
Uncovering  The  Real  Issues:
Conducting Incident and Near-
Miss  Analyses  In  Canadian
Workplaces

When a workplace incident occurs—like an employee sustaining a
minor  injury  while  operating  equipment,  or  a  piece  of
machinery  unexpectedly  malfunctioning—everyone’s  attention
naturally focuses on that event. But have you ever considered
just how valuable the incidents that almost happen can be for
improving workplace safety? Near-miss events, which are those
close  calls  that  don’t  result  in  actual  injuries  or
significant  damage,  are  a  goldmine  of  information  for
Occupational  Health  and  Safety  (OHS)  teams.  When  properly
recorded and analyzed, these incidents and near-misses can
help Canadian OHS managers uncover underlying issues, identify
trends, and address root causes long before a serious accident
happens.

In Canada, the obligations around workplace health and safety
are  spelled  out  across  a  range  of  federal  and
provincial/territorial  legislation.  For  example,  federally
regulated employers adhere to Part II of the Canada Labour
Code and related Canada Occupational Health and Safety (COHS)
Regulations, while most other workplaces follow provincial or
territorial legislation (e.g., Ontario’s Occupational Health
and Safety Act, Alberta’s Occupational Health and Safety Act,
British  Columbia’s  Workers’  Compensation  Act,  and  so  on).
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Regardless of the jurisdiction, the guiding principle remains
the same: employers are expected to protect the well-being of
workers  by  identifying  hazards,  assessing  risks,  and
implementing effective controls. Conducting an incident and
near-miss analysis is one of the best ways to fulfill this
obligation  and  maintain  a  safer,  healthier  working
environment.

In this article, we will explore a step-by-step approach to
conducting such an analysis. Along the way, we’ll discuss how
to  collect  meaningful  information,  perform  a  root  cause
analysis,  identify  trends,  and  implement  targeted
interventions—such as additional training, improved controls,
or equipment upgrades—to prevent future recurrence.

1. Understanding the Value of Near-
Misses
Many organizations document incidents that lead to injuries or
property damage, especially when they’re serious enough to
trigger mandatory reporting to occupational health and safety
authorities. However, near-misses often fly under the radar.
It’s easy to dismiss them: “It was no big deal, nobody got
hurt,” or “We dodged a bullet. Let’s just move on.” Yet,
ignoring these close calls can deprive us of early warning
signs.

A  near-miss  is  essentially  a  free  warning.  It  shows  that
something in the system or process failed—or came close to
failing—but spared you from immediate or serious consequences
this time. By capturing the details of these events, you gain
valuable  clues  about  potential  hazards.  And  because  near-
misses (thankfully) don’t result in serious harm, employees
are typically more willing to openly discuss them without fear
of backlash or guilt. This can give you more honest insights
and more data points than when dealing with a high-profile
injury or fatality.



In  Canada,  many  provincial  and  territorial  OHS  codes
increasingly  encourage  or  require  the  reporting  of  near-
misses—sometimes referred to as “near hits” or “close calls.”
Although the exact terminology may differ, the rationale is
the same everywhere: thorough and systematic capture of these
close calls enables a proactive approach to safety. Rather
than waiting for a serious incident to happen, you identify
and address hazards much earlier in the risk cycle.

2.  Building  a  Culture  That
Encourages Reporting
Before diving into the nuts and bolts of incident and near-
miss analysis, it’s crucial to lay the groundwork: namely,
ensuring that your workplace culture supports and encourages
honest, timely reporting of all events. This often comes down
to trust and communication. If employees feel that reporting a
near-miss will lead to blame, punishment, or undue hassle,
you’re going to see fewer reports. And fewer reports mean
you’ll  have  a  weaker  dataset  for  identifying  trends  and
preventing bigger accidents.

An OHS manager in Canada might focus on educating both workers
and supervisors about why near-miss reporting is beneficial.
You could emphasize that the purpose is not to point fingers
or add more paperwork, but rather to ensure everyone gets home
safely at the end of the day. Some organizations set up simple
forms or online portals to make it easy to submit a quick
report, even anonymously if that helps boost participation.
Others integrate near-miss conversations into regular toolbox
talks or joint health and safety committee (JHSC) meetings.
The end goal is to treat near-miss reporting as a normal –
even welcomed – part of daily operations – a sign that your
safety culture is healthy and proactive.

