duty to preserve incident sites so far as reasonably practicable including the circumstances where the disruption of the incident site is deemed appropriate



	Response plan/process

	Emergency Preparedness Response Risk Assessment
This is a template that is to be used to develop a site-specific response plan. The project manager, HSEQ team & site team are to develop this plan in consultation with each other. Key risks are identified & staff are assigned specific roles & responsibilities they must uphold in the event of an emergency.  

Paynters Internal Incident Procedure & Communication Process 
This is a visual flowchart displayed in all site sheds that details the steps to be taken following an incident. The flowchart simplifies Paynters incident response process which is particularly useful in the high stress situations.  

Reporting & Recording of Workplace Incidents Guide
This document is Paynters response plan that details the following:
· Critical vs Non critical incidents 
· Incident definitions
· Notifiable incident definitions 
· Responsibilities (staff & stakeholders)
· Internal incident notification structure
· Preserving incident sites
· When to initiate an incident investigation 
This document is primarily used in formal training sessions but is available to all staff on Paynters intranet. 

	Policies

	Paynters HSEQ Policy Statement
“Maintain awareness and readiness to prevent and, when necessary, respond to and effectively manage HSEQ risks, threats, incidents and/or emergencies;” 
This statement demonstrates a proactive response to incidents/emergencies and that Paynters have already determined how they will respond to incidents if they occur.

Paynters Rehabilitation Policy 
“encouraging the early reporting of injuries;”
Rehabilitation may not be an initial incident response, but it does form part of the long-term management of injuries resulting from workplace incidents. The earlier an injury is reported, the quicker support can be offered, preventing lost time & permanent impairment. 

	Procedures

	Paynters Emergency Management Procedure
This is an overarching document that addresses how Paynters will respond to workplace emergencies/incidents. This is a comprehensive document, outlining the following:  
· Purpose & Scope of the procedure
· Identifying emergency risks
· Requirement to complete emergency response plans
· Emergency roles & personnel
· Training requirements (evacuation drills, fire wardens etc)
· Site establishment/emergency exit diagram requirements 
· Emergency equipment required on site vs in corporate offices
· Critical vs non critical incidents & response requirements for each
· Consultation requirements (e.g. Critical incident management team)
· Post event actions (employee assistance & counselling)
· Post event review (ensure all actions have been closed out, review & amend site emergency response plan etc)


	Systems

	Yellow Safety Folders

Yellow Safety folders are required on every site. This comprehensive system covers matters such as site inductions, inspection checklists, SWMS, incident reporting, emergency debriefs & is where the site emergency response plan is kept. 
This system works in conjunction with Paynters procedures & processes as it includes many of the forms/documents that the procedures & process call for. 





	Satisfactory Outcome
	
	



	ACTIVITY 2  [bookmark: _Ref53407503]

	[bookmark: _Hlk101174330]You are required to develop an investigation plan to address the incident:
a) [bookmark: _Ref53407507]Define the scope and purpose/objectives of the investigation
· Ensure this reflects the scope and nature of the incident
· Explain which individuals/parties have a duty to be involved/consulted, according to legal and workplace policies, procedures and systems
· Identify any expert advice that may be required
b) [bookmark: _Ref53407569]Outline the requirements of the investigation in the form of an action plan
· Identify resourcing requirements, and allocate roles and responsibilities
· Prioritise tasks and specify timelines for the investigation
· Identify how the outcomes of the investigation will be documented in order to meet organisational and legal requirements 
c) [bookmark: _Ref53407656]Identify factors that may impact on the investigation and how they might be addressed. Consider the impact of: 
· Workers with specific needs and limitations (e.g. cultural background and diversity, low language, literacy and numeracy levels)
· Structure and organisation of the workforce (i.e. part time vs casual vs contract workers; shift rosters; geographical location)
· Commercial requirements (e.g. need to continue working)
· Necessity for ensuring privacy throughout the investigation

Ensure that the requirements from Activity 1 are met through your responses to Activity 2.




	Scope and purpose/objectives of the investigation

	Scope – 
To identify:
· The sequence of events
· Contributing factors
· The processes/procedures involved in the work activity 
· If there the worker was following the processes/procedures
· If there was a failure in the process/procedures. 
· The extent of damage. 
· The damage that could have been caused. 
· Corrective actions
· Control measures 


Consultation requirements - 
· Worker installing light cabling
· Worker’s supervisor (or person who directed them to carry out the work)
· Paynters site supervisor
· Hospital staff (staff working in birthing suite)
· Client representative 
· Paynters HSEQ Team (to be involved in any incident classified higher than First Aid)
· Company responsible for specifying the light fitting (to determine why this light fixture was chosen)


Possible expert advice required – 
· Plumber (to determine where pipes run, how to fix the damage, assistance with determining prevention measures) 
· Paynters HSEQ Team (assistance with identifying collecting all the information required for the incident investigation &/or determining the contributing factors)
· Remediation experts (how to dry out the ceiling space & protect the ceiling from mould growth)  
· Electrician (has the water seeped into electrical circuits causing electrical hazards)
· Hydraulic drawings/consultant (obtain drawings to understand the location of hydraulic services)
· Service location specialist (if detailed drawings are not available)


	Action plan

	Resourcing requirements
1. Equipment
Handheld tools to open wall cavity & expose live waterpipe 
Mop & bucket 
Rags to soak up water

2. Personnel 
Worker installing light fixture
Supervisor of worker installing light fixture
Paynters site supervisor
Member of HSEQ team to provide support (if required)
Client representative 
Scheduled phone call/zoom meeting with involved parties (e.g client rep, Paynters site supervisor, Paynters HSEQ team, Project Team)
Plumber to shut off water & assess extent of damage to the pipe
Hospital maintenance 

3. Documentation 
SWMS
Permits (penetration permit)
Induction records
Task observations 
Incident investigation form
Witness statement form

Allocate roles and responsibilities
Depending on the severity on the incident the HSEQ Department shall determine who will lead the investigation. In this instance, Paynters site supervisor will conduct the investigation, with support from the HSEQ team if required. 

Prioritise tasks and specify timelines for the investigation
	Task
	Timeline

	Make area safe (shut off water, mop up water, ensure birthing suite can keep functioning)
	Immediately

	Notification of dangerous event to HSEQ 
	Immediately after area made safe

	Report incident to client
	As per agreed timeline with client

	Incident investigation form
	To be completed & sent to HSEQ team within 24 hours

	Internal meeting with HSEQ Team & Project team
	Once incident investigation form received

	Remedial actions to be determined
	Once incident investigation form received

	Meeting with client to discuss corrective actions & how they will be implemented
	Within 48 hours of incident

	Remedial actions to be implemented
	Within 72 hours of incident 

	Task observation
	Within 1 week of incident




Documenting investigation outcomes
Incident investigation to be carried out using Paynters Incident Investigation Form. All accompanying documentation (SWMS, site induction, task obs, toolbox talk etc) are to be scanned & saved with the incident investigation form. A copy of the incident investigation form & associated corrective action documents (e.g. toolbox talk, HSEQ Alert) to be given to client representative. All documentation is saved on Paytners internal drive in a HSEQ folder that is only accessible to HSEQ team & Senior Management. The incident is recorded in an internal incident register for statistical purposes – all names & other confidential information is removed. A summary of the incident is presented in numerous internal meetings as a “lessoned learned”. 

	Impacting factors

		Impact
	Possible solution

	Time limitations
Worksite is within an operational facility so the client activities cannot be paused/disrupted for an extended period of time. This can extend the investigation process.
	Rectification required urgently. Contact client representative & ask for permission to enter birthing suite. Conduct make safe only.

	Access restrictions (location of damage/hazard)
Damaged pipe is behind a wall. Water has pooled in the birthing suite. This is a private & important part of a hospital. Conducting an investigation in the middle of childbirth is not appropriate.
	Contact client representative/staff in birthing suite for permission to enter birthing suite & make safe. Come back & conduct investigation once room is vacant or hospital staff have been able to relocate patient. 

