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ASSESSMENT FOR BSBWHS505

	Student name
	Chris Tauri

	Date of assessment submission
	24/02/2020


	Trainer/Assessor’s name
	Zak Harrison

	Date of assessment marking
	24/02/2020
	Outcome for unit
	☒ Competent
☐ Not Yet Competent




TASK INSTRUCTIONS

· The assessment for this unit of competency consists of the following:
· A series of activities: Some of these activities will require you to provide a response within this document, others will require you to gather evidence to demonstrate your knowledge and skills (overview below)
· Quiz: You will be required to complete a series of questions to demonstrate your knowledge and skills. 
· Practical task: You will be required to have an observer attest to your knowledge and skills and sign a report to this effect.
· 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. 

	ACTIVITY OVERVIEW
	REQUIRED FOR SUBMISSION

	1. Initial responses to incidents
	· Workbook response (below)

	2. Planning the investigation
	· Workbook response (below)

	3. Collecting and analysing information and data
	· Workbook response (below)

	4. Completing investigation report
	· Workbook response (below)





ACTIVITIES

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
	CBUS Building 1 William St Brisbane Qld 4000

	Workgroup
	Acer Services (Air-Con) Subcontractor to Multiplex

	Describe incident
	While working from an elevated work platform, an operator sustained serious chest injuries when the EWP he was working from inexplicably raised up pinning him between the handrail of the machine and the slab.





	ACTIVITY 1 

	Consider the initial responses to the incident, in preparation for an investigation: 
a) 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) Outline the WHS legislative requirements for your workplace regarding incident response (i.e. duty holders, notification/reporting, preserving incident sites) as outlined in:
· WHS Acts
· WHS Regulations
c) Outline the your workplace’s requirements regarding incident response as outlined in:
· Policies
· Processes
· Procedures
· Systems




	Ensuring safety and security of site

	· First response & emergency phase is to establish if the area is safe for you to enter, then to help others.
· Administer first aid if required (emergency services)
· Check the area to make safe, move people away from equipment, substances, hazards & record details.
· Secure the site. Close off the area, identify relevant personnel, protect evidence or the scene.
· Record information about the incident, take notes & keep a record of all conditions (ie equipment & environment) 
            Establish if the incident is a notifiable incident. 



	WHS Acts

	Part 3 Section 38
Duty to notify notifiable incidents
(1) A PCBU must ensure the regulator is notified immediately after becoming aware that a notifiable incident has occurred.
(2) The notice must be given by the fastest possible means.
(3) The notice must be given by telephone or in writing.
(4) A person giving notice by telephone must-
(a) Give the details of the incident requested by the regulator; and
(b) If required by the regulator, give written notice of the incident within 48hrs of that requirement being made.
(5) A written notice must be in a form, or contain the details, approved by the regulator.
(6) If the regulator receives a notice by telephone and a written notice is not required, the regulator must give the PCBU-
(a) Details of the information received; or
(b) An acknowledgement of receiving the notice
(7) A PCBU must keep a record of each notifiable incident for at least 5yrs from the day that notice of the incident is given to the regulator under this section.








Part 3 Section 39
Duty to preserve incident sites.
(1) The person with management or control of a workplace at which a notifiable incident has occurred must ensure so far as reasonably practicable, that the site where the incident occurred is not disturbed until an inspector arrives at the site or any earlier time that an inspector directs.
(2) In subsection (1) a reference to a site includes any plant, substance, structure or thing associated with the notifiable incident.
(3) Subsection (1) does not prevent any action- 
(a) To assist an injured person; or
(b) To remove a deceased person; or
(c) That is essential to make the site safe or to minimise the risk of a further notifiable incident; or
(d) That is associated with a police investigation; or
(e) For which an inspector or the regulator has given permission.



	WHS Regulations

	Part 12.4 
Section 711 Duty to notify of notifiable incidents
As above.
Section 712 Duty to preserve incident sites.
As above.


	Policies

	Work Health & Safety Policy & Standard Operating Procedure Manual. 
Policy No. 16 “Incident Reporting”
Quotes definition of:
· Notifiable incident
· Serious injury or illness
· Dangerous incident
Direct quote from WHS Act 2011 Part 3 Section 35, 36 & 37.