It also helps if management consistently demonstrates that
reported near-misses are taken seriously. If employees see



that each report is investigated and leads to constructive
changes—such as updated procedures or safer equipment—they’ll
be more likely to participate in the process. On the other
hand, if reports disappear into a black hole and nobody ever
hears about them again, the reporting rate will naturally
dwindle.

3. Collecting and Organizing Data
Once you’ve built a culture that values honest reporting,
you’ll likely find yourself with a steady influx of incident
reports, near-miss notes, and informal feedback from workers.
The next challenge is to organize this data in a way that’s
both consistent and easy to analyze. At a minimum, each record
should capture key details like the date and time, the type of
hazard  (e.g.,  slip,  trip,  and  fall  near-miss;  equipment
malfunction;  chemical  spill),  the  location,  the  people
involved,  and  a  brief  description  of  what  happened.  Some
workplaces  also  include  recommended  corrective  actions  or
immediate responses taken.

How you store this information depends on the size and nature
of your organization. Small workplaces might manage just fine
with a spreadsheet or a shared drive with standardized forms.
Larger  organizations  in  Canada  often  use  dedicated  safety
management software that can capture, index, and retrieve data
automatically,  complete  with  real-time  dashboards  and
automated reminder systems. The benefit of software is that it
can provide immediate trend analysis—pulling from near-miss
data,  incident  logs,  and  even  work  orders  to  highlight
recurring themes or hotspots on your site.

Regardless  of  the  system,  it’s  important  to  maintain  a
consistent  taxonomy  for  categorizing  incidents  and  near-
misses. Some sites categorize by body part affected (hand,
arm, leg, trunk), by activity (loading dock, forklift driving,
packaging  line),  by  root  cause  category  (human  factors,



mechanical failure, environmental condition), or all of the
above. A standardized approach to classification will make it
easier to spot trends and patterns, as you won’t be comparing
apples and oranges. You’ll also have an easier time aligning
with external frameworks or references, like the CSA Group’s
Z1000 Series or your provincial OHS regulations, when these
specify  certain  types  of  hazard  categories  or  risk
assessments.

4. Investigating Each Incident or
Near-Miss
A fundamental aspect of analyzing incidents is the initial
investigation.  This  is  where  you  gather  facts,  interview
witnesses, and capture immediate impressions. The key is to
maintain  a  consistent  process  so  that  each  investigation
yields reliable, actionable data. For instance, in Ontario, an
employer is required under the Occupational Health and Safety
Act  to  investigate  and  document  incidents  that  result  in
critical injuries, but many organizations extend a similar
level of thoroughness to non-critical injuries and near-misses
in order to identify hazards early.

In a near-miss situation, witnesses may have only fleeting
impressions of what occurred—maybe a heavy object fell but
didn’t  hit  anyone.  You’ll  want  to  document  not  just  what
almost happened, but the sequence of events leading up to that
moment: Was someone rushing because of production pressures?
Was there a mechanical defect? Did the work area have poor
lighting or obstructed walkways? Were there signs that the
near-miss was building up, such as a piece of equipment making
unusual noises for days beforehand?

Interviewing witnesses should focus on gathering facts in a
non-confrontational way. It helps if the interviewer clarifies
that the goal is not to apportion blame but to identify system
failures and potential improvements. Sometimes, you’ll need to



ask open-ended questions to encourage employees to describe
the situation in their own words: “Tell me about your usual
routine here,” or “What do you think caused this tool to
slip?” This approach helps you uncover smaller contributing
factors—like a missing guard or an ambiguous procedure—that
might otherwise go unreported.

If  the  incident  involved  specialized  equipment,  you  might
consult  technical  experts  or  maintenance  records.  If  it
involved a chemical spill, you might refer to your WHMIS 2015
documentation to confirm the hazard classification. In some
cases, you’ll want to check training logs to see whether the
employees  involved  had  received  adequate  instruction.
Ultimately, the more angles you consider, the deeper your
understanding of the underlying issues.

