Closing the Gap Before
Disaster: A Safety Manager’s
Game Plan for Near-Miss
Reporting in Canada

Walk into almost any workplace—from a pulp mill in British
Columbia to a construction site in downtown Toronto—and you’'ll
hear the same nervous laughter when a close call happens:
“That was lucky!” A pallet slips off a forklift and misses a
worker by inches. A chemical line bursts, but the operator
happens to be out of range. A ladder tips, but the worker
regains balance just in time.

These are the moments that safety managers lose sleep over.
They’'re called near-misses—events that could have caused
serious harm but didn’t, wusually thanks to chance. The
challenge in Canada is that while every safety professional
understands the importance of near-miss reporting, compliance
obligations aren’t always clear, and workplace cultures often
discourage reporting.

In this deep dive, we’ll build a game plan for near-miss
reporting that goes far beyond ticking legal boxes. We’ll look
at the compliance rules in each province and territory, the
traps that get employers fined, and the cultural and
operational barriers that keep near-misses hidden. We'll
anchor the discussion in real Canadian cases, statistics, and
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lessons learned. By the end, you’ll have a roadmap for turning
near-miss reporting from a liability risk into one of your
organization’s most powerful prevention tools.

Why Near-Miss Reporting Is the
Hidden Backbone of Safety

The Heinrich safety pyramid—an enduring model in occupational
safety—suggests that for every fatality, there are 29 major
injuries, 300 minor injuries, and over 1,000 near-misses.
Whether or not you accept the precise ratios, research in
Canada backs the principle: serious injuries don’t happen in
isolation, they’re part of a pattern.

WorkSafeBC’s own analysis of forestry incidents found that in
the three years leading up to a fatality, the same site had on
average five documented near-misses involving similar hazards.
In other words, the warning signs were there.

A 2021 study published by the Institute for Work & Health in
Toronto found that workplaces with a strong near-miss
reporting culture reduced their lost-time injury rates by 23%
within two years. The takeaway was clear: it’s not just about
reporting accidents—it’s about learning from the almost
accidents.

Consider the case of a Quebec paper mill in 2018. Workers had
repeatedly reported steam leaks that burned hands but were
shrugged off because “no one had been hospitalized.” A year
later, a pressure release injured three workers, sending one
to intensive care. The CNESST investigation showed that the
earlier near-misses—dismissed as minor events—were precursors
to the disaster.

These cases underscore the most important point: near-misses
are not trivia. They are predictive data.



Compliance Landscape: Where the Law
Stands

Here’s the hard truth: Canadian OHS legislation doesn’t always
use the term “near-miss.” Instead, laws require reporting of
dangerous occurrences, serious incidents, or occurrences that
could have caused critical injury. That wording means that
many near-misses are in fact legally reportable.

» Ontario’s OHS Act (s. 51) requires employers to notify
the Ministry of Labour of “any occurrence that could
have resulted in a critical injury.” A scaffolding
collapse that doesn’t injure anyone? Still reportable.

= Alberta OHS Act (s. 40) requires employers to report
“serious incidents” where someone could have been killed
or hospitalized-even if nobody was.

= Federal workplaces (Canada Labour Code, Part II) must
report “dangerous occurrences,” which includes
everything from collapses to explosions.

The subtlety matters. In provinces like Nova Scotia or
Manitoba, the definition of “dangerous occurrence” includes
specific lists: structural failures, explosions, equipment
rollovers. Even if workers jump clear, the employer must still
report.

Failing to grasp this nuance has cost companies dearly. In
Saskatchewan, a mining operator was fined $75,000 in 2020
after a rock fall in a shaft narrowly missed workers. Because
no one was injured, supervisors treated it as a maintenance
issue. The regulator disagreed, calling it a “dangerous
occurrence” requiring immediate reporting.
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Mistake 1: Thinking “No Harm, No Foul”

The most widespread error is assuming that if no one was hurt,
nothing needs to be reported. Regulators disagree. Alberta’s
OHS penalties database shows that 40% of serious-incident
fines in the past five years were tied to unreported near-
misses.

Mistake 2: Misclassifying Property
Damage

A crane load that smashes a truck but misses the operator by
inches 1is often logged as “equipment damage.” Yet regulators
classify it as a dangerous occurrence because the potential
for critical injury was obvious.

Mistake 3: Failing to Investigate

In British Columbia, WorkSafeBC requires investigations of all
incidents—including near-misses. One forestry employer was
cited for failing to investigate a log that rolled downhill
and stopped just short of workers. Months later, another log
caused a fatality. The earlier non-investigation was
specifically referenced in the enforcement order.

