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About your facilitator …
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Richard Scaife

• 35+ years’ experience in human factors 

• Aviation, air traffic control, nuclear, rail, process

• Director at The Keil Centre

• Specialist in human factors in health and safety

• Chartered Occupational Psychologist

• Fellow of Institute of Ergonomics and Human Factors

• Chartered Ergonomist & Human Factors Specialist

• Chartered Scientist

• European Ergonomist



Based in the UK and Australia          20 staff & associates       International client base

Human Factors
 & Ergonomics

Business Psychology 
& Wellbeing

Counselling & Clinical 
Psychology

About The Keil Centre



• Energy Institute published Learning from incidents, accidents and events first edition 
2016

• Best practice has moved on

• Regulators suggest there is a need for:
oMore rigorous analyses to get to underlying factors 
oClearer prioritisation of incidents & near-misses
oBetter integration of human & organisational factors into investigations. 
oBetter sharing & analysis of lessons and themes
oSystematic application & follow-up of actions. 

oA shift toward a learning culture. 
oTracking of trends in incident recurrence, causes, adherence to investigation 

procedures, and implementation of recommendations.

4

Learning from Incidents, Accidents and Events (2016)



Development of Second Edition

• Focus groups (21) with representatives of 
over 50 global organisations

• Wide range of sectors
oEnergy, Construction, Rail, Mining, 

Defence, Food and drink, Industry 
bodies, Regulators, Specialist 
investigation agencies

• Research 

• Guidance developed 

• Peer reviewed by industry stakeholders, 
including expert investigators
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• Authored by the Keil Centre
• Overseen by EI Learning from 

Incidents Committee (LFICOM)
• A team effort
• First-hand investigation experience – 

collectively around 150 years
ospecialist investigators
ohuman factors
otrainers in investigation methods 

and tools
oinvestigation systems specialists
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The team



• The learning from events process

• Sub-divided into 5 stages:
oReporting events
oInvestigating
oUnderstanding
oAction planning
oLearning

• Guidance is written across 14 
chapters
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What does the guide cover?



1. Introduction
• Events arise from multiple, layered causes 

– not a single factor.

• Hazards are inherent in operations. 
Barriers aim to control them.

• Barrier failures often link to human 
actions or decisions.

• Causes are classified as:
oImmediate (visible actions)
oPerformance Influencing Factors (e.g. 

workload, time pressure)
oLatent organisational issues (e.g. poor 

management, cost-cutting)
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2. Notification
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Reporting system:

- Clear, accessible, simple to use

Training

- What to report and when?

Culture

- Psychological safety, just culture, encouraging 
speak-up

Feedback

- ‘Thank you’, what happened as a result of the 
report?

Monitoring and evaluation

- Using meaningful KPIs to track reporting, 
beware of meaningless targets

Reporting events



2. Triage / Prioritisation
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• Not every incident can be investigated, and 
not to the same level of depth.

• Triage means prioritisation of incidents, e.g. 
oactual and potential consequences
olikelihood of recurrence or escalation.
olearning potential

• Helps determine level of investigation
oLow: Supervisor/line manager investigation
oMedium: Team-based with HSE advisors

oHigh: Independent senior-led investigation

Reporting events



4. Terms of reference

• A ToR is the investigator’s ‘license to 
operate’

• Standard template information should 
include:
opermissions to investigate
oprotection of evidence
oConfidentiality

• Additional information for specific 
incidents, e.g.:
oBudget
oTimeline
oStakeholders (incident owner, involved 

parties, unions, regulators, etc.)
oWhat question is the investigation is 

trying to answer?
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What question is the investigation is 
trying to answer?  And why it matters

Real example: A patient dies from septicaemia 
following an operation. What is the investigation 

focusing on?

Investigating

‘Why did the patient die?’ (implies blame on the 
surgeons) vs.

‘Why was there bacteria in the operating theatre?’ 
(a focus on the system)



5. Investigation training

• What sort of investigators do you have 
in your organisation?
oFull-time investigators – few, large 

organisations only
oPart-time investigators – most 

investigators in most organisations

• Incidents are (ideally) rare, so how to 
maintain skills?

• Investigation skills are not all 
investigation-specific: get investigators 
involved in non-safety investigations 
(e.g. supply chain failures, software 
glitches)
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Investigating



6 Team selection and deployment

• Investigations usually done in teams, 4-5 
people

• Include diverse perspectives—technical, 
operational, human factors, legal.

• Ensure team independence from the 
incident’s operational management.

• Don’t expect your part-time investigators 
to do their normal day job during the 
investigation
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Trauma awareness and support

• Train investigators to avoid triggering 
traumatic memories in witnesses.

• Monitor investigators for secondary 
traumatic stress (STS).

• Limit exposure to traumatic material (e.g. 
photos, audio, CCTV).

• Provide access to psychological support and 
coping strategies.

Investigating



7 Data collection
Scene control and data preservation
• Secure the scene promptly to prevent 

contamination or loss of evidence.
• Collect witness statements as early as possible 

to avoid memory distortion.