Duty to notify notifiable incidents
Direct quote from WHS Act 2011 Part 3 Section 38

Duty to preserve incident sites
Direct quote from WHS Act 2011 Part 3 Section 39


	Processes

	

	Procedures

	Safe Work Method Statements, Standard Operating Procedures & Job Hazard Analysis all quote the following.

“ALL incidents and near misses must be reported to your supervisor. An incident/accident form must be completed and forwarded to management as soon as possible to determine course of action to be taken.”


	Systems

	The Work Health & Safety Management System encompasses all the above.
WH&S is a constant on the agenda of daily tool-box meetings and weekly Work in Progress meetings therefore is constantly under review and the subject of ongoing consultation.

An annual review of the WHSMS ensures ongoing improvements to the system unless an item is flagged through the course of normal operations.




	Outcome for Activity 1
	☒ Satisfactory 	
☐ Not satisfactory

	Trainer/Assessor comments
	Chris has demonstrated his ongoing review processes and follow-up with co-workers is top of his game. 

Chris has created a healthy culture with fellow employees and co-workers and it is evident, that they don’t hesitate in raising any possible risks and further discussions are had.




	ACTIVITY 2 

	You are required to develop an investigation plan to address the incident:
a) Define the scope and purpose/objectives of the investigation
· Ensure this reflects the scope and nature of the incident
· Explain which individuals/parties you would consult with in planning the investigation, including deciding between options (e.g. internally, external advisors)
b) 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
c) 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)
· Workplace culture relating to gender

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




	Scope and purpose/objectives of the investigation

	Reconstruct the incident (while ensuring that another incident doesn’t occur) to assist in verifying the facts, identifying what went wrong and what can be done to prevent it happening again.
Consultation with regards to the investigation must involve the PCBU, the line supervisor/manager, HSR/HSC and any external advisors. (in this case I would suggest having the EWP inspected by a technical expert to ensure the machine works as it should as per the manufacturers specifications or advise if a fault is found.)


	Action plan

	· Implement an investigation plan.
      -    What resources will be required. 
      -    Due to the severity of the incident an investigation team will be required.
      -    Establish timelines for the investigation.

Establish legislation involved and ensure ALL relevant parties have been notified.
Act as soon as possible after the incident.
Visit the scene before physical evidence is disturbed.
Not prejudge the situation.
Not remove anything from the scene.
Enquire if anyone else has moved anything.
Take photographs and/or sketches to assist in reconstructing the incident.

After the initial investigation is complete the team should;
· Identify, label & keep all evidence eg tools, defective equipment, fragments & chemical samples.
· Interview witnesses separately.
· Check to see if there have been any near misses in similar circumstances.
· Note down ALL sources of information.
· Keep records to show that the investigation was conducted in a fair and impartial manner.
· Review all potential useful information including;
(a) Design specs.
(b) Operating logs, purchasing records.
(c) Previous reports.
(d) Procedures, equipment manuals.
· Records of training & instruction of the people involved and experiences of people in similar workplaces/industries.


	Impacting factors

	People; 
· Cultural diversity, due to the nature & size of the workforce establish if any language barriers exist within the scope of people involved and provide interpretive services if required.

Attitudes; 
· Overcome the “us & them” mentality that can exist amongst some workers by ensuring them that the investigations goal is to prevent a re-occurrence of the incident and NOT to place blame or “point the finger” at any individual. 

Resources; 
· Diverting staff from their usual roles in order to form the investigative team.
· Timelines impacting on productivity.
· Technical experts being unavailable.

Environment;
· Changes to the incident scene. (to address I would emphasise the importance of observing the facts of the scene at the time of the incident and highlight the penalties that could apply if a breach should occur).
· Maintain integrity of the evidence. (to address, again I would share how crucial untarnished evidence is and the conditions of legislative compliance).





	Outcome for Activity 2
	☒ Satisfactory 	
☐ Not satisfactory

	Trainer/Assessor comments
	Chris has demonstrated a clear understanding of the process and conveyed to all staff the liability and importance of a WHS incident, so they are too educated. 