	Service isolator location unknown – water leaking for a longer period of time
	A1 drawing with markup of service isolator locations to be displayed in sheds

	Obtaining associated documentation for incident investigation (e.g. induction records, SWMS, toolbox talks) – documentation may not be filed properly or complete
	Project manager to conduct monthly PM audits on site yellow folders to ensure they are being used properly

	Inadequate reporting - Level of ability/understanding of the investigation process by the individual undertaking the investigation 
	HSEQ team to offer assistance (in person or over the phone) once notified of incident 

	Back & forth conversation between parties - slow response time/time needed to get answers (e.g. copy of workers SWMS is not in yellow folders so subcontractor has to provide a new copy)
	Call a meeting with all required parties & clearly outline everyone’s responsibilities

	Availability of parties to meet - 
Incidents occur with little warning & at times that aren’t often convenient. 
	Utilise zoom calls if all parties cannot attend in person. Consult with parties one on one, make a record of discussions & provide updates to all parties via email.

	Privacy
Taking photos for investigation in the birthing suite with patients in the background
	Only take photos when the birthing suite is vacant.
Obtain permission to use photos taken from the client representative. 








	Satisfactory Outcome
	
	





	ACTIVITY 3  [bookmark: _Ref53407988]

	Consider the collection and analysis of information and data:
a) [bookmark: _Ref53408189][bookmark: _Hlk101184350]Explain why and how you will inspect the incident site. 
b) [bookmark: _Ref53408191]Explain why and how you will inspect the equipment used at the time of the incident.
c) [bookmark: _Ref53408194]Identify other evidence you would gather regarding the incident. 
d) [bookmark: _Ref53409159]Outline how you would gather information and data in ways that ensure objectivity, confidentiality, validity, admissibility and accuracy.
e) [bookmark: _Ref53408331]What reasoning would you give to the investigation team to justify the following approaches during the analysis:
· Adopting an open-minded and objective approach
· Analysing policies, procedures, processes and systems in place at the time of the incident
· Active listening
· Focussing on the ‘how’, ‘what’ and ‘why’ of the incident
· Not focussing on individual behaviour or fault
· Using applicable models of causation and occurrence
f) [bookmark: _Ref53476419]Identify the benefits of presenting numerical information/data using graphs

Ensure that the requirements from Activity 1 are met through your responses to Activity 3.




	Inspecting the incident site

	The incident site will be inspected to understand the extent of the damage caused by the water leak and to build a sequence of events. 

Information about the incident will be obtained via conducting a visual inspection of the incident site & interviews with personnel involved. A walk through of the work site & birthing suit will be conducted with the personnel involved (worker, workers’ supervisor, Paynters supervisor, client representative, staff member from birthing suite, hospital maintenance). This will assist with obtaining witness statements, establishing a sequence of events & determining preventative measures. 

	Inspecting equipment

	The equipment used to drill the hole will be inspected to determine if it was in good working order, and if it was the piece of equipment that the SWMS specified for the task. The suitability of the equipment for the task will also be assessed (e.g. power tool vs hand tool). 

	Other evidence

	· Witness statements
· Photos
· Induction records
· Task observations
· Weekly inspections
· Inspection/investigation into how this task (or similar tasks) have been completed previously
· How quickly the incident was recognised/responded to (construct sequence of events in consultation with involved parties)
· Determine if the correct response was used (Refer to emergency preparedness response risk assessment to)





	Process for gathering information and data

	Paynters incident investigation report form will be used as the basis of the investigation as it clearly outlines all the information to be gathered & has been developed to comply with WHS legislation. 
Additionally:
· Witness statements would be taken in confidentiality (meeting room)
· Witness would sign & date their statement 
· Obtain footage/CCTV (if available)
· Scan associated documents to keep on record (SWMS etc)
· All associated documents to be saved in a secure location (Paynters G Drive).
· Save email correspondence (e.g. email from Paynters to subcontractor requesting SWMS review)
· Investigation report form to be proofread by HSEQ team (HSEQ team to advise if any information missing)


	Briefing the investigation team

	1. Adopting an open-minded and objective approach
Reiterate to staff that the aim of the investigation is to determine what ‘actually happened’, not what is believed to have happened. Investigations may uncover causes that are uncommon or not initially considered.

2. Analysing policies, procedures, processes and systems in place at the time of the incident
Enables us to determine if policies, procedures, processes and systems were being followed at the time of incident. It may also uncover if policies, procedures, processes and systems are sufficient or if there are gaps that need to be addressed. 

3. Active listening
Let the people involved tell you what happened. Avoid sharing your own thoughts/theories. Cultivate an atmosphere where witnesses feel comfortable sharing information with you. Do not make witnesses feel that they are going to get blamed for the incident. 

