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	Trainer/Assessor’s name
	

	Date of assessment marking
	Click here to enter a date.
	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
	Construction of Dzung Quat Grassroots Refinery Project  

	Workgroup
	Steel Structure Erecting Team

	Describe incident
	The accident happened on the steel structure erection of ST01 in Unit 15. A beam in the morning had been wrongly installed (upside down) by subcontractor of Technip. The supervisor in charge decided to rotate it in position. Mr Sieu, who later on was the injured,  was standing on the linked beam, his task was to remove the bolt from the join. The beam was hooked to the crane but not supported (not to induce strength in the bolt). Mr Sieu removed all the bolts.
While the last bolt popped out, the beam had a sudden jerk, Mr Sieu was surprised and tried to grab it. Its thumb got trapped between the two beams. It is reported that the injured got his thumb fracture with cause the lost time injury. 





	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

	Site Manager, HSE Manager being informed of the incident. The incident location is isolated by hard barrier and soft barrier with signage “Un-authorised Person, No Entry”. A Security Guard being deployed to stand by at the scene to ensure the related equipment are not attempted by un-authorised personnel. HSE Manager arranged to record statement of all persons involved in the task. That is task supervisor, the task foreman, all teammates, the injured, the witnesses, the crane operator. HSE Manager was forming the investigation team members, taking photos of the scenario.   

	WHS Acts

	 Under Part 3 of the Work Health and Safety Act 2011 (Qld), a PCBU must ensure to notify to WHS Regulator immediately once a notifiable incident arising out of the conduct of the business or undertaking has occurred. The incident notice must be given in accordance with this section and by the fastest possible means. The notice must be given by telephone or in writing. A written notice must be in a form, or contain the details, approved by the regulator. The person with management or control of a workplace at which a notifiable incident has occurred must ensure so far as is reasonably practical. 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.

	WHS Regulations

	Work Health and Safety Regulation 2011; Schedule 16 outlined the requirement of notifications once incident occurred: 
+ In the event of the occurrence of a major incident or an event that could reasonably be expected to lead to a major incident, procedures for notifying the emergency service organisations with which the emergency plan was prepared.
+ After a major incident has occurred, procedures for providing the local community and the local authority for the local authority area in which the facility and the surrounding area
are located with information about the major incident
 + On-site and off-site warning systems.
+ Contact details for emergency service organisations and other support services that can assist in providing resources and implementing evacuation plans in the event of a major
Incident.
+ On-site communication systems. 

	Policies

	Everyone have the right to stop the work if there is a risk is existing. To create an
environment where the reporting of an incident is encouraged. It is the commitment of management to ensure continuous improvement by organise investigation once incident occurred. The purpose of incident investigation is to identify the root cause of incident, communicate the countermeasures to prevent same kind of incident to occurred on Technip jobsite.

	Processes

	In case incident occurred, the communication line will be maintain from first witness till site management board. Upon the information received, appropriate response to the incident will be taken place. The incident location need to be isolated for further investigation purpose. Investigation team will be formed and come out with identified root causes and recommendations which provide an opportunity for prevent re-occurrence of incident and  improvement. 

	Procedures

	Technip have it procedure namely: Accident and Incident Notification, Investigation, Classification and Reporting; GWP-HSE-009 to define the guidelines for notification, investigation, classification and reporting any HSE related accidents and incidents, which may occur at home office or at site offices and orsite and other areas


	Systems

	 Technip have the global HSE& Quality reporting tool called Synergi to report HSE& Quality incident happened on Technip jobsite. It is required with notifiable incident happened, it incident shall be registered in this reporting tool within 24 hours since the incident occurred. It then will be pooped out with e-mail notification to relevant managers of Technip who are in the management role for the case. The case then will be updated timely with recommendation and time frame for implement those recommendation.   




	Outcome for Activity 1
	☐ Satisfactory 	
☐ Not satisfactory

	Trainer/Assessor comments
	




	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

	Purpose and objectives of incident investigation is to identify the root cause of the incident which involved a worker’s finger being trapped and to make recommendation to prevent the reoccurrence of same kind of incident happen. Hence, interview the injured, the teammates as witness and task supervisor will help investigation team in making valid recommendation. The investigation team members will be consisted of senior investigator who is familiar with TOPSET investigation tool, a formal investigation tool being in used by Technip.   

	Action plan

	Action plan is an integral part of investigation process and it is being stated in the investigation report which clearly identify point for improvement with name of responsible person to take action and time frame as appropriate. Regarding the incident outlined in activity 1, it is identified by investigation team that the subcontractor apply improper erection procedure. There are two mistakes were made : in the initial positioning of the beam and in the method to dismantle it.


	Impacting factors

	The subcontractor is under pressure for two reasons, delay in schedule and major difficulties to mobilize competent personnel. Both reasons had led to a work situation with improper supervision those decision lead to the incident




	Outcome for Activity 2
	☐ Satisfactory 	
☐ Not satisfactory

	Trainer/Assessor comments
	




	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

	The incident site is to be inspected in order to find out what was happening in real time leading to the incident. Inspecting the incident site also helps to gathering evidences which will be useful in determine immediate causes lead to the incident. Inspect the incident site will be included but not limited to the following: make sketch of incident site, taking photos, interview witnesses, seeking the advice from relevant technical experts and illustration/ demonstration of the situation will be a useful tool to understand sequences lead to the incident.  