	ACTIVITY 3 

	Consider the collection and analysis of information and data:
a) Explain why and how you will inspect the incident site. 
b) Explain why and how you will inspect the equipment used at the time of the incident.
c) Identify other evidence you would gather regarding the incident. 
d) Outline how you would gather information and data in ways that ensure objectivity, confidentiality, validity and accuracy.
e) What reasoning would you give to the investigation team to justify using the conceptual basis for the analysis, namely:
· Adopting an open-minded and objective approach
· Analysing policies, procedures, processes and systems in place at the time of the incident
· Focussing on the ‘how’, ‘what’ and ‘why’ of the incident
· Not focussing on individual behaviour or fault
· Using applicable models of causation and occurrence




	Inspecting the incident site

	An immediate inspection of the incident site is paramount to the investigation while the incident is still “fresh” in the minds of witnesses and to maintain the integrity of all evidence and the incident scene.
Secure the site and ensure that nothing is disturbed, particularly that it is a notifiable incident and we are awaiting the arrival of an inspector.
A camera will record the site, the environment, any plant, materials or tools directly involved.
Make notes of any equipment/plant failures, acquire logbooks of any plant involved for reference to any previous fault reports, services and daily inspections.

Prepare a Site Inspection Report with a summary of information collected.


	Inspecting equipment

	Visually inspect all equipment used at the time of the incident.
Ensure daily inspections were carried out.
Note any damages as a result of the incident.
Note any faults previously reported and when they were addressed.
Have a qualified technician inspect and report on the condition of the plant at the time of the incident.


	Other evidence

	Other evidence can be, but not limited to;
Logistics
· Photos/sketches.
· Witness statements.
· Codes of practice with regards to EWP operation (how does it compare to the incident).
· Policies & procedures.
· Previous incident/injury reports & records.
· Equipment maintenance records.
· Site inspection report.

Personnel
· IP (injured person) account of the incident.
· Witness statements
· People present or in the vicinity or who know something about the incident.
· HSR/HSC
· Supervisors/managers
· Technical experts
· Maintenance/repair personnel
      -     Reps of plant manufacturers/suppliers
          Relevant personnel ie. Trainers, first responders, other workers.  

	Process for gathering information and data

	Delegate roles to investigation team with their individual strengths in mind.
Methods of gathering information categorised under four basic headings;
Documentation ie;
· Training records
· Work schedules
· Operating procedures
· Injury/incident reports
People ie;
· Interviews
· Questioning
· Discussions
Plant/substances ie;
· Visual inspections
· Tests
· Operation manuals
· Chems register
Work environment/process ie;
· Visual inspections
· Photographs
· Sketch maps & floor plans.


	Briefing the investigation team

	I would justify adopting the conceptual basis for analysis as described in the question by simply stating that we are compelled to not only do so by legislation but also that we are morally obligated to ensure that ALL workers be entitled to go home in the same state of health that they arrived at work in.
I would also focus on the idea of preventing re-occurrence through our investigation, analysis and recommendations rather than simply placing blame.   





	Outcome for Activity 3
	☒ Satisfactory 	
☐ Not satisfactory

	Trainer/Assessor comments
	Chris shows an understanding of compliance and due diligence in and around the workplace. Including workers, visitors and volunteers that visit the workplace.




	ACTIVITY 4 

	Complete an investigation report of the identified incident for your PCBU in the following structure:

1.0 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 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 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

	Acer Services PTY LTD.
Commercial HVAC design & installation services.
Our role & purpose on the William St site is to install the HVAC system as per the clients/designer’s specifications.

The incident in question is described as follows;
On Thursday the 23rd January 2020 while working from an elevated work platform, an operator (Joe Blogs) sustained serious chest injuries when the EWP he was working from inexplicably raised up pinning him between the handrail of the machine and the slab.

The scope and the purpose of the investigation and the team was in verifying the facts, identifying what went wrong and what can be done to prevent it happening again.


	2.0 INVESTIGATION FINDINGS

	A timeline of events leading up to the incident was constructed from a correlation of information gathered and is as follows:

