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HSE Regions HSE Areas

London and South East Greater London
South East

Home Counties Northern Home Counties
South
East Anglia

Wales and West South West
Marches
Wales

Midlands North Midlands
East Midlands
West Midlands

North West Greater Manchester
North West
Merseyside

York and North East North East
South Yorkshire
North & West Yorkshire

Scotland Scotland East
Scotland West

I n d u s t ry Cat ego r i e s
C o n s t ru c t i o n i n cludes all fo rms of c o n s t ruction, 

demolition and building installat i o n

M a nu fa c t u r i n g i n cludes all fo rms of m a nu facturing of

p ro d u c t s

E n e rgy and 

E x t r a c t ive Sector comprises all kinds of mining and quarrying 

a c t ivities and the pro d u c t i o n / s u p p ly of

e l e c t r i c i t y, ga s, steam & wat e r

A gr i c u l t u re comprises fa rm i n g, hunting, fo re s t ry and 

Fi s h i n g

S e rvice Sector comprises wh o l e s a l e / retail trade, hotels, 

re s t a u r a n t s, transport,  storage, Post, 

c o m mu n i c ation etc

HSE Areas and Industry Categories

The Map shows 19 dif ferent HSE areas which make up
seven regions.
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An Audit
The Health and Safety Exe c u t ive (HSE) – established by the
Health and Safety at Wo rk Act 1974 – is the main Gove rn m e n t
body responsible for enfo rcing health and safety law in Britain. 

This rep o rt is a statistical audit of the core activity of t h e
HSE – the wo rk undert a ken by its ‘operational’ inspectors, that
is to say those inspectors who actually inspect wo rkp l a c e s,
i nve s t i gate rep o rted injuries, and decide whether or not to
impose enforcement notices or to prosecute. The HSE
u n d e rt a kes many other activities including re s e a rch, policy
d evelopment and standard setting, but this rep o rt does not
ev a l u ate these activ i t i e s. 

This rep o rt does not scrutinise the wo rk of all of H S E ’s
i n s p e c t o rs – only those that wo rk in its Field Operat i o n s
D i re c t o r ate (known as FOD). FOD is the largest dire c t o r at e
within the HSE and its 419 Field inspectors (wh i ch rep re s e n t
t wo thirds of all HSE’s Field Inspectors) are responsible fo r
e n fo rcing the law in 736,000 premises concerned with
c o n s t ruction, agr i c u l t u re, general manu fa c t u r i n g, quarr i e s,
e n t e rtainment, education, health serv i c e s, local gove rn m e n t ,
c rown bodies, and the police.  

This rep o rt considers the activities of these inspectors over a
f ive year period – between 1 April 1996  and 31 March 2001. It
l o o ks at :
■ the number of p remises that they inspect; 
■ the number of rep o rted incidents that they inve s t i gat e ;
■ the nu m b e rs of e n fo rcement notices that they impose;
■ the nu m b e rs of o rga n i s ations and individuals that they

p ro s e c u t e ;

It looks at how the levels of inspection, inve s t i gation, notices
and prosecution diffe r: 
■ between five industry groupings – Agriculture,

C o n s t ruction, Manu fa c t u r i n g, the Energy and Extractive
i n d u s t r i e s, and the Service sector;

■ b e t ween diffe rent parts of the country; and
■ in each of the last five ye a rs ;

The rep o rt will there fo re allow answe rs to the fo l l owing types
o f q u e s t i o n s :
■ wh i ch industry re c e ives the most inspections?
■ wh i ch part of the country inve s t i gates the most injuries?
■ has the rate of p rosecution ch a n ged between 1996/7 to

2 0 0 0 / 0 1 ?

The rep o rt has three main purp o s e s :
■ to make FOD’s activities more transpare n t . Although the HSE

p roduces compre h e n s ive data on the extent of wo rk -
re l ated harm itself, it produces little data that allows its
own activities to be scrutinised and assessed. It does not
p roduce any info rm ation, for ex a m p l e, on comparat ive
l evels of inspection and inve s t i gation or on the number of
d e aths and major injuries that result in prosecution. 

■ to make FOD (and HSE) more accountabl e. This rep o rt raises
a number of questions concerning the suff i c i e n cy of H S E
re s o u rc e s, the adequacy of its enfo rcement policies and
ap p a rent inconsistencies in its enfo rcement re c o rd in
d i ffe rent parts of the country and between diffe re n t
i n d u s t r i e s. It is hoped that this rep o rt will result in the HSE
i t s e l f being more willing to publish similar info rm ation in
the fu t u re and to explain ap p a rent inconsistencies in its
p e r fo rm a n c e.

■ to assist in the process of p o l i cy re fo rm. Although it is not
a lways practicab l e, it is important that arguments ab o u t
re fo rms of the HSE should, as far as possible, be ev i d e n c e -
based. This rep o rt contains statistical info rm ation that
should assist Gove rnment, (and those wishing to lobby
G ove rnment), with info rm ation crucial to a number of
c u rrent debates concerning HSE re fo rm incl u d i n g, fo r
example, those relating to the adequacy of HSE’s
i nve s t i gation and prosecution policy and whether or not
HSE is adequat e ly re s o u rc e d .

It is the first time that such an audit has been undert a ke n .

Introduction

Note on Scotland
In Scotland, FOD is not responsible for taking prosecution
decisions. This is the decision of the "Crown Office and
Procurator Fiscal Service". FOD inspectors will pass details
of their investigation (or inspection) to the Crown Office
who, after looking at the evidence, will decide whether
any prosecution action will be taken. The differences in
the courts and procedures are discussed in subsequent
chapters.



This rep o rt has six ch ap t e rs. The first two concern the levels of
inspection and inve s t i gation – the means by wh i ch inspectors
can gain access to workplaces and assess whether
o rga n i s ations and individuals are complying with health and
s a fety law. Whilst inspections (considered in C h apter One) are
supposed to be unplanned visits to wo rkp l a c e s, inve s t i gat i o n s
( c o n s i d e red in C h apter Two) are visits in response to a rep o rt e d
incident of one kind or another, such as an injury or a
d a n ge rous occurrence . 

C h ap t e rs Thre e and Fo u r consider the level of ‘ fo rm a l ’
e n fo rcement action – legal notices or prosecutions - taken by
i n s p e c t o rs when they discove r, in the course of an inspection
or inve s t i gation, that there is evidence of a bre a ch of h e a l t h
and safety law. Chapter Three deals with the nu m b e rs of
‘ e n fo rcement notices’. There are two main types – an
‘ i m p rove m e n t’ and a ‘pro h i b i t i o n’ notice. In order to impose
an improvement notice the inspector must be of the view that
t h e re has been a contravention of a provision of health and
s a fety law. The notice will state that particular ch a n ges must be
made within a particular time period. A prohibition notice –
wh i ch stops an identified activity - can only be imposed wh e n
an inspector is of the view that there is or will be a risk of
serious injury if this activity continu e d .

C h apter Fo u r deals with levels of p ro s e c u t i o n s. In order fo r
a prosecution to take place an inspector must be able to collect
evidence to prove that an orga n i s ation or individual has fa i l e d
to comply with a provision of health and safety law. A
p rosecution can take place in either the mag i s t r ates court
( wh e re fines are either a maximum of £5000, for a bre a ch of a
reg u l ation, or £20,000, for bre a ch of a statute) or they can take
place in the Crown court wh e re fines are unlimited.

C h apter Five a l l ows the reader to look at, and compare,
the perfo rmance of e a ch of the  HSE Areas and industry
groupings across a number of key indicat o rs at a gl a n c e. It also
groups together the HSE Areas into the seven ge o gr ap h i c a l
Regions wh i ch HSE has now  organised itself. 

C h apter six – the conclusion - provides an ove rv i ew of t h e
d ata, considers the policies developed by the HSE in re l ation to
inspection, inve s t i gation and enfo rcement and wh at re fo rm s
a re re q u i red. 

It is important to note the limitations of this report.
■ this is a quantitat ive rather than a qualitat ive analy s i s, that

is to say it only contains analysis of h ow mu ch of a
p a rticular activity inspectors are undert a king; it does not
look at how well the inspectors are doing it. It is import a n t
to ke ep this in mind since it could be argued, for ex a m p l e,
in the context of limited re s o u rc e s, that 50 rigo ro u s
i nve s t i gations are pre fe r able to 100 curs o ry ones. The
rep o rt does not contain any info rm ation on the quality of
HSE inspections or inve s t i gat i o n s.

■ the accuracy of the rep o rt depends upon the re l i ability of
the data provided by the HSE. Inev i t ab ly, there will have
been some erro rs when the data was initially entered into
its dat abase and also when the data was extracted for our
u s e. 

■ the data is not ab s o l u t e ly compre h e n s ive. The data wa s
p rovided by the HSE on …. and this means that many
p rosecutions re l ating to inspections or inve s t i gations since
1999 will not have taken place. As a result we have limited
our analysis of p rosecution data to incidents prior to Ap r i l
1 9 9 9 .

Despite those limitat i o n s, it is hoped that this rep o rt will
fa c i l i t ate a mu ch gre ater understanding than ever befo re of
the manner in wh i ch HSE conducts its core activities and will
p rovide a real opportunity to initiate an info rmed debat e
about the enfo rcement policies and pro c e d u res of the HSE and
the financial context in wh i ch they curre n t ly operat e. 
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The Data
The tables in this rep o rt have been compiled after analy s i n g
r aw HSE data. The data was extracted from FOD’s ‘Fo c u s ’
d at abase – cre ated in 1996 – wh i ch contains details of a l l
reg i s t e red wo rkplaces and rep o rted incidents and into wh i ch
inspectors input information on their contacts with
wo rkplaces and details of a ny enfo rcement action. The
names of wo rkplaces  and the names of i n j u red or deceased
p e rsons we re  not prov i d e d .

HSE Inspectors 
In the HSE, there are two main types of i n s p e c t o rs: (a) ‘Fi e l d
i n s p e c t o rs’ who are responsible for day to day inspections
and inve s t i gations and (b) ‘Specialist inspectors’ who prov i d e
ex p e rt back up to the Field Inspectors. 

H owever not all field inspectors actually do the day to
d ay inspection and inve s t i gation.  – it depends on their
grade or ‘band’. 

■ Band 4 is the grade at wh i ch inspectors are re c ru i t e d .
T h ey will remain in this band whilst they are in training.

■ Band 3 is the main grade for HSE inspectors. These are
the inspectors who are primarily concerned with the
HSE's day to day inspections and inve s t i gat i o n s.

■ Band 2 is the grade for inspectors known as 'Principal
I n s p e c t o rs'. They manage the Band 3 inspectors.

The number of Grade 3 Field Inspectors determine the
number of inspections and inve s t i gat i o n s.

FOD Inspector Numbers – by Grade To t a l

0 1 2 3 4

Fi e l d 5 2 6 1 2 4 4 1 9 1 4 5 7 1 9

S p e c i a l i s t 2 7 2 8 4 8 0 8 5

To t a l 7 3 3 1 5 2 4 6 7 1 4 5 8 0 4
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Chapter 1
Inspections and other contacts with workplaces

Over the five-year period, there has been a 13% decrease in the total number of contacts
with premises.

■ In South Yorkshire there has been 36% reduction in the total number of contacts whilst
in the South there has been a 14% increase.

■ In the Extractive Industries there has been a 34% decrease in the total number of
contacts, whilst in Manufacturing the reduction has only been 1%.

In the five year period, the total number of contacts involving investigations has increased
by 44%, whilst inspection contacts have decreased by 41%.

■ In The Marches there has been a 52% reduction in the total number of contacts
involving inspections whilst in the South the reduction has only been 18%.

■ In Construction there has been a 52% decrease in the total number of contacts, involving
inspections whilst in Manufacturing the reduction has only been 24%.

In 2000/01, one in nine registered workplaces had at least one contact, of some kind, with
a FOD inspector. This ranged from:

■ one in five in the Construction sector, to one in twelve in Agriculture; and 
■ one in six in Merseyside to one in ten in East Anglia.

In 2000/01, one in 20 premises had one contact (or more) with an inspector involving an
inspection. This ranged from:

■ one in ten in Construction to one in thirty six in the Service sector, and 
■ one in thirteen in the North West to one in thirty-three in the Northern Home Counties.

This chapter analyses the number of ‘contacts’ that FOD inspectors have with registered
premises. In particular, it looks at level of ‘inspections’ and how these compare with the
levels of other forms of contacts – in particular ‘investigations’. 

It is possible to compare the number of inspections, investigations and other forms
of workplace contacts, as inspectors must enter details of every contact they have into
the HSE Focus database. There are 14 different types of contact (see Box on page 16).

Key Statistics
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Table 3
Total contacts by industry (1996/7 – 2000/01)

Table 1
Total number of contacts (1996/7 – 2000/01)

Table 2
Total number by HSE area (1996/7 – 2000/01)

Table 1 shows that the total number of recorded contacts with premises has decreased
between 1996/7 and 2000/01 by 24,774 – a decrease of 13%. There is no data available
on the number of registered premises prior to 2002, so it has not been possible to
determine if any of this decline can be explained by a decrease in the number of
registered premises.

Analysis of total number of Contacts

Table 2 looks at the number of contacts in
different HSE areas and indicates how the levels
of contacts have changed in each area over a
five-year period. Three areas have increased
their contacts: South, South West, and Scotland
East. In all other areas, the numbers of contacts
have decreased across the period. The level of
decline ranges from a decrease of just 0.7% in
Greater London (with 91 fewer contacts) to a
decrease of 36% in South Yorkshire (3,377 fewer
contacts). 

Table 3 examines the number of contacts in different
industry groupings and how the levels of contact have
changed over a five-year period. It shows that there have
been decreases in all industrial sectors, with the greatest
reduction of actual contacts being 15,476 in the
Construction sector, compared to a reduction of only
831 in Manufacturing; the greatest percentage reduction
was in Extractive industry sector, where there was a
decline of 34%.
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Table 4
Numbers of diff e rent ‘Types of Contacts’ (1996/7 – 2000/01)

Table 4 looks at the numbers of each of the different
types of contact over a five-year period. It shows that
t h e re have been considerable increases in the
numbers of contacts relating to investigation (44%),
enforcement (46%), education (143%) and advice
(33%), whilst at the same time a very large decrease
in the number of inspections (41%). 

Analysis of Different Types of Contacts

The four main contact types are ‘inspection’, ‘enfo rc e m e n t’ ,
‘ i nve s t i gat i o n’ and ‘adv i c e’, and Tables 5 and 6 add ress how
these four particular types of contact have ch a n ged in diffe re n t
industries between 1996/7 and 2000/01. It is interesting to
note that although in 1996/7 both the Construction and
M a nu facturing sectors have a similar number of i n s p e c t i o n s
( a round 35,000), by 2000/01 the number of inspections in
Construction had decreased by over 50% (over 19,000
inspections) wh i ch was over twice the reduction in the nu m b e r
o f inspection contacts in Manu fa c t u r i n g. One might expect that
as a result there would be a corresponding diffe rence in the

number of i nve s t i gation contacts, but in fact there has been
m o re of an increase in the number of i nve s t i gations in
M a nu facturing (43%) compared to Construction (35%). 

O f fu rther note is that whilst the number of ‘ a dv i c e’
contacts has decreased in Construction by 16%, they have
i n c reased in Manu facturing by 59%. 

It is also notable that whilst there has been a similar
p e rc e n t age increase in the number of ‘ e n fo rc e m e n t’ contacts
in Construction, Manu fa c t u r i n g, Energy / E x t r a c t ive and Serv i c e
s e c t o rs of a round 50%, there has been an increase of just 0.2%
(an increase of 4 contacts) in Agr i c u l t u re.

Table 5
Numbers of ‘Inspections’ and ‘advice’ contacts by
i n d u s t ry (1996/7 – 2000/01)

Table 6
Number of ‘Investigations’ and ‘enforcement’ contacts by
i n d u s t ry (1996/7 – 2000/01)
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Table 7
Number of ‘Inspections’ and ‘advice’ contacts by HSE
a rea (1996/7 – 2000/01)

Table 7 and 8 indicate how four main contact types -
‘inspection’, ‘enforcement’, ‘investigation’ and ‘advice’ -
have changed in different HSE areas between 1996/7 and
2000/01. It is notable that the reduction in inspection
contacts varies widely from one area to another, so that
whilst in South there was a reduction of 1,070 (18%)
inspections (62.7%), in South Yo rks h i re there was a
reduction of 3,335 (63%) inspections. In addition the South

did have a higher increase in the number of ‘advice’
contacts than South Yorkshire.

The increase in the number of investigation contacts
also varies from one HSE area to another so that whilst
Scotland East has an increase in 84.9% (an extra 2,082),
North and West Yorkshire only had an increase in 0.3% (8
extra contacts).
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Table 8
Number of ‘Investigation’ and’enforcement’ contacts by
HSE area (1996/7 – 2000/01)

Table 9
Changes in the levels of contacts over a five year period
by HSE area (1996/7 – 2000/01)

The data from Tables 7 and 8 is collapsed and presented in
summary form in Table 9. Here it becomes clear that
inspections ha ve declined quite dramatically across areas,
whilst there have been general increases in the numbers of
investigations and ‘advice’ contacts. However, there is no
clear relationship between these changes. For example,
while Marches has seen the greatest decline in numbers of
inspections (-3942), the simultaneous increase in
investigation and advice are relatively small. North and
West Yorkshire and North East both saw similar declines in
the numbers of inspections (2,333 and 2,330 respectively) –
yet there are significant differences between their increases
in nu m b e rs of i nve s t i gations and adv i c e. Pe r h aps by
contrast, in Scotland East there has been the highest
increases in both investigation and advice and the third
largest decline in inspections.
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Table 10
Total number of premises and contacts by industry
( 2 0 0 0 / 0 1 )

Table 11
Total number of premises and contacts by HSE are a
( 2 0 0 0 / 0 1 )

The following Tables, 10 and 11, look at the year 2000/01 in
further detail. They compare the number of contacts with
the number of premises in each area and each industry.
The information on the number of premises relates to the
number of premises as of February 2002, and so does not
relate exactly to the year 2000/01. It is, however, sufficiently
accurate for the purposes of this brief analysis.

The Tables gives details of the number of t o t a l
c o n t a c t s / p remises ratio in diffe rent industries and in
different areas. Table 10 shows that whilst on average 1 in
3 Manufacturing premises had a contact with an inspector,
in Agriculture this is about 1 in 10. Table 11 shows that the
highest average level of contact was in Merseyside – with
the lowest in Northern Home Counties

Ratios between numbers of registered premises and different types of Contact

Whilst Tables 10 and 11 were concerned with the total
number of premises and contacts,  Tables 12 and 13 are
concerned with the number of premises which have at least
one contact (this is because some premises have more than
one contact).

They show that, nationally, about one in nine registered
premises has at least one contact with an FOD inspector
each year. Table 12 shows that in Construction it is just over
one in five whilst in Agriculture it is one in twelve. Table 13
shows that in Merseyside one in six registered premises had
at least one contact, but in East Anglia it is one in ten. 

It is worth emphasising that these statistics mean that in
2000/01, 90% of registered premises (including about a
100,000 construction sites) had no contact with a FOD
inspector.

It is interesting to note that whilst the ratio of total
contacts/premises for Construction and Manufacturing is
about the same (Table 10), the number of premises in
Manufacturing with at least one contact is significantly less
than Construction. This shows that FOD inspectors made, on
average, more contacts for each Manufacturing premises
than for each Construction site.

Table 12
Number of diff e rent premises (by industry) with one
inspector contact or more (2000/01)



Safety Last? 15

Table 13
Number of diff e rent premises (by HSE area) with one
inspector contact or more (2000/01)

Table 15
Number of diff e rent premises (by HSE area) with at least
one inspection (2000/01)

Table 14
Number of diff e rent premises (by industry) with at least
one inspection (2000/01)

Tables 14 and 15 set out the total number of premises by
industry and area, which have had at least one inspection.
N at i o n a l ly, one in 20 premises re c e ived at least one
inspection during the course of the year, though this ranged
from 1 in 10 in Construction to 1 in 36 in the Service sector,
and between 1 in 13 in the North West to 1 in 33 in
Northern Home Counties. Again, it needs to be emphasised
that these are mostly very low levels of inspection.
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Abbreviation Description
Inspection All planned and unplanned preventative inspection of existing, new and transient premises

Enforcement Any legal activity connected with the enforcement of legal provisions (i.e. issuing of notices,

taking statements, collecting evidence, preparing prosecutions)

Investigation All investigations into reported incidents and complaints

Advice Giving advice to employer, employee and members of the public other than during contact 

activity

Education Any activity involving publicity, promotion or training

Standards All work done in preparation for attendance meeting involving standards (i.e. BSI)

NIG All contributions to National Interest Groups

Product Concerning activities relating to articles or substances supplied for use at work by dealers,

manufacturers, importers or suppliers

Hazards Relates to work particularly concerned with major hazards

Civil Covers any activity in connection with civil litigation

First Aid Work connected with the monitoring and approval of first aid and training organisations

Asbestos Relates only to the assessment and processing of new license applications and requests for 

renewals

Projects Project Work

LHLR Low Hazard, Low Risk: covers alternative non-inspection techniques used as part of the planned

inspection programme.
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Chapter 2
Levels of Investigation into reported incidents

D e a t h s
In the five year period, 75 deaths of wo rke rs  - 15 in the construction industry - and 212 deat h s
o f m e m b e rs of the public we re not inve s t i gated. 

In 2000/01 7 deaths of wo rke rs and 18 deaths of m e m b e rs of the public we re not inve s t i gat e d .

In 1996/7 almost half o f the rep o rted deaths of m e m b e rs of the public we re not inve s t i gat e d .
In 2000/01, this figure reduced to 10%.

Major Injuries to Wo r k e r s
O ver the five year period, there has been an 8% increase in nu m b e rs of injuries inve s t i gat e d
– from 11% to 19%.

81% of major injuries remained uninve s t i gated in 2000/01.

In 2000/01, inve s t i gation levels ranged fro m :
■ 41% in the Agricultural Sector to 10% in the Service Sector; and
■ 26% in the Marches to 11% in Gre ater London.

In the five year period, 935 of the 1144 rep o rted major injuries to trainees we re not
i nve s t i gat e d .

In 2000/01, only 13% of major injuries in the transport sector we re inve s t i gat e d .

In 2000/01, 41% of a m p u t at i o n s, 44% asphy x i ations and 57% of b u rns we re not inve s t i gat e d .

In 2000/01, whilst 69% of a m p u t ations in the Manu facturing sector we re inve s t i gated, the
l evel was only 33% in Construction industry.

In 2000/01, whilst in the North West, 73% of a m p u t ations we re inve s t i gated, in Wa l e s, the rat e
was only 36%. 

In 2000/01, whilst 65% of b u rns in the Marches we re inve s t i gated, in Nort h e rn Home Counties,
the level was only 19%.

In 2000/01, the amputations of 3 arm s, 7 hands, 2 leg s, 1 ear and 400 finge rs we re not
i nve s t i gated. 

In 2000/01, 210 burns to eye s, 14 burns to the arm and 8 burns to faces we re not inve s t i gat e d .

In 2000/01, 40% of the 3,214 injuries wh i ch resulted from either ‘contact with electricity’ ,
‘contact with moving mach i n e ry’, ‘high falls’ or ‘drow n i n g / a s p hy x i ations’ we re not
i nve s t i gat e d .

Key Statistics
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In 2000/01, whilst 44% of explosions in the Manu facturing industry we re inve s t i gated, only
22%  we re inve s t i gated in the Construction sector.

In 2000/01, whilst 80% of high falls in the North East we re inve s t i gated, only 36% we re
i nve s t i gated in Gre ater London.

Major Injuries to Members of the Public
I nve s t i gation levels increased from 2% in 1996/7 to 7% in 2000/01.

93% of major injuries we re not inve s t i gated in 2000/01.

In 2000/01, inve s t i gation levels ranged fro m :
■ 36% in the Agricultural Sector to 6% in the Service Sector and 
■ 19% in Wales to 4% in North Midlands.

In 2000/01, 80 of the 116 of the amputations and 222 of the 297 burns we re not inve s t i gat e d .

O v e r- t h ree day injuries
I nve s t i gation rates increased from 3% in 1996/7 to 4.5% in 2000/01

95.5% of ove r- t h ree day injuries we re not inve s t i gated in 2000/01

In 2000/01, inve s t i gation levels ranged fro m :
■ 12% in the Agricultural Sector to 2% in the Service Sector; and; 
■ 6% in the Marches to 4% in Gre ater Manch e s t e r.

In 2000/01, 71% of a s p hy x i ations and 59% of electrical shocks we re not inve s t i gat e d

Dangerous Occurrences (not resulting in injury)
I nve s t i gation levels increased from 26% in 1996/7 to 31% in 2000/01.

69% of d a n ge rous occurrences we re not inve s t i gated in 2000/01.

In 2000/01, inve s t i gation levels ranged fro m :
■ 47% in the Agricultural Sector to 17% in the Energy / E x t r a c t ive Sector; and 
■ 54% in the Marches to 18% in Scotland East.

In 2000/01, 73 out of 128 ‘building collapses’, 146 out of 224 ‘plant fire and explosions’ and
179 out of 230 ‘fl a m m able liquid releases’ we re not inve s t i gat e d .

In 2000/01, in the March e s, whilst 11 out of 17 rep o rts of ‘ m a ch i n e ry making contact with
e l e c t r i c i t y’ we re inve s t i gated, in Scotland East only 3 out of 40 similar rep o rts we re
i nve s t i gat e d .

Ill Health
I nve s t i gation levels increased from 21% in 1996/7 to 45% in 2000/01

Whilst almost 69% of industrial diseases we re inve s t i gated in the West Midlands in 2000/01,
o n ly 14% we re inve s t i gated in the North East.
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This ch apter looks at levels of i nve s t i gation into the main incidents rep o rted to FOD.
These are :
■ n o n - fatal major injuries (to wo rke rs and members of the public);
■ over three day injuries to wo rke rs ;
■ d a n ge rous occurre n c e s ;
■ industrial disease.
The ch apter does not contain info rm ation on of i nve s t i gations into gas incidents or
c o m p l a i n t s.

Table Abbreviations
Nos Rep = Numbers Reported
Nos Inv = Numbers Investigated
% Inv = Percentage Investigated

Deaths

Table 1
Numbers of Reported and Investigated Deaths of
Workers (1996/7 – 2000/01)

Tables 1 and 2 sets out how many reported deaths were
investigated by FOD inspectors. Table 1 shows that a small
percentage of deaths each year are not investigated, though
this lack of investigation has reduced from 12.3% (40
deaths) to 2.5% (7 deaths) in the five year period. In the five
year period a total of 75 deaths were not investigated – 15
in ’Construction’; 15 in ‘Manufacturing’; 1 in ‘Agriculture’; 1
in the ‘Energy/Extractive’ sector; and the remaining 43 in
the ‘Service’ Sector.

Table 2 shows that a much larger number of deaths of
members of the public were not investigated each year,
ranging over the five year period from 48% (115 deaths) to
10% (18 deaths). Intere s t i n gly, all but 2 of the 212
uninvestigated deaths in the five year period were in the
Service Sector (the remaining 2 being from Construction.
Table 3 shows that the five year period has shown a sharp
increase in the investigation of deaths in the Service Sector.

Table 2
Numbers of Reported and Investigated Deaths of
Members of the public (1996/7 – 2000/01)

Table 3
Numbers of Reported and Investigated Deaths of
Members of the Public in the Service Sector (1996/7 –
2000/01)
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Reportable injuries are divided into two categories: ‘major’
injuries and ‘over-three day’ injuries. For an injury to be
‘Major’, it must one of a number of specified injuries set out
in an annex to the Reporting of Injuries, Diseases and
Dangerous Occurrences 1995 (see box on page 38).

Table 4
Numbers of Reported and Investigated Major Injuries to
Workers, (1996/7 – 2000/01)

Table 4 shows that between 1996/7 and 2000/01, the percentage of
reported major injuries to workers investigated by FOD has almost
doubled from 10.8% to 19.3%. This percentage also represents an
increase in the actual number of major injuries investigated from
2,532 to 4,335 – an increase of 71%.

Table 5
Numbers of Reported and Investigated Major Injuries to
the Public, (1996/7 – 2000/01)

Table 5 shows that between 1996/7 and 2000/01 there has also
been a rise in the percentage of major injuries to the public that
have been investigated – from 1.8% to 7.2%. However, this increase
can be explained by the decrease of almost a third in the number
of injuries reported to FOD – from 32,813 to 12,449; the actual
number of investigations has only increased by 317. It is notable
that there is a 12% disparity between the investigation levels of
worker and public injuries.

Table 6
Numbers of Reported and Investigated Major Injuries to
Workers, by Industry, (1996/7 – 2000/01)

Table 6 illustrates how the perc e n t age of
investigated major injuries to workers differed
between industries. In 2000/01, this ranged from
41% in Agriculture to 10% in the Service Sector: a
major injury to an Agricultural worker was four
times more likely to be investigated than an injury
to a Service sector worker. However, the higher
likelihood of an investigation in the Agricultural
sector was a reflection of the much lower number
of reported major injuries in this Sector (647)
compared to the Service Sector (9,616) – and in
fact more injuries in the Service Sector were
investigated (958) compared to Agriculture (262). 

Major Injuries

Consistency between industries
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Table 7
Numbers of Reported and Investigated Major Injuries to
the Public by Industry, (1996/7 – 2000/01)

Table 7 shows that by far the majority of major
injuries to members of the public were in the
Service Sector - only 568 out of the 12,449 major
injuries in 2000/1 were in the non-Service sector
industries - and that the levels of investigation of
injuries in this sector remained much lower than
in the other sectors. However, 70% of the injuries
to members of the public in ‘traditional’
industries were still not being investigated – a
low level of investigation. It is interesting to note
that whilst 10% of worker injuries in the Service
sector were investigated, only 6% of injuries to
members of the public were investigated. In the
other industries, there is little difference between
the percentage of investigation into injuries to
workers or members of the public.

Table 8
Numbers of Reported and Investigated Major Injuries to
Service Sector Workers, (2000/01)

As the Service Sector is the sector with both the
largest number of major injuries and the lowest
investigation rate (for both workers and public),
Table 8 breaks down the rates of investigation
into wo rker injuries in this sector into ten
categories.

It is clear from this Table there are significant
disparities in the investigation rates between
categories. In ‘Wholesale and Retail’ there is an
i nve s t i gation rat e, wh i ch is over four times
greater than is the case of injuries in ‘Public
administration’. It is interesting to note that the
levels of investigation into major injuries in the
transport sector was only 13%.
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Table 9
Numbers of Reported and Investigated Major Injuries to
Workers by HSE Area, (2000/01)

The next couple of Tables look at the levels of investigation
into injuries in different parts of the country. Table 9 shows
a wide range of investigation rates, from 26% in the
Marches to 11% in Greater London. The low level of
i nve s t i gations in Gre ater London can not simply be
explained by the fact that it has the highest rate of reported
injuries (1929), since Scotland East, for ex a m p l e
investigated 322 major injuries (112 more than London)
and East Anglia investigated 283 major injuries (73 more
than London).

Table 10
Numbers of Reported and Investigated Major Injuries to
Members of the Public by HSE Area, (1996/7 – 2000/01)

The same sorts of discrepancies exist in relation to injuries
to members of the public (Table 10), where rates of
investigation range from 19% in Wales (79 of 425) to 3.6% in
North Midlands (26 of 729). It is interesting to note that
Scotland East and Scotland West have relatively higher
rates, and Greater London and East Midlands have relatively
low rates of investigation, in relation to both injuries to
workers and to members of the public

Consistency around the country?
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Table 11
Numbers of Reported and Investigated Major Injuries to
workers, (1996/7 - 2000/01)

Table 11 shows how
investigation rates into major
injuries sustained by workers
ch a n ged in each HSE are a
over a five ye a r. Rates of
investigation have increased
over this period in all areas.
However, while in three areas
– Scotland East, We s t
Midlands, and South – they
h ave more than doubled
(f rom varying start i n g -
points), in other are a s,
notably Greater London, the
i n c rease in the level of
investigation has been much
less marked.

Table 12 compares the rates of investigation over a five year
period by the employment status of the worker – whether
the person was employed, self employed, a trainee or
involved in work-experience. It shows that in each of the
years, FOD was more likely to investigate an injury to a
worker who was self-employed, a trainee or in work-
experience compared to one who was employed (explained
in part by the greater number of reports of major injuries to
employees). 

Further, although the rates of investigation increase
over the years, it is notable that so many injuries to workers
i nvo l ved in ‘wo rk - ex p e r i e n c e’ or ‘training’ re m a i n
uninvestigated, considering their particular vulnerability.
Over the fi ve years period there were 164 major injuries to
people involved in ‘work-experience’ but 126 were not
investigated;  there was also 1,144 injuries to those involved
in ‘training’ but 935 were not investigated.

Employment Status of the worker

Table 12
Numbers of Reported and Investigated Major Injuries to
Workers by Employment Status, (2000/01)
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This section looks at the investigation rates by the ‘nature of
the injury’ – an amputation, burn, loss of eyesight, and so
on. This allows some sort of assessment to made about the

seriousness of the injuries that have not been investigated.
Abbreviations are used for each of the different types of
injury, and these are set out in the box below.

Nature of Injury

Table 13
Numbers of Reported and Investigated Major Injuries to
Workers by ‘Nature of Injury’, (2000/01)

Table 13 looks at the levels of investigation by the nature of the
major injury to the worker in 2000/01. This shows, for example,
that large numbers of what appear to be the most serious
injuries remain uninvestigated, including 418 ‘amputations’
(41%), 72 ‘asphyxiations’ (44%), 31 ‘electrical shocks’ (35%), and
333 ‘burns’ (67%). It is also notable that 78 out of 99 reported
‘loss of eyesight’ were not investigated – though some of these
may have been temporary.

Table 14
Numbers of Reported and Investigated Major Injuries to
Members of the public by ‘Nature of Injury’, (2000/01)

Table 14 looks at the level of investigations by the nature of the
major injury to a member of the public. It is notable that 80 of
116 amputations and 222 of the 297 burns we re not
investigated. The Table also shows that there was a far lower
percentage of investigations into even the most serious injuries
to members of the public compared to the levels of
investigation into worker injuries.
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Table 15
Numbers of Reported and Investigated Major Injuries to
Workers by ‘Nature of Injury’, (1996/97 - 2000/01)

Table 15 compares how the levels of
i nve s t i gation of d i ffe rent injuries have
changed from 1996/7 to 2000/01. Over the
five-year period under examination, rates
of investigation of injuries of all types have
i n c reased (with the exc eption of t h e
category ‘natural’, in which there is an
extremely small number).

Table16
Numbers of Reported and Investigated Major Injuries to Workers by ‘Nature of Injury’ and Industry, (2000/01)

Table 16 shows how the levels of i nve s t i gation of d i ffe re n t
types of injuries differ across industries in the year 2000/01.
S o, whilst 69% of a m p u t ations in Manu facturing we re inve s t -
i gated, this compared with only 42% in the Service Sector and
just 33% in Construction; and whilst all burns in Agr i c u l t u re
we re inve s t i gated, it was only 43% in Manu fa c t u r i n g.

I f we look at wh at major injuries are most like ly to be
i nve s t i gated across sectors, we see fu rther evidence of
s e e m i n gly inex p l i c able disparities. There fo re, we find that in
A gr i c u l t u re, ‘asphyxia’, ‘burn’ and ‘eye - s i g h t’ injuries are most
l i ke ly to be inve s t i gated, but in Manu facturing it is
‘ a m p u t ations’ and in Construction it is ‘electrical’ injuries.
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This section looks in fu rther detail at two types of
particularly serious injury. Tables 17 and 18 set out how the
level of investigations of amputations and burns suffered by
workers differed from one part of the country to another in
2000/01. 

In the case of amputations, there are clearly great
differences in the rates of investigations from 73% in the
North West to 36% in Wales. It is also notable, for example,
that North East and Greater London have very similar
numbers of reported amputations but very different rates
of investigation – in North East 40 out of 63 amputations

(64%) were investigated but just 29 out of 62 amputations
(42%) were investigated in Greater London.

In the case of burns, there are also great differences in
the rates of investigations, ranging from 70% in the North
West to just 19% in Northern Home Counties. Again taking
two areas with roughly similar numbers of reported burns,
we find that of the 43 reported burns in North and West
Yorkshire, 22 (51%) were investigated, while only 7 (19%) of
the 37 burns reported in Northern Home Counties were
investigated. 

Table 17
Numbers of Reported and Investigated Amputations to
Workers by HSE Area, (2000/01)

Table 18
Numbers of Reported and Investigated Burns to
Workers by HSE Area, (2000/01)

Focus on Amputations and Burns
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Table 19
Numbers of Reported and Investigated Amputations
Suffered by Workers, by ‘Site’ (2000/01)

We can learn more about the types of amputations and
burns not being investigated by looking  at the level of
investigations into amputations and burns of different
parts of the body. This is set out in Tables 19 and 20 for the
year 2000/1. 

In relation to amputations, it is particularly notable that
the amputation of 3 arms, 7 hands, 2 legs, and 1 ear, and
410 fingers were not investigated. 

Table 20
Numbers of Reported and Investigated Amputations suffered by workers by Industry, (2000/01)

Table 20 sets out in more detail in which industries the
failure to investigate amputations can be located. It is
notable that in the Service Sector there were incidents
involving the amputation of 2 legs, 2 hands, 2 arms and 1
ear which were not investigated. 

Table 21
Numbers of Reported and Investigated Burns suffered by workers by Industry, (2000/01)

Table 21 sets out in wh i ch industries the fa i l u re to
investigate burns to certain parts of the body (not all) can be
located. It is notable that whilst in the Agricultural sector
every single burn was investigated,  in the Construction

industry none of the burns to the eyes were investigated;
and whilst most of the hand burns in the Manufacturing
and Construction sectors were investigated, only 3 out of 12
were investigated in the Service sector.
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This section looks at the investigations rates into different
types of causes of injury (see Box for descriptions and
abbreviations). It is important to consider investigation
levels into different types of causes as it may be the case

that all the injuries that are not investigated result from
causes wh i ch are not easily remedied or wh e re
accountability issues may not be easy to determine (like
‘slips’ or ’trips’).

‘Kinds of Incident’ resulting in Injury

Table 22
Numbers of Reported and Investigated Major Injuries by ‘Kinds of Incidents’ resulting in injury, (2000/01)

Table 22 sets out the investigation levels of
different ‘kinds of incident’ resulting in
injury in the year 2000/01. It is interesting
to note that most major injuries result from
trips and, perhaps unsurprisingly, few of
these are investigated. If these types of
injuries are removed from the total (i.e
other than those caused by ‘trips’), 74% of
major injuries remain uninvestigated. It is
also notable that around 40% of injuries
resulting from contact with electricity,
contact with moving machinery, high falls
over 2 meters and drowning, suffocation or
asphyxiation – a total of 1303 out of 3214
injuries - were not investigated.

Machinery Contact with moving machine or material being machined

Struck by Struck by moving, including flying or falling, object

Transport Struck by moving vehicle

Strike/Step on Struck against something fixed or stationery or stepping on something

Handling/Sprains Injured whilst handling, lifting or carrying or sprains and strains

Trip Slip, trip or fall on same level

High Fall High Fall over two meters

Low Fall Low Fall up to and including 2 meters

Fall Unknown Height of fall unknown

Collapse/Overturn Trapped by something collapsing or overturning

Drowning/Asphyxia Drowning, suffocation or asphyxiation

Exposure/Hot Subs Exposure to or contact with harmful or hot substance or object

Fire Exposure to Fire

Explosion Exposure to an explosion

Volt Contact with electricity or electrical discharge

Animal Any injury by any animal

Other kind Other kind of Accident

Assault/Violence Kind of Accident not known
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Table 23
Numbers of Reported and Investigated Major Injuries by ‘Kinds of Incidents’ and industry, (2000/01)

Table 23 shows how these investigation levels break down in
d i ffe rent industries. It is notable that whilst within the
Manufacturing sector 44% of major injuries from explosions are
investigated, only 22% are investigated in the Construction sector
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Tables 24 and 25, look at two different types of incident  -
‘Contact with Moving Machinery’ and ‘High Falls’ - reported
in 2000/01 in an attempt to see how the investigation rates
for each of these vary in different parts of the country.

Again, the picture is one of clear disparities across areas.
Whilst in both Greater Manchester and in Greater London
there were 72 reported incidents involving contact with
moving machinery, the rates of investigation of these vary
f rom 68% to 52% re s p e c t ive ly; across the country,
investigation rates vary from 73% (South Yorkshire) to 42%
(Northern Home Counties). Similarly, in relation to high
falls, investigation rates vary from 71% (North East) to 36%
(Greater London).

Table 24
Numbers of Reported and Investigated Major Injuries
resulting from ‘Contact with moving machinery’ by HSE
Area, (2000/01)

Table 25
Numbers of Reported and Investigated Major Injuries
resulting from ‘High Falls’ by HSE Area, (2000/01)
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An ove r- t h ree day injury is an injury  (other than one defined as a ‘major’ injury )
t h at results in a wo rker being off wo rk for more than 3 consecutive wo rki n g
d ay s.

Table 26 show that the rates of i nve s t i gation into ove r- t h ree day injuries are
far lower than the level of i nve s t i gation into major injuries – 4.5% compared to
19.3% in 2000/01. The nu m b e rs and perc e n t ages of ove r- t h ree day injuries
i nve s t i gated did however increase by over 50% over the five year period.

Table 26
Numbers of Reported and Investigated Over-3 Day
Injuries to Workers, (1996/7-2000/01)

Table 27
Number of Reported and Investigated over-3 day
injuries by Industry, (1996/7- 2000/01)

Table 27 shows the level of
i nve s t i gation into ove r- t h ree day
injuries across different industries. In
2000/01 these levels ranged fro m
11.7% in Agriculture to 1.9% in the
Service sector. The disparity between
the investigation of injuries in the
M a nu facturing (7.1%) and Serv i c e
sector (1.9%) is part i c u l a rly
noteworthy, since they are dealing
with a  similar number of reported
injuries. In fact although there were
18,000 less injuries in Manufacturing,
FOD inspectors inve s t i gated ove r
twice the number of injuries.

Investigation of ‘Over-3 Day’ Injuries

Table 28
Numbers of Reported and Investigated Over-3 day
Injuries by HSE area, (1996/7 – 2000/01)

Table 28 shows the wide variation in
investigation rates in different parts of Britain,
as well as changes in these rates over a five year
period. In 1996/7, investigation rates ranged
f rom 5.2% in Marches to 1.3% in Gre at e r
M a n ch e s t e r; and in 2000/01 from 6.7% in
Merseyside to 3.0% in Greater London.  It is
notable that over the period, some HSE Areas
have significantly increased their investigation
levