
How  Supervisors  Can  Turn
Safety  Data  Into  Action
Before the Next Incident

The gap between safety data and safety
action
Most Canadian employers don’t suffer from a lack of safety
information. They suffer from a lack of safety translation.
Incident  reports  are  completed,  near  misses  are  logged,
inspections are done, training records are stored, corrective
actions  are  assigned,  JHSC  minutes  are  filed,  maintenance
requests  are  entered,  and  worker  concerns  are  raised,
sometimes formally and sometimes quietly in the middle of a
shift.

The problem is what happens next. Too often, safety data is
reviewed by the safety department, summarized for management,
and filed into a dashboard that looks impressive but doesn’t
meaningfully  change  how  work  is  planned,  supervised,  or
corrected.  It  becomes  a  reporting  system  instead  of  a
prevention  system.

That’s  where  supervisors  matter.  In  most  workplaces,
supervisors  are  the  bridge  between  management  systems  and
actual work. They decide whether a rushed job pauses long
enough for a hazard assessment. They decide whether a worker’s
concern  is  treated  as  useful  intelligence  or  as  an
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inconvenience.  They  decide  whether  a  near  miss  becomes  a
learning moment or disappears into the noise of the day. If
predictive safety is going to work in Canada, supervisors have
to become daily users of safety data, not passive subjects of
it.

Why  supervisors  are  central  to  due
diligence
Due diligence in Canadian OHS isn’t proven only by written
policies or corporate dashboards. It’s proven by what the
employer actually did to identify hazards, control them, train
workers,  supervise  the  work,  and  correct  problems.  CCOHS
explains that due diligence requires an employer to implement
a  plan  to  identify  possible  workplace  hazards  and  take
appropriate  corrective  action  to  prevent  incidents  or
injuries.  (CCOHS)

That obligation lands directly in the supervisor’s world. A
safety director may design the system, but supervisors make it
real. They see whether a guard is missing, whether a new
worker is unsure, whether a crew is taking shortcuts, whether
a contractor is drifting outside the agreed method, or whether
production pressure is creating risk. They also see whether
the company’s data matches reality.

A dashboard may show training completion at 100 percent, but
the supervisor may know workers still can’t perform the task
safely. A report may say a corrective action is closed, but
the supervisor may know the physical condition hasn’t changed.
A monthly safety scorecard may show low incidents, but the
supervisor may know near misses are happening without being
reported. This is why data-driven safety must give supervisors
practical questions, not just metrics.

https://www.ccohs.ca/oshanswers/legisl/legislation/diligence.html


What supervisors should review every week
A supervisor doesn’t need a complex analytics platform to use
safety  data  well.  They  need  a  disciplined  review  of  the
signals that relate to their work area. Serious near misses
should be near the top of that review because they show where
harm almost occurred. CCOHS states that leading indicators are
proactive,  preventative,  and  predictive  measures  used  to
identify and eliminate hazards before incidents occur, and
near misses are one of the clearest examples. (CCOHS)

Repeat inspection findings deserve the same attention. If the
same hazard appears repeatedly, the issue is no longer just a
condition. It may be a failure of ownership, maintenance,
supervision,  design,  training,  or  accountability.  Overdue
corrective  actions  are  another  critical  signal.  An  open
corrective action tied to a high-risk hazard should be treated
as unresolved exposure, not an administrative task.

Supervisors  should  also  pay  attention  to  worker  reporting
behaviour. If reports suddenly drop in a high-risk area, that
may not mean risk has disappeared. It may mean workers have
stopped trusting the process. Change is another major signal.
New  workers,  new  equipment,  schedule  pressure,  weather,
overtime,  unfamiliar  contractors,  and  altered  production
demands can all change the risk profile of the work. Used
properly, these signals help supervisors ask better questions
before work begins.

The answer isn’t always another toolbox
talk
Many organizations respond to trends by adding another toolbox
talk. Sometimes that’s appropriate, but if the data shows a
physical or systemic hazard, a talk won’t be enough. If lift-
truck near misses are increasing, workers may need more than a
reminder to stay alert. The supervisor may need to review

https://www.ccohs.ca/oshanswers/hsprograms/leading-and-lagging-indicators.html


traffic flow, pedestrian separation, sight lines, congestion,
loading schedules, speed, lighting, and enforcement.

If hand injuries are rising around a machine, the answer may
not be another hand safety talk. The supervisor may need to
verify  guarding,  lockout  procedures,  jam-clearing  methods,
tool  availability,  maintenance  response  time,  and  whether
workers feel pressured to keep the line moving. If violence-
related near misses are increasing in a health care, retail,
municipal, or public-facing setting, the solution may require
staffing review, communication protocols, alarm systems, de-
escalation training, client flagging, security response, and
post-incident support.

The data should help the supervisor determine whether the
problem  is  knowledge,  behaviour,  equipment,  environment,
workload,  procedure,  or  leadership.  That’s  the  difference
between activity and prevention. A toolbox talk may support a
control, but it can’t replace one.