The day of the incident.
06:00 Joe Blogs signs in at Acer Services daily toolbox meeting where the install team is briefed on the days tasks & roles allocated.
06:30 Acer install team exit the personnel hoist at level 14 along with QFS fire sprinkler installers. (These two trades are the only ones working on level 14 currently).
06:45 Barricaded drop zone set up by Acer.
Pre-assembly of ducting begins.
(It takes approximately 30mins to assemble 6m of ducting, lift that 6m section into place, using two manually winched ducting lifters, and secure it to the pre-hung threaded rod using 700mm lengths of UNISTRUT, nuts & washers).
During this time the barricaded drop zone moves with the install team, maintaining a clear delineation between the elevated work platforms (EWP) and the ground crew.
08:45 While fitting a length of Unistrut, nut & washer, Joe Blogs leans out over the handrail, his toolbelt becomes ‘hooked up’ on the control joystick of the EWP triggering the raise function.
He is then pinned at the chest, on his back between the handrail of the EWP, the ducting and the slab above, while the machine is still rising.
Immediately following, Peter Smith, Acer spotter and ground crew member activates the emergency stop on Joes machine.
He then made the decision to manually lower the EWP from the ground controls.
Realising Joe was in a ‘pretty bad way’ Peter instructed a colleague to activate the ‘emergency call’ button.
08:47 Peter Smith calls ’000’ (ambulance), describes the incident & Joes condition & gives them the address of the site & his details. (he then remains online with emergency services monitoring Joes condition until the paramedics arrived).
Also, at this time ALL Multiplex site staff receive an emergency alert text via the onsite system notifying them that an emergency call button has been activated on level 14.
08:48 As per emergency protocol, all personnel & materials hoists are stopped immediately & emptied. Hoist 1 is directed to level 14, hoist 2 is directed to ground in anticipation of emergency services, site management or others.
08:50 Shae Monue, structures foreman for Multiplex and first aider, walks down two flights of stairs to investigate the emergency alert and render assistance if required.
08:55 Ambulance arrives onsite and paramedics are escorted to the hoists and level 14
09:15 After assessment, stabilisation and subsequent removal of the IP (injured person) from the EWP, Joe was placed on a gurney, transferred to the waiting ambulance and transferred to the RBH (Royal Brisbane Hospital) where he remains in a serious but stable condition.


Immediately following ‘First Response’

The initial investigation team immediately takes over the incident scene ordering all work to cease and for the entire level to be evacuated of non-relevant personnel.
Access to the level is restricted to the investigation team only until further notice to maintain the incident scene and evidential integrity.

The initial investigation team was as follows;

· Cullum Murray WHSO Multiplex
· Chris Tauri Site Supervisor Acer Services
· Shae Monue Structures Foreman Multiplex
· Robert Young HSR Acer Services
· Benjamin Dover HSR Bright Spark Electrical

The jurisdiction and legislation were immediately identified, and ALL relevant parties notified accordingly.
Being a notifiable incident, ie a serious injury or illness requiring the person to have immediate treatment as an in-patient in a hospital [WHS Act 2011 Part 3 Section 36 (a)], WHSQ was notified both by telephone and in writing via the incident form.

At this time Shelley Shores Assistant WHSO Multiplex joined the investigation. 

A Site Inspection Work Plan (please refer to the attached Excel spreadsheet for details) was formulated utilizing members of the HSC (Health & Safety Committee) to capture crucial evidence while still ‘fresh’ in the minds of witnesses and the scene relatively undisturbed.

All relevant personnel were interviewed individually at the scene, statements and details recorded while a site inspection was also conducted.

· Photos
· Floor plan/sketch layout of the scene
· Visual inspection of the plant involved (no visible damage or fault found)
· Witness statements
Are contained in the Site Inspection Report that was presented to a meeting of all relevant parties (held on both Friday 24th January 2020 & Tuesday 28th January 2020 for those that could not attend) with regards to the consultation process when assembling the investigation team.

Once assembled, a briefing was held to construct an Action/Work Plan and to allocate tasks to relevant team members. (please refer to the attached Excel spreadsheet for details)

Through the course of the investigation a few key events were highlighted as points at which the incident could have been avoided.

These events are summarized below and are considered the Root Cause of the incident

· The Standard Operating Procedure (SOP) of the plant involved requires the emergency stop button to be engaged once the machine is at working height halting ALL possibility of operation. It was noted in several witness statements that this process was being followed, however this did not happen directly prior to the incident.

· The SWMS from Acer Services with regards to the task also quotes the SOP.

· As does the tasks Job Hazard Analysis (JHA), both these documents/processes were disregarded at the time of the incident.


· A review of statistics with regards to similar incidents highlighted what could be described as ‘inadequate guarding’ around the machine’s onboard controls.
This discovery prompted Robert Young to contact and meet with both the plant supplier and manufacturers representative to discuss our concerns.


He was informed that due to the number of incidents that had occurred in recent years that a re-design of both the controls and guarding had been ordered, approved and was in the manufacturing stage in anticipation of a nationwide recall.
A definitive release date could not be confirmed at the time of this report.


	3.0 RECOMMENDED PREVENTION MEASURES

	Analysis of all the evidence, information & data collected demands us to make the following recommended prevention measures;
· An immediate review of ALL Safe Work Method Statements and Standard Operating Procedures involving the use of elevated work platforms.
· A Verification of Competency (VOC) to be completed by all current & any future operators regardless of the individuals’ level of experience.
· Periodic practical information training sessions in the safe use of an EWP to capture safe practices both currently and particularly when the new controls are introduced.

All sub-contractors are to obtain VOC for EWP operators before any work to be carried out requiring the use of an EWP.
Copies of VOC to be received and verified before work can commence.
A Grace period will be afforded to operators to allow VOC to be obtained, (length of grace period to be no more than 28 days from the release of this report).

These preventative measures to be introduced to the induction criteria by COB 14th Feb 2020, as too, the incident details, minus any private or confidential information, to serve as a learning tool with regards to why we have the processes & procedures we have in place.


	4.0 CONCLUSION

	Under section 19(1) of the Work Health and Safety Act 2011 (the WHS Act), a person conducting a business or undertaking (PCBUs) must ensure the health and safety of workers at work in the business or undertaking, so far as is reasonably practicable. Additionally, section 19(2) requires PCBUs to ensure that the health and safety of other persons is not put at risk from work carried out as part of the conduct of the business or undertaking, so far as is reasonably practicable.
‘Health’ is defined under the WHS Act to mean physical and psychological health.
The employer’s duty of care includes providing:
· a physical and psychosocial work environment without risks to health and safety
· safe systems of work
· information, training, instruction or supervision necessary to protect all persons from risks to their health and safety.
PCBUs must monitor the health of workers and conditions at the workplace to prevent illness or injury.
PCBUs must also consult with other involved duty holders (for example, contractors, workers and health and safety representatives (HSRs) when addressing risk factors. This includes involving them when:
· identifying and assessing the risks to health and safety in the workplace
· making decisions about ways to eliminate or minimise risks
· making decisions about procedures for monitoring the health and safety of workers or conditions at the workplace or providing information and training for workers on risks and controls.
The workplace plays an important part in combating the rise in chronic disease, promoting participation in employment, and preventing needless disability. The workplace can affect the physical, mental, economic and social wellbeing of workers and therefore offers opportunities to improve worker health.
To realise the health benefits of work and accelerate the prevention of chronic disease, workplaces need to extend their agenda to include health and wellbeing.
Good work is good for you. Strong evidence shows that good worker health and wellbeing boosts organisational health and business performance.
Chronic disease negatively affects worker productivity and workplaces bear a number of associated costs. Health and wellbeing programs can improve performance and productivity and reduce indirect costs from:
· absenteeism
· presenteeism
· staff turnover
· workers’ compensation
· disability and early retirement.
Other advantages of investment in health and wellbeing include improved workplace culture, attraction of talented workers and improved organisational image.
The obvious benefit of outstanding workplace health and safety protocols is the protection of your employees. When organisations have clearly articulated and well understood WHS processes in place, their staff members are less likely to fall victim to workplace injuries. 

As a result, your business can be protected from the potential liabilities and costs associated with incidents that occur on-site.

But safety and legal responsibility aren’t the only benefits associated with well-executed WHS processes. They can enhance brand value, improve employee loyalty, decrease business disruptions and promote corporate social responsibility.
In closing, in the case of this incident, it is my opinion and that of the entire investigative team, that although in theory processes and procedures may ‘tick all the boxes’ as far as legislative compliance, it is only with constant vigilance on behalf of all relevant parties that WH&S remain a priority for all those involved.
‘A cultural shift is gradually occurring in Australia. Employers, health system payers and individuals are increasingly seeing the benefit of the workplace as a setting for optimising physical, psychological and social health.’ (PricewaterhouseCoopers, 2010)






	Outcome for Activity 4
	☒ Satisfactory 	
☐ Not satisfactory

	Trainer/Assessor comments
	Chris has a clear understanding of the obligations of a PCBU and the definition of “health” within the Act.





QUIZ

	QUESTIONS
	CORRECT

	1. Which of the following matters are considered as initial responses to an incident? Select all that apply.
☒ 	First aid
☐ 	Evaluation of response
☒ 	Preserving the incident site
☒ 	Evacuation

	☒

	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.
☐ 	True
☒ 	False 

	☒

	3. Which of the following should be considered when developing an investigation plan? Select all that apply.
☒ 	WHS legislation
☒	Workplace policies, procedures, processes and systems
☒ 	Appropriate selection of a team for the scope of the investigation
☒ 	Consultation and participation of individuals/parties with planning
☒ 	Obtaining necessary resources for investigation, including expert advice

	☒

	4. Under Part 9 of the Work Health and Safety Act 2011 (Qld), which of the following rights and powers does a WHS inspector possess? 
Select all that apply.
☒ 	To provide information and advice about WHS compliance
☒	To assist in resolving WHS issues in the workplace
☒ 	To inspect a workplace, including investigation of WHS incidents
☒ 	Enter a workplace with or without the PCBU’s permission

	☒

	5. Which of the following factors would be considered barriers to an incident investigation? Select all that apply. 
☒	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

	☒




	6. Under Part 10 of the Work Health and Safety Act 2011 (Qld), which of the following types of notices may be issued by a WHS inspector? 
Select all that apply.
☒ 	Improvement notices
☒	Non-disturbance notices
☒ 	Prohibition notices
☐ 	Time out notice

	☒




	Outcome for Quiz
	☒ Satisfactory 	
☐ Not satisfactory

	Trainer/Assessor comments
	Chris demonstrates a clear understanding of the current  WHS Act.




PRACTICAL TASK

You are required to have a suitable observer verify your ability to complete the following tasks. These tasks may be simulated or real.

	TASKS
	VERIFIED

	A. Work with others to carry out initial responses to a notifiable incident:
· Ensure incident site is safe and secured, addressing the immediate needs of those involved
· Ensure workplace policies, procedures, processes and systems are followed (e.g. evacuation procedures, providing support, requesting information from those involved)
· Ensure WHS regulator is notified
	☒

	B. Take a leadership role when consulting with others to develop and document an investigation plan:
· Determine scope and purpose of investigation, including timelines
· Form an appropriate investigation team and assign responsibilities and roles
· Identify and evaluate alternative strategies and resources for investigation process
· Obtain necessary resources for investigation
· Ensure requirements of WHS legislation and workplace policies, procedures, processes and systems are met by the plan
	☒

	C. Work in investigation team to collect information and data:
· Inspect incident site, equipment and other evidence (e.g. witnesses)
· Extract mathematical information, as required
· Gather information and data in ways that ensure objectivity, confidentiality, validity and accuracy
· Electronically document outcome of inspection
	☒

	D. Work with others to analyse information and data:
· Construct a timeline of events leading up to the incident
· Analyse numerical data, key events, conditions and/or circumstances
· Demonstrate and open-minded and objective approach
· Analyse policies, procedures, processes and systems in place at the time of the incident
· Focus on the ‘how’, ‘what’ and ‘why’ of the incident, using models of causation and occurrence rather than focussing on individual behaviour or fault
	☒

	E. Consult with others to determine prevention measures:
· Develop and detail actions, interventions and practical measures to address root causes and prevent the reoccurrence of the incident
· Identify how solutions will be measured and evaluated to determine effectiveness
	☒

	F. Prepare and verbally present an electronic investigation report to relevant parties (e.g. PCBU, Trainer/Assessor):
· Identify the events leading up to the incident, immediate and underlying causes and points at which the incident could have been prevented
· Explain recommendations arising from the investigation 
· Cite evidence and basis for conclusions and recommendations 
· Develop appropriate report for audience and use objective language
	☒




	Name of observer
	Zak Harrison

	Role of observer 
(Confirm their suitability to sign)
	☒ Trainer/Assessor	
☐ Other (specify): 

	Phone number of observer
	0419 775 660

	Email address of observer
	zakh@jlx.com.au

	Signature of observer
	
	Date
	24/02/2020
	Comments
	



	Outcome for Practical Task
	☒ Satisfactory 
☐ Not satisfactory

	Trainer/Assessor comments
	Chris demonstrates a clear voice and is respected by his peers in the workplace for his leadership and guidance in the safety of all. A changing culture.




PCBU


Management


Supervisor: Workgroup 1


Supervisor: Workgroup 2


Supervisor: Workgroup 3


Workers


Workers


Workers
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