5. Performing Root Cause Analysis
Once you’ve gathered all the facts, the next step is root
cause  analysis  (RCA).  The  goal  here  is  to  go  beyond  the
surface explanation—“the employee slipped on a wet floor”—to
understand why the floor was wet in the first place, why the
employee didn’t notice it, and what structural or procedural
elements  allowed  the  hazard  to  persist.  For  Canadian  OHS
managers,  a  thorough  RCA  is  crucial  for  compliance  and
continuous improvement.

There are several methodologies for root cause analysis. One
common  approach  is  the  “5  Whys”  technique,  where  you  ask
“Why?”  repeatedly  until  you  reach  the  underlying  cause.
Another is the “Fishbone Diagram” (also called the Ishikawa
Diagram), which categorizes potential causes into groups like
machinery, environment, people, processes, and materials. Some
organizations, especially those in higher-risk industries like
chemical  processing  or  aviation,  use  more  sophisticated
frameworks such as Bowtie Analysis or TapRooT®.

What matters most is consistency and depth. If you stop your



investigation at “the worker slipped,” you’re probably missing
half  a  dozen  contributory  factors.  Was  there  a  leak  from
overhead pipes? Were spills routinely reported or cleaned up?
Did  housekeeping  staff  have  a  system  to  promptly  address
hazards  like  this?  Did  management  put  undue  pressure  on
production, causing people to rush? Did the worker’s footwear
lack proper traction, and why was it not replaced? All of
these  questions  might  lead  you  to  different  improvement
opportunities.

For instance, imagine a near-miss where a forklift narrowly
avoided colliding with a pedestrian. A cursory look might say
“forklift operator wasn’t paying attention,” but root cause
analysis  might  show  that  signage  in  that  intersection  is
inadequate,  pedestrian  walkways  aren’t  clearly  marked,  the
forklift horns are too weak to be heard over background noise,
or  shift  supervisors  were  pushing  drivers  to  meet  tight
deadlines. By peeling back the layers, you get to the real
cause—often a system or cultural issue, not just “operator
error”.

6. Identifying Trends and Patterns
Individual incident reports can be enlightening, but the real
magic happens when you analyze the data collectively over
time. OHS managers can look for patterns like recurring types
of hazards, areas within the facility that see frequent near-
misses,  common  equipment  malfunctions,  or  shifts  in  which
certain  incidents  spike.  This  is  where  a  good  data
classification system becomes invaluable. Instead of rummaging
through a hundred separate reports, you can run queries or
compile  charts  that  reveal  trends:  for  example,  you  may
discover that 60% of your near-misses involve forklifts, or
that the evening shift has twice as many slip incidents as the
daytime shift.

In  Canada,  regulators  sometimes  ask  about  how  you  track



leading  indicators—those  signs  that  can  predict  a  future
incident.  Near-misses  are  a  prime  example  of  a  leading
indicator. If you see a surge in near-misses around hazardous
material handling, that’s a red flag that something in your
system (training, storage, labeling, or housekeeping) isn’t
working as intended. Addressing it proactively could prevent a
serious chemical spill or a worker injury in the near future.

When analyzing trends, it’s also wise to consider both the
frequency  and  severity  potential  of  these  incidents.  A
particular  type  of  near-miss  might  be  frequent  but  low-
severity,  while  another  is  rare  but  has  catastrophic
potential—like an electrical near-miss that could have led to
a fatal electrocution under slightly different circumstances.
Balancing  your  focus  between  high-frequency,  lower-risk
patterns  and  low-frequency,  higher-risk  patterns  ensures  a
comprehensive approach.

7. Designing Targeted Interventions
Once you’ve figured out what’s really causing your incidents
and near-misses, the next step is to fix the root causes.
These targeted interventions typically fall into a few main
categories:  additional  training,  improved  controls,  or
equipment upgrades. Depending on the nature of the hazard, you
might also implement changes to policies, workflows, or even
the physical layout of your work environment.

Additional Training
Suppose your analyses reveal a trend of manual-handling near-
misses, with workers consistently reporting minor strains or
close  calls  while  lifting  heavy  objects.  If  root  cause
analysis suggests that employees either haven’t been trained
in safe lifting techniques or simply aren’t applying them,
you’ll want to reinforce training—perhaps through refresher
courses,  micro-learning  modules,  or  more  frequent  toolbox
talks. It’s also important to confirm that the training is



interactive and practical, rather than just a set of slides.
Workers  should  have  opportunities  to  demonstrate  correct
lifting techniques in a hands-on setting and receive feedback
on  their  form.  In  some  Canadian  jurisdictions,  you  might
discover that specific training is legislatively required for
certain tasks (like Working at Heights in Ontario), in which
case part of your solution is to ensure everyone is properly
certified.

Improved Controls
Another  route  is  to  strengthen  your  engineering  or
administrative controls. If forklift incidents are happening
because  of  congested  aisles,  you  might  reconfigure  the
warehouse layout, create clearly marked pedestrian walkways,
and  install  better  signage.  If  your  root  cause  analysis
identified a deficiency in how chemical spills are contained,
you  might  introduce  spill  containment  kits,  secondary
containment pallets, or upgrade to closed-transfer systems.
Administrative  changes  could  include  scheduling  forklift
operations during times when fewer pedestrians are on the
floor  or  mandating  certain  routes  to  minimize  traffic
conflicts. These interventions change the environment or the
process itself, thus reducing or eliminating the hazard before
it relies on individual vigilance.

Equipment Upgrades
Sometimes, old or poorly-maintained equipment is the culprit.
Maybe your manufacturing line relies on aging machinery that
lacks  modern  safety  sensors  or  auto-shutdown  features.
Upgrading to newer technology, retrofitting existing machines
with safety guards, or adopting advanced personal protective
equipment (PPE) can yield immediate improvements. In Canada,
many  organizations  refer  to  CSA  (Canadian  Standards
Association) guidelines for machinery safeguarding or specific
PPE standards to ensure compliance. Equipment upgrades might
require capital investment, which can slow the process, but if
your  root  cause  analysis  repeatedly  points  to  outdated



machines as the hazard, it’s often the most durable solution.

As you plan these interventions, be sure to maintain a clear
record of each action. Regulators often look for documented
evidence of how you responded to identified hazards. Plus,
having a paper trail (or digital record) helps you evaluate
whether your interventions are effective over time.

8. Verifying the Effectiveness of
Your Actions
Implementing a solution is only half the battle—you also need
to verify that it works. Many Canadian workplaces adopt a
“Plan-Do-Check-Act” (PDCA) cycle for continuous improvement.
After  you  “plan”  the  intervention  and  “do”  it,  the  next
critical step is “check.”

For instance, if you’ve rolled out a new forklift traffic
control system or introduced more rigorous forklift training,
keep  an  eye  on  the  frequency  of  related  near-misses  and
incidents for the next few months. Has the number of forklift
near-misses dropped? Are operators reporting higher confidence
in their ability to operate safely? Are you hearing fewer
complaints about line-of-sight or congested aisles? If the
data still shows a troubling pattern, you may need to fine-
tune your interventions. And if you see a marked improvement,
you can replicate that success in other areas or with other
hazards.

In Canadian contexts, joint health and safety committees play
a  valuable  role  in  this  verification  process.  Committee
members can gather feedback from coworkers, do periodic walk-
throughs, and see firsthand whether the changes are making a
difference.  If  there’s  a  mismatch  between  the  intended
improvement and on-the-ground reality, the committee can flag
it early. This participatory approach not only keeps everyone
invested  in  safety  outcomes  but  also  provides  more



comprehensive insights than management alone might glean.

9.  Communicating  the  Results  and
Maintaining Momentum
Another  key  facet  of  incident  and  near-miss  analysis  is
communication.  Don’t  keep  your  findings  and  interventions
locked away in a binder that only a few people see. The rest
of the workforce needs to know that their near-miss reports
and incident data are being taken seriously, driving tangible
changes. When employees see that the new guardrails or revised
procedures directly relate to a near-miss someone reported
last month, they’ll feel more empowered to report hazards in
the future.

Some  organizations  publish  anonymized  “lessons  learned”
summaries on a monthly or quarterly basis, highlighting a few
notable incidents or near-misses and explaining what was done
to  address  the  root  causes.  Others  share  updates  during
regular safety talks or post them on bulletin boards in break
rooms.  The  key  is  to  keep  the  conversation  alive:  show
employees that near-misses aren’t just warnings, but catalysts
for meaningful improvement.

It’s also useful to tie these communications back to Canadian
OHS regulations and standards. For instance, you might remind
workers that upgrading a machine’s guarding system aligns with
CSA  Z432  on  Safeguarding  of  Machinery,  or  that  revised
forklift traffic routes align with provincial guidelines on
powered mobile equipment. Reinforcing that these improvements
are part of a larger compliance and safety culture can help
legitimize the efforts and underscore the company’s commitment
to doing more than the bare minimum.



10. Addressing Challenges Along the
Way
Of course, no system is perfect, and you may encounter a
variety of challenges in your incident and near-miss analysis
journey. For starters, employee engagement might initially be
low – people may fear blame or not understand the value of
reporting.  Cultural  shifts  take  time,  so  consistent
communication  from  management,  plus  visible  follow-through,
can build trust.

You might also struggle with data overload if you suddenly
start receiving many near-miss reports. It can be overwhelming
to figure out which ones to prioritize. A risk-based approach
is  helpful  here:  sort  near-misses  by  potential  severity,
frequency, and the potential for recurrence, and address the
most urgent or highest-risk ones first. Over time, you can
refine your data management practices and possibly invest in
software tools to help you filter and analyze incoming reports
more efficiently.

Another challenge might be persuading senior leadership to
release budget for interventions—particularly if they’re high-
cost items like equipment overhauls or facility redesigns. In
these cases, presenting a clear, evidence-based business case
can help. Show how near-misses and incidents drive hidden
costs, such as disruptions to production, potential fines or
legal  liabilities,  and  intangible  hits  to  morale  or
reputation. Demonstrating that your recommendations are rooted
in thorough root cause analysis and trend identification will
bolster your argument for allocating the necessary resources.

Finally, there’s the challenge of sustaining improvements. A
single wave of interventions won’t fix safety issues forever.
You need a long-term approach, with regular reviews of near-
miss data, periodic updates to controls, and ongoing worker
engagement. Over time, you might notice new hazards emerging



as your operations evolve, or old hazards resurface if people
become complacent. A robust incident and near-miss analysis
process ensures you’re constantly scanning the horizon for the
next  potential  issue,  rather  than  waiting  for  a  serious
accident to occur.

11. Conclusion
Conducting an incident and near-miss analysis is more than
just an administrative requirement; it’s a powerful strategy
for building a genuinely safer and healthier workplace. In the
Canadian OHS context, these analyses not only help you comply
with federal and provincial legislation but also enable you to
take proactive measures to protect workers before a tragedy
forces your hand. By encouraging open reporting, collecting
quality data, performing thorough root cause analyses, and
identifying trends, you can zero-in on the real issues driving
hazards in your workplace.

From  there,  targeted  interventions—be  they  additional
training,  refined  controls,  or  modernized  equipment—address
those  root  causes  rather  than  slapping  a  bandage  on  the
symptoms. Of course, this approach demands a certain level of
organizational maturity, from fostering a blame-free reporting
culture to investing in the necessary infrastructure for data
management and improvements. Yet the payoff is enormous. When
you systematically learn from each incident and near-miss, you
reduce  the  chance  of  more  serious  events  down  the  line,
protect your workforce, and nurture a culture of continuous
improvement.

Ultimately,  what  sets  great  OHS  programs  apart  is  the
willingness to treat every incident or near-miss as a lesson.
Instead of viewing these events as unfortunate inconveniences,
forward-thinking  Canadian  workplaces  leverage  them  as
opportunities. They investigate, dig deeper, challenge their
assumptions,  and  refine  their  processes  so  that  the  same



underlying causes don’t crop up again. In this way, incidents
and  near-misses  become  stepping  stones  to  a  safer,  more
resilient  organization—one  that  not  only  meets  but  often
exceeds its legal obligations.