Near  misses  should  become  pre-shift
intelligence
Near-miss data is often reviewed too late. By the time it
appears  in  a  monthly  report,  the  same  exposure  may  have
continued  for  weeks.  Supervisors  should  use  serious  near
misses as pre-shift intelligence, especially when the event
occurred in the same work area, task, crew, or shift pattern.

A  simple  approach  works.  At  the  start  of  the  shift,  the
supervisor reviews a serious near miss from the previous day
or week, explains what happened without blaming the worker,
identifies the hazard, states what control has changed, and
asks the crew whether the same risk exists elsewhere. That
last question matters because workers often know whether a
near miss was isolated or part of a broader pattern. They may
say, “That almost happened to me last week,” or “The same
thing happens on the other bay,” or “The problem gets worse



when  the  afternoon  crew  is  short.”  That’s  information  no
dashboard can generate on its own.

CCOHS notes that workers should report actual or potential
hazards immediately and don’t need to wait for an inspection
team or an injury. (CCOHS) Supervisors should reinforce that
principle every time a near miss is discussed. Reporting is
not about blame. It’s about getting the warning while there’s
still time to act.

Corrective  actions  need  supervisor
ownership
Corrective action tracking is one of the strongest indicators
of safety program health because it shows whether the employer
is  fixing  what  it  already  knows  is  wrong.  But  corrective
actions  often  fail  because  ownership  is  vague.  A  safety
department  enters  the  action,  a  manager  approves  it,
maintenance receives it, a supervisor assumes someone else is
handling it, and workers keep working around the hazard.

That’s not a defensible system. Supervisors should know which
corrective actions affect their area, which ones are high
risk, which ones are overdue, and what temporary controls are
in place until permanent correction is complete. They should
also challenge weak corrective actions. “Remind workers to be
careful”  is  rarely  sufficient  when  the  underlying  hazard
involves  equipment,  layout,  workload,  guarding,  energy
control, or environmental conditions.

A better corrective action identifies what will physically or
procedurally change, who owns the change, and how the employer
will  verify  that  it  worked.  Without  those  answers,  the
corrective action may close a form while leaving the risk
untouched.

https://www.ccohs.ca/oshanswers/hsprograms/report.html


Sometimes  the  data  points  back  to
supervision
Safety analytics can be uncomfortable because it sometimes
points  back  to  supervision.  One  department  may  have  more
incidents because the work is more hazardous, but it may also
have more incidents because pre-use inspections are rushed,
procedures  are  inconsistently  enforced,  workers  aren’t
coached, corrective actions drag, or concerns are dismissed.

A good safety program doesn’t use data to shame supervisors.
It uses data to support them and hold them accountable. If a
supervisor’s area has low reporting, repeated findings, late
corrective actions, and recurring near misses, the employer
should ask whether the supervisor has the time, training,
authority, and support to manage safety properly. If they do
and still don’t act, that becomes a performance issue.

Supervisor accountability should be specific. “Maintain a safe
workplace”  is  too  vague.  Stronger  expectations  include
reviewing  serious  near  misses  weekly,  closing  high-risk
corrective actions on time, verifying critical controls before
high-risk  work,  responding  to  worker  hazard  reports,  and
escalating  unresolved  hazards.  That  kind  of  accountability
connects the safety system to daily conduct.

The JHSC should see the same patterns
The JHSC or health and safety representative shouldn’t receive
only sanitized monthly injury totals. They should see the
patterns that matter: serious near misses, repeat hazards,
overdue corrective actions, inspection themes, and unresolved
worker  concerns.  That  improves  the  internal  responsibility
system because everyone is working from the same risk picture.

It also improves trust. Workers are more likely to report when
they  see  that  reports  reach  the  committee,  generate
discussion, and lead to action. The committee becomes part of



the prevention loop instead of a compliance formality. For
supervisors,  this  can  feel  threatening  at  first,  but  it
shouldn’t. A strong JHSC helps identify issues earlier and
builds shared ownership for solutions.

Senior  leaders  should  expect  better
questions from supervisors
Senior leaders should stop asking supervisors only whether
there were injuries last month. That question is too late.
They should ask what the highest-risk unresolved hazard is in
the supervisor’s area, what near miss changed how the work is
being supervised, which corrective action is overdue and why,
what workers are reporting that worries the supervisor, and
which critical control was verified that week.

Those  questions  change  behaviour  because  they  signal  what
leadership  values.  If  executives  ask  only  about  lagging
indicators,  supervisors  will  manage  the  scoreboard.  If
executives  ask  about  control  integrity,  supervisors  will
manage risk. The quality of leadership questions shapes the
quality of supervisor action.

A supervisor using safety data well doesn’t need to be a
statistician.  They  need  to  be  disciplined,  curious,  and
responsive. They look at recent events before assigning work,
use near misses as warnings, verify controls in the field,
talk to workers about what the data suggests, escalate hazards
they can’t resolve, close corrective actions properly, and
treat low reporting as a question rather than a victory.

That’s what data-driven safety looks like on the floor. It’s
not a dashboard. It’s a supervisor changing the job before
someone gets hurt.