	Inspecting equipment

	 Inspecting equipment involved with incident is the important process which will contribute to conclude the causal factor leading to incident. Inspecting equipment include checking the actual conditions of equipment if there is any functioning failure, checking the equipment tags, equipment daily inspection checklist against its actual condition. In some particular case, if the equipment involved in incident need to be confirm its calibration validation, result of the latest maintenance had been done will be assist in verifying the situation leading to incident.   

	Other evidence

	Other evidence can be vary from the following: the weather condition: clear of foggy, the lighting condition if sufficient. The medical prolife of involved personnel. Human error/ human mistake in particular areas, the work process, the related work method statement and Job safety analysis, the compliance level of Permit To Work which is applying for the work which involved in incident.   

	Process for gathering information and data

	 Gathering information and data can be obtained through checking related permit to work, the checklists of equipment, interviewing the injured (if possible), interview witnesses, record the statement of witness, verify the time sequence provided by different witnesses and identify if there is invalid point that need to be clarify. During gathering information, several technique can be applied : taking photos, interview witnesses with relevant records, briefing to witnessed about their obligations and rights before commencing interview.   

	Briefing the investigation team

	Investigation team members is to be briefed their role and duties in investigation meeting on the first day when the team is formed and meeting in the location. The brief is to ensure each investigation member fulfil their duties in order to identify the incident root cause(s) properly in order to make a proper recommendations and action plan.  




	Outcome for Activity 3
	☐ Satisfactory 	
☐ Not satisfactory

	Trainer/Assessor comments
	




	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

	Technip Asia Pacific (APAC) is the leading engineering technology solutions and turnkey contract provider in Asia Pacific for the design and construction of hydrocarbon field development, oil refining, gas processing, petrochemicals and selected non-hydrocarbon projects. Technip APAC consists of entities from Malaysia, Autralia, Brunei, Indonesia, Thailand, China and Vietnam.
The company participates in business activities internationally with Kuala Lumpur in Malaysia as the main operating centre and cover 03 business segments that is: onshore, offshore and subsea. 
For The construction of Dzung Quat Grassroots Refinery Project, it is the consortium of Technip Malaysia (TPGM), Japan Gas Corporation (JGC) and Technical Reunidas which Technip Malaysia is the consortium leader.

The accident happened on the steel structure erection of ST01 in Unit 15. A beam in the morning had been wrongly installed (upside down) by subcontractor of Technip. The supervisor in charge decided to rotate it in position. Mr Sieu, who later on was the injured,  was standing on the linked beam, his task was to remove the bolt from the join. The beam was hooked to the crane but not supported (not to induce strength in the bolt). Mr Sieu removed all the bolts.
While the last bolt popped out, the beam had a sudden jerk, Mr Sieu was surprised and tried to grab it. Its thumb got trapped between the two beams. It is reported that the injured got his thumb fracture with cause the lost time injury  

	2.0 INVESTIGATION FINDINGS

	Causal Factor 1: Disregard of Safety Rules & Regulations. 
The supervisor has instructed an unsafe act. Knowing that there was not sufficient access
and no working platform.
Causal Factor 2: Inappropriate/Lack of supervision
The task supervisor is in charge for 2 erections teams and one scaffolding team. He has difficulties to supervisor all the activity.
Causal Factor 3 : Wrong erection procedure
Both mistake were made : in the initial positioning of the beam and in the method to
dismantle it.
Root cause of incident: the subcontractor is under pressure for two reasons, delay in schedule and major difficulties to mobilize competent personnel. Both reasons had led to a work situation with improper supervision those decision lead to the accident


	3.0 RECOMMENDED PREVENTION MEASURES

	Provision of life-line and scaffolding: action by Technip Consortium & Subcontractor
Re-training of team: action by Technip 
Request to increase competency and number of supervisor: action by Technip and Sub-contractor.
Assign extra Technip supervision, Provide more and competent supervision: action by Technip and subcontractor

	4.0 CONCLUSION

	Technip has its vision defined by the CEO is to becoming a reference company in HSE, Technip has embarked and promoting the core value of “Protecting the Health and Safety of our people is a core value and absolute commitment”. This core value is the driving force in ensuring the senior management is committed to Health, Safety and Environment
The following are HSE Goals specific to the Project are set, but not limited to:-
•	ZERO injury for the people
•	ZERO damage to the property and environment
•	ZERO Occupational Illnesses
Technip has written in his HSE policy that each and every one has the ‘Right’ and empowered to STOP an activity or work, when it is considered unsafe or has a potential to cause harm to people, property or to the environment. Hence it is strongly encouraged that all personnel involved in this project comply with the requirement





	Outcome for Activity 4
	☐ Satisfactory 	
☐ Not satisfactory

	Trainer/Assessor comments
	





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
	




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
	Duong Quang Vinh

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

	Phone number of observer
	+84 918 118 786

	Email address of observer
	dqvinh@technip.com

	Signature of observer
	
	Date
	18/08/2016
	Comments
	




	Outcome for Practical Task
	☐ Satisfactory 
☐ Not satisfactory

	Trainer/Assessor comments
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