Mistake 4: Blaming Workers

When reports are used to punish employees, reporting dries up.
In Manitoba, investigators found that workers stopped
reporting forklift near-misses because supervisors tied
reports to disciplinary action. After a worker was
hospitalized, the company was fined and ordered to retrain
managers on just culture principles.

The Cultural Challenge: Getting



Workers to Report

The greatest barrier isn’t always the law—it’s psychology.
Workers often ask: “Why should I report if nothing happened?”
or worse, “Will I get in trouble for admitting I almost messed
up?"

A 2022 Canadian Society of Safety Engineering survey found
that 58% of workers believed reporting a near-miss would
negatively affect their reputation at work. That’s a chilling
statistic, because it means more than half of close calls
never make it into the system.

Successful companies overcome this by reframing near-miss
reporting as a positive act. One Alberta oil and gas firm
introduced a “Good Catch” program—rewarding employees who
reported near-misses with small bonuses and recognition.
Reporting went up 300% in a year, and serious 1incidents
dropped by nearly half.

Another approach is anonymous reporting. A logistics company
in Ontario set up a QR-code-based system where drivers could
quickly log near-misses without attaching their names. The
volume of reports tripled within six months.

The bottom line: reporting is a leadership issue, not a worker
issue. If supervisors model openness, workers will follow.

Case Studies: Lessons from the Field

Case 1: The Fall That Didn’t Happen (Ontario, 2017)

A worker slipped while harnessed and dangled from scaffolding.
Because the fall arrest worked, no 1injury occurred.
Supervisors treated it as a “saved by PPE” story. Months
later, another worker fell, this time without a harness
properly clipped. He died. Investigators found that the first
near-miss should have triggered an inspection of fall-arrest
practices, which would have exposed systemic failures.



Case 2: The Conveyor That Caught Clothing (BC, 2020)

A mill worker’s sleeve was caught in a conveyor, but the
emergency stop was pulled in time. Management classified it as
“equipment malfunction.” Later, a similar incident crushed a
worker’s hand. WorkSafeBC concluded the employer had failed to
investigate the earlier near-miss, calling it a missed
opportunity to identify gquarding failures.

Case 3: The Gas Leak (Newfoundland, 2021)

Multiple workers smelled gas but didn’t report it formally.
They considered it a nuisance, not a near-miss. A month later,
an explosion injured two workers. The court fined the company
$180,000, stating that under provincial law, any dangerous
occurrence must be reported whether or not harm results.

Investigating Near-Misses: What
Regulators Expect

Every regulator in Canada emphasizes two points:

1. Document the near-miss.
2. Investigate it with the same seriousness as an injury.

A strong investigation answers:

= What chain of events led to the near-miss?
= What barriers failed-or succeeded?
 What systemic corrections are required?

Investigators often say: a near-miss is a “free lesson.” The
cost of ignoring it is paying later in injuries, claims, and
fines.

(For practical tools, see OHS Insider’s Incident Investigation
Templates.)
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Strategic Use of Near-Miss Data

Smart safety managers don’t just collect reports; they analyze
them. Aggregated near-miss data reveals trends:

= A Saskatchewan transport company discovered that 70% of
its near-misses occurred on night shifts. They improved
lighting and shift schedules, cutting incidents by a
third.

= An Ontario hospital logged multiple needle-stick near-
misses. The solution wasn’t more training-it was
adopting safer needle devices. Within a year, reported
exposures dropped by 80%.

Insurers are also paying attention. Berkshire Hathaway
Homestate Companies and Liberty Mutual now ask Canadian
policyholders about near-miss reporting systems as part of
their risk assessments. Companies that can demonstrate robust
reporting often receive better rates.

From Paperwork to Prevention

Near-miss reporting isn’t busywork. It’s the single most cost-
effective prevention tool in a safety manager’s toolkit.
Canadian OHS law already requires reporting of dangerous
occurrences and serious incidents—but the real win comes from
going beyond compliance.

When workers believe reporting is safe, when supervisors
investigate without blame, and when organizations use data
strategically, near-misses become the foundation of a safety
culture that prevents injuries before they happen.

The choice is stark: treat near-misses as “lucky breaks,” or
treat them as the clearest warnings you’'ll ever get.

As one WorkSafeBC inspector put it after reviewing a serious
incident: “The accident didn’t come out of nowhere. The



workplace had been warned five times—it just didn’t listen.”