Interviewing good practices
• Use cognitive interview (CI) techniques for 

direct witnesses.
• Apply the PEACE methodology

Bias awareness and mitigation
oHindsight bias
oConfirmation bias
oActor-observer bias
oOutcome bias
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Investigating

Types of data to collect

Photographic data: 
• Capture wide-angle and detailed shots.
• Include scale references (e.g. ruler, hand).
• Document operator-added labels or 

adaptations.
Physical data: 
• Handle fracture surfaces carefully.
• Store samples under appropriate conditions.
• Label and isolate all collected items.
Documentary data: 
• Gather logs, procedures, maintenance 

records, site maps.
Human data: 
• Interview eyewitnesses, operators, SMEs, and 

responders.



8 Analysis

• There are many analysis tools available
• Match the method to the event’s complexity 

and available data.
• Consider: 
oSequential models (e.g. 5 Whys, fault 

trees).
oEpidemiological models (e.g. Swiss cheese, 

Tripod).
oBarrier-based models (e.g. bowtie, Tripod 

Beta).
oSystemic models (e.g. STAMP, FRAM, 

AcciMap).
oCognitive models (e.g. GEMS, SHELL, 

TRACEr, HFAT®).
oSafety-II / Resilience engineering (e.g. 

FRAM, RAG, learning teams).
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Investigating

Preparation before analysis

Do the majority of the investigation before using 
analysis tools



9 Developing recommendations

• Ensure recommendations are based 
directly on investigation findings.

• Use the incident timeline to test 
whether the recommendation 
would have interrupted the event 
sequence.

• Prioritise recommendations based 
on: 
oRisk severity
oBarrier reinstatement urgency
oHierarchy of controls

• Involve the right stakeholders
• Ensure ownership and 

accountability for each 
recommendation

16

Understanding

Engage leaders using a causal learning workshop



10 Investigation report

Report planning and preparation
• Tailor the report to the intended audience (e.g. 

internal staff, regulators, public).
Writing style and clarity
• Use short sentences (ideally <12 words).
• Avoid jargon and overly complex language.
Communication and feedback
• Share early findings promptly to prevent 

rumours and speculation.
• Ensure feedback loops with stakeholders and 

affected teams.
Legal and confidentiality considerations
• Use neutral language to avoid blame or 

speculation.
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Understanding



11 Action tracking and closeout

• Allocate resources and budget to 
support implementation of actions

• Use clear wording so it’s obvious 
when an action is complete

• Track actions using a formal system 
(e.g. action tracking database)

• Monitor progress and barriers to 
implementation

• Verify that actions are fully 
implemented and effective

• Confirm that actions have led to 
sustained improvements
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Action planning

Common pitfalls to avoid
❖ Actions not implemented due to lack of resources.
❖ Actions closed without verification.
❖ Overwhelming backlog of actions.
❖ Poorly worded actions that don’t address root causes.
❖ Lack of stakeholder engagement in action development.

Good practices for success
✓ Engage stakeholders early in the action planning process.
✓ Use risk-based prioritisation to focus on high-impact 

actions.
✓ Combine related actions into workstreams to reduce 

complexity.
✓ Provide training and guidance on writing effective 

actions.
✓ Integrate action tracking into management performance 

reviews.



12 Embedding learning
Organisational learning strategy

• Address both individual and organisational 
learning.

• Memorialise lessons in the management system, 
not just in people’s memories.

Embedding learning in management systems:
oTraining programmes.
oRisk assessments.
oOperating procedures.
oSafety documentation.

• Avoid ‘quick fixes’ that don’t address systemic 
issues.

• Avoid safety clutter—only implement meaningful 
changes. 19

Learning



13 Sharing learning more 
broadly

• Extend learning to external stakeholders 
and industry peers.

• Use top-down reviews (e.g. quarterly 
HiPo reviews) to identify broader lessons

• Share lessons via: 
oIndustry workshops.
oRegulator briefings.
oSafety forums.
oProfessional bodies.

• But, recognise that sharing is not 
learning—ensure reflection and 
contextualisation.
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Learning



14 Evaluation
• Establish investigation review panels/boards to 

review findings and ensure quality.

• Identify trends and themes (consider statistical 
and AI tools).

Track KPIs for: 

oAction status (open, closed, overdue).

o Investigation completion times.

o Investigator training and assessment.

oQuality of analysis and effectiveness of actions.

• Avoid KPIs that incentivise superficial compliance 
or data omission.

• How do you know you’ve learned?  Consider 
‘Hard and ‘Soft’ KPIs, and what these actually tell 
you about learning.
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Learning



• EI 3295 Reporting, investigating, and 
learning from incidents, accidents 
and events (Available Q1 2026)

• Nearly 200 pages!
• Not intended to be read cover-to-

cover
o Practical guidance in each section on a specific 

phase of the lifecycle
o Checklists provided for each section

• Will replace the 2016 guidance
• Price?
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Conclusion

Price: £0, €0 and $0
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