4. Focussing on the ‘how’, ‘what’ and ‘why’ of the incident
Assists with removing any bias or personal opinion. Incident investigations must be based off facts.

5. Not focussing on individual behaviour or fault
Numerous factors contribute to the occurrence of an incident. The purpose of incident investigations is to identify these factors and develop & implement control measures to reduce the risk of a similar incident occurring again – not to find fault in individuals. 
 
6. Using applicable models of causation and occurrence
Do not look for one definitive event that caused the incident. – look for how each factor/element may have linked together to produce the end result.


	Presenting information

	Incident investigations can quickly become long & wordy, meaning very little to people who were not involved in the investigation or who are not familiar with HSEQ terminology. An incident investigation in its initial form may also include confidential information that should not be broadcasted across the business. Paynters have developed an internal incident spreadsheet where incidents are broken down & categorised (e.g. cause, trade involved, proportion of shift worked, injury cause). Dividing incident investigations into statistics/data also enables Paynters to detect trends. 




	Satisfactory Outcome
	
	



[bookmark: _Hlk43983644]

	ACTIVITY 4  [bookmark: _Ref53407262]

	[bookmark: _Hlk100593223]Complete an investigation report of the identified incident for your PCBU in the following structure:

1.0 [bookmark: _Ref53407544][bookmark: _Hlk101187282]INTRODUCTION
· Outline the background of your company, its role and purpose
· Briefly describe the incident that has taken place
· Define the scope and purpose of the investigation

2.0 [bookmark: _Ref53407277]INVESTIGATION FINDINGS
· Construct a timeline of events leading up to the incident (e.g. who was involved, what happened, initial responses to meet legislative/organisational requirements)
· Describe the scope of the investigation (e.g. identify investigation team, sources of information and data, site/equipment inspections that took place, other evidence gathered, experts consulted)
· Outline how information and data was gathered using objective, confidential, valid and accurate methods.
· Highlight the root causes of the incident:
· Note the key events, conditions and/or circumstances that together resulted in the incident
· Consider the effectiveness of workplace policies, procedures, processes and systems

3.0 [bookmark: _Ref53408509]RECOMMENDED PREVENTION MEASURES
· Highlight points at which the incident could have been prevented
· Outline actions, interventions and practical measures that would prevent reoccurrence of the incident, which address the root causes identified
· Evaluate between alternative strategies to identify the best option(s) for the workplace, identifying the criteria used for this decision
· Identify resourcing requirements, and allocation roles and responsibilities
· Prioritise tasks and specify timelines for implementation
· Outline how the effectiveness of these solutions will be measured and evaluated

4.0 CONCLUSION
· Explain the importance of WHS to your company, and the value of addressing and avoiding incidents


TIPS:
· Use the report template (below) and elaborate on the points above.
· Write in simple English. Remember that people from a range of backgrounds and abilities would be reading this document. 
· Be sure to reference evidence to back up your conclusions and recommendations, providing sufficient detail so that the reader can look into it further.  





	1.0 INTRODUCTION

	Paynters are a commercial construction company that provides design and construct services in various building sectors including:
· Health 
· Government
· Residential Aged Care 
· Social Housing
· Education
· Insurance
· Remedial Rectification  
· Hospitality

Paynters act as the Principal Contractor, executing the design and construction of projects through the engagement of consultants and subcontractors that provide expert knowledge and services in their respective fields. 

At 7:00AM on Friday the 10th of September 2021, an Electrician was drilling a 20mm hole through 15mm of gyprock, to install a light fixture and run a cable up through the wall to the ceiling. The pilot bit of the hole saw struck a live half inch copper water pipe that was in the wall cavity roughly 40mm behind the gyprock sheeting, causing it to begin leaking. The water from the copper pipe then flowed down through the wall cavity and through a fire rated penetration in the floor within the wall cavity. This resulted in water pooling in the ceiling & eventually leaking through the ceiling tiles of the birthing suite below. The water was running for roughly 10 minutes after the copper water pipe was drilled into. The subcontractor promptly notified Paynters Forman who organised a plumber to isolate the water. No injury or property damage sustained.

This investigation aims to identify:
· The sequence of events
· Contributing factors
· The processes/procedures involved in the work activity. 
· If there the worker was following the processes/procedures
· If there was a failure in the process/procedures. 
· The extent of damage
· The damage that could have been caused
· Corrective actions
· Control measures 


	2.0 INVESTIGATION FINDINGS

	Timeline:
9/09/2021
16:00PM – electrician fixes fluorescent light frame to the wall above vanity in the ensuite of one of the ward rooms in 6D ready for electrical cables to be connected the following day.

10/09/2021
6:30am – subcontractor arrives to site (as per site sign in book) & sets up workstation to conduct the activity of running the electrical cable for the fluorescent light up through the wall to the ceiling. 
7:00am – using a hole saw, the subcontractor commences drilling a 20mm hole through the 15mm of gyprock through the designated hole provided in the light frame that was fixed to the wall the day prior. 
7:02am - The pilot bit of the hole saw hits a live half inch copper water pipe that is roughly 40mm behind the gyprock sheeting in the wall cavity. Worker stops task. Water begins leaking out of the pipe.
7:03am – subcontractor notifies Paynters Foreman of incident
· Paynters Foreman contact plumber to organise water isolation
7:05am - water begins pooling in ceiling tiles 
7:06am – water begins to leak through the ceiling tiles into the birthing suite below.
7:12am – Plumber isolates water
· Paynters is notified of water leak in birthing suite
7:13am - Paynters attend birthing suite to assess damage
7:14am – initial rectification works carried out in birthing suite to ensure hospital can continue operating (mopping up water, inspection of medical equipment for any damage, wipe down of medical equipment) 
7:20am – Paynters HSEQ Manager is notified via telephone
7:22am – Client representative is notified of incident 
7:30am – incident investigation commences

Scope of investigation:
1. The investigation was led by Paynters Site Foreman. 
2. The investigation team consisted of the worker installing the lighting cable, the workers’ supervisor, the plumber who isolated the water & Paynters HSEQ Team for added support. 
3. Inspections commenced in the ensuite where the lighting cable was being installed. 
4. The saw used to drill the hole through the gyprock was inspected to ensure it was not defective. No issues.
5. A hand saw was used to break the gyprock and expose the damaged pipe. 
6. Exposing the pipe, it was discovered that water had made its way down through a fire rated floor penetration. The water pooled in the ceiling space on the floor below & began to leak into the birthing suite– numerous photos were taken.
7.  Electrician tested the electrical equipment within the wall cavity to ensure no damage. 
8. Plumber inspected the damage to the pipe, advised Paynters on how it would be fixed & in what timeframe (2 hrs)
9. Once vacant, the birthing suite was investigated to identify the extent of the water damage. 
10. Electrician tested electrical equipment near leak to ensure no water damage. Nil damage. 
11. Electrician SWMS (Fitout Services) & induction records were obtained
12. SWMS were reviewed to determine how this task is to be undertaken. It was discovered that the equipment to be used to drill through the gyprock was not specified & there was no direction for workers to check for live services before penetrating the sheet. 
13. The incident response was investigated. It was discovered that the location of the hydraulic isolation point was not known by Paynters or the plumber, resulting in it taking longer to stop the water. Isolation valve had not been noted on A1 services drawing in Paynters site office.
14. Remediation expert was engaged to inspect the wall & ceiling space for water damage and carry out drying & mould growth prevention.
15. The light fitting & manufacturers installation method was investigated. The fluorescent light, when unboxed, comes with the lights frame and an unwired-up cable and plug. This is so the installer can custom fit the light to the wall and run the accompanied cable to suit. After the frame of the light fixture is attached to the wall, it acts as a template for where the 20mm hole needs to be drilled/cut. The light fixture needed to be installed after the wall sheets were on, painted and the ensuite sink was installed to ensure that the light fixture was in the centre of the sink in line with the water tap and mirror.
16. The designer’s fit out specifications were consulted. It was discovered that this type of light was picked by the designer for its serviceability (ability to be unplugged and removed if need be). 
 
Information was gathered by primarily using Paynters incident investigation form. However, information was also collected through photos, witness statements, photocopies of relevant documentation (e.g. SWMS), telephone conversations & email correspondence. Only key stakeholders (incident investigation team & client representative) were involved in the investigation, ensuring the confidentiality of information. All meetings & phone calls were held in Paynters site office. 

Root causes of incident:
1. Unique & unusual light fixture/method of installation
· Methodology was not discussed by the supervisor at prestart
· Subcontractor did not consult SWMS to see if it adequately addressed the task
2. No consultation re live services
· Did not seek confirmation from other trades re the of location of live services 
3. SWMS
· Did not adequately outline the steps involved in the activity (did not specify the tools to be used to create the hole through the gyprock or instruct workers to check for live services before commencing task)
4. Equipment 
· Wrong tool used for the activity; a hand saw would have been sufficient & the user would have been able to feel if/when they hit the pipe
5. Unknown location of hydraulic isolation valve
· Water was leaking for longer than it should have 


	3.0 [bookmark: _Ref53468584]RECOMMENDED PREVENTION MEASURES

	Points at which the incident could have been prevented:
· Subcontractor supervisor to conduct a prestart every morning covering the activities for the day
· Prestart to reference/run through the SWMS to ensure they are applicable/relevant for the activities planned for the day   
· Subcontractor to consult with other trades or up to date drawings to identify the location of live services
· Due to the nature of the task, a handheld gyprock saw would have been sufficient in making the hole.
· Location of hydraulic isolation valve to be known & marked on A1 drawing 

	Priority
	Action/control measure
	Person responsible
	Timeframe
	Hierarchy of controls

	1
	Toolbox talk on incident with electricians
	Subcontractor Supervisor in consultation with Paynters site supervisor
	Immediately
	Administrative

	2
	Change equipment to be used for task. 
Hand saw to be used wherever possible. Consultation with Paynters site supervisor is required if planning to use power drill
	All workers
	Immediately
	Substitution

	3
	SWMS review & reinduction of workers
	Subcontractor in consultation with Paynters Site Supervisor
	24 hours
	Administrative

	4
	Site wide toolbox talk – Any workers that plan to penetrate a sheeted and painted wall are to liaise with their respective supervisor who will discuss with other service trades to determine what services are in the area that they intent to penetrate. 
	Paynters Site Supervisor
All workers
	24 hours
	Administrative

	5
	Investigate if light fixture installation method can be changed – can light be installed before wall is sheeted? 
	Paynters Project Team to consult with designer 
	48 hours
	Elimination



Measuring & evaluating the effectiveness of control measures
The following tools/means will be used to measure the effectiveness of control measures
· Task observations 
· Weekly HSEQ inspection
· Incident reoccurrence
· Informal site walk throughs


	4.0 [bookmark: _Ref53468609]CONCLUSION

	Due to the high-risk nature of the work which Paynters conduct, incidents are inevitable. In recognition of this, Paynters have established an effective incident response plan, thorough investigation process and endeavour to implement the highest-level of control measures in all instances, ensuring to evaluate their effectiveness at regular intervals. Paynters understand that the communication & implementation of successful control measures across the whole business are essential to implementing a higher level of safety.
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	QUIZ INSTRUCTIONS

· This quiz will occur under standard assessment conditions.
· An oral assessment may be allowed under certain circumstances, whereby the Participant’s answers will be documented by a party other than the Participant. This must be acknowledged in writing (e.g. FT001 and Assessor Comments)
· Participants must provide enough detail in their responses to demonstrate their knowledge and skills.
· Please fill in the details below, providing your name, signature and date of assessment.
· Your signature acknowledges that this is your own work.
· Assessors are to complete marking in pen of a different colour to the Participant.
· If a Participant initially answers a question incorrectly but modifies their response, they must follow the instructions below:
· If a Participant changes their response in writing, they must put their initials next to the written change.
· If a Participant changes their response verbally, this must be noted on the document by the assessor.




	Participant name
	Hannah Ockendon

	
	

	Participant signature
	
	
	

	Date
	20/04/2022



	Assessor name
	

	
	

	Assessor signature
	
	
	

	Date
	Click here to enter a date.




	Number of questions
	Number of questions answered correctly
	Task outcome (Tick)

	6
	
	Satisfactory
	Not Yet Satisfactory

	
	
	
	



	[bookmark: _Ref53402697]ASSESSOR COMMENTS

	


Which of the following circumstances are considered as initial responses to incident? Tick all that apply.

	Answer
	Choice
	Possible Answers
	

	
		First aid
	

	
		Evaluation of response
	

	
		Preserving the incident site
	

	
		Evacuation 
	




[bookmark: _Ref37244576]True or False (Tick your response): 2.	Under Part 3 of the Work Health and Safety Act 2011 (Qld), a PCBU must notify Work Health and Safety Queensland about all incidents that occur in the workplace, even if there is no injury or damage caused.

	Answer
		True 
	
	

	
		False 
	
	




[bookmark: _Ref53402760]	Which of the following should be considered when developing an investigation plan? Tick all that apply.

	Answer
	Choice
	Possible Answers
	

	
		WHS legislation
	

	
		Workplace policies, procedures, processes and systems
	

	
		Appropriate selection of a team for the scope of the investigation
	

	
		Delegation of suitable tasks to investigation team members, 
based on their background or skills
	

	
		Consultation and participation of individuals/parties with planning  
	

	
		Obtaining necessary resources for investigation, 
including expert advice
	





[bookmark: _Ref53402915]	Which of the following factors would be considered barriers to an incident investigation? Tick all that apply.

	Answer
	Choice
	Possible Answers
	

	
		Availability of witnesses due to organisational structure 
(e.g. casual employees, shift work)
	

	
		Differences in understanding due to diversity (e.g. cultural background, low language, literacy and numeracy levels)
	

	
		Attitudes of investigators (e.g. negative views of opposite gender)
	

	
		An extended time passing since the incident occurred
	




[bookmark: _Ref411928426][bookmark: _Ref409526775][bookmark: _Ref452534460]Identify two (2) tips for good listening. Tick two (2) that apply.

	Answer
	Choice
	Possible Answers
	

	
		Provide feedback to show you have interpreted the information correctly when the talker has finished.
	

	
		Interrupt as you have questions. Do not wait until the end.
	

	
		Take notes if the information is complex or exact details are required.
	

	
		Just listen. Don’t take note of non-verbal cues.
	




[bookmark: _Ref53472474]Match the following causation models and their descriptions by writing the appropriate letter next to each number in the centre column.

	Answer
	Causation Model
	Answers
	Description
	

	
	1 
	Complex linear
	1 - B
	A 
	Series of events or circumstances which interact sequentially with each other. Incidents are preventable by eliminating one of the causes in the sequence.
	

	
	2 
	Complex non-linear
	2 - C
	B 
	Incidents are a result of combination of unsafe acts and hazard conditions which sequentially interact.
	

	
	3 
	Simple linear
	3 - A
	C 
	Incidents result from a combination of interacting variables, sometimes seemingly unrelated.
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	PRACTICAL ASSESSMENT INSTRUCTIONS

· The following practical assessment will require the Participant to complete work related activities.
· The Assessor will conduct observations of the Participant’s work to determine whether they display sufficient practical skills and knowledge. 
· Please fill in the details below – providing your name, signature and date of assessment.
· The Participant’s signature acknowledges that the Assessor provided clear instructions and the Participant understood what was required to complete this assessment.
· The Assessor may substitute a Practical Task with an alternate task of equal value.
· Alternate tasks must be fully documented by the assessor in the Assessor Comments area.





	Participant name
	Hannah Ockendon

	
	

	Participant signature
	
	
	

	Date
	20/04/2022



	Assessor name
	

	
	

	Assessor signature
	
	
	

	Date
	Click here to enter a date.




	Task
	Task outcome (Tick)

	
	Satisfactory
	Not Yet Satisfactory

	Task 1 
	
	




	ASSESSOR COMMENTS

	


BSBWHS515
Lead initial response to and investigate WHS incidents

	Practical Task 1

	Description of task:
The participant is to liaise with an investigator (via face-to-face delivery or real-time video, as arranged with your assessor) to plan and lead an investigation relating to a reportable WHS incident that has resulted in injury/damage. The incident may be one of the provided case studies or actual workplace events. 

The participant is to collect incident information and data, then work with an investigator to determine causation before offering recommendations. The findings of the investigation are to be documented in a report (Note: This is not part of providing legal advice or preparing for legal proceedings). 

The participant is to submit the following evidence with this Practical Assessment sheet:
· Internal report form for incident
· Regulator report form for incident
· Incident investigation plan
· Investigation report

The assessor is to provide detailed comments on the tasks completed by the participant. Detail should be recorded in the Assessor’s Comments (e.g. questions asked by assessor during presentation).

	Resources required: 
Case studies (if required), computer, workplace documentation (response plan, policies, procedures, processes, systems), Organisation incident report form (HO1), Regulator incident report form (HO2). 

	Assessment of task

	Name of participant:
	

	Name of assessor:
	

	Location:
	

	Date:
	

	When completing the task, did the participant:
	Tick if satisfactorily completed. 
Provide comments if left unticked.

	1 Initial response and incident investigation plan

	1.1A.  [bookmark: _Ref53396722]Identify and implement required initial response to incident according to established organisational response plan and legal requirements (e.g. reporting to emergency services). 
	
	1.1B.  [bookmark: _Ref44065605]Document incident according to legal and organisational requirements – using internal and regulator incident report forms.
	
	1.1C.  [bookmark: _Ref53396905]Document incident investigation plan according to organisational and WHS legislative requirements – documenting:
· Legal and organisational requirements of duty holders
· Scope and purpose of investigation
· Resourcing requirements (including human and other resources, such as experts)
· How potential barriers may be addressed
	
	1.1D.  [bookmark: _Ref53396919]Consult with investigator to determine agreed processes for investigation, using appropriate language and non-verbal features. 
	
	2 Collect incident information and data

	1.2A.  [bookmark: _Ref53396947]Identity and access appropriate sources of incident information and data (i.e. valid, admissible, accurate) – according to legal and organisational requirements and suitable causation model. 
	
	1.2B.  [bookmark: _Ref53396952]Inspect incident site, equipment and other evidence according to investigation plan, legal and organisational requirements. 
	
	1.2C.  [bookmark: _Ref53396957]Present collected information and data in required format (e.g. graphs) – considering objectivity, confidentiality, privacy and commercial requirements.
	
	3 Investigation and report

	1.3A.  [bookmark: _Ref53396991]In person, or via live stream video, work with the investigation team:
· Brief investigation team on investigation requirements and incident causation model
· Construct and document timeline of events leading up to incident
· Coordinate investigation of key events, conditions and/or circumstances that contributed to incident
	
	1.3B.  [bookmark: _Ref53396860]Develop and document investigation report for PCBU that meets legal and organisational requirements, outlining:
· Sufficiency and suitability of implemented initial response
· Scope and purpose of investigation
· Investigation findings, addressing the immediate and underlying causes of the incident – referring to incident information and data
· Evidence-based recommendations, interventions and practical measures
	
	1.3C.  [bookmark: _Ref53397039]Implement recordkeeping protocols in relation to investigation report that meets legal and organisational requirements.
	
	The Participant’s performance was:  Satisfactory     Not Satisfactory





OPTIONAL CASE STUDIES
Refer to HO3 for additional information

CASE STUDY 1
Source: https://www.storemasta.com.au/ 

A worker was measuring the inside of a railcar after it had been cleaned. Realising something was wrong the worker climbed to the top of a ladder inside the railcar and reached to their co-worker for assistance. Unable to get a solid grip, the worker fell back into the railcar. The second worker then entered the railcar to help their workmate, but was immediately overcome by the hazardous atmosphere. Both workers died.


CASE STUDY 2
Source: https://www.storemasta.com.au/ 

More than 80 cylinders of argonite were standing in a storeroom at a construction site — the cylinders were waiting to be fitted to the fire protection system. None of the cylinders had safety caps in place, and they were not restrained in anyway. There were no warning signs on the outside of the storeroom. Somehow one of the cylinders fell over and the neck was shorn off.

The force of the compressed gas suddenly being released from the cylinder launched it into the air like a torpedo. This set off a chain reaction, and 66 other cylinders were also knocked over, broken, and launched into the air. Just as this was happening 7 contractors enter the storeroom.

All of them are seriously injured and 1 workers died at the scene from horrific injuries. At the same time there was significant property damage. Each of the 66 cylinders were 2 metres high, weighed more than 140kg, and were flying at speeds of more than 170 miles per hour.


CASE STUDY 3
Source: https://www.storemasta.com.au/ 

A worker was cleaning the walls of a service pit with a flammable solvent cleaner. The solvent vapours ignited, causing a flash fire in the service pit which totally engulfed the worker. The worker died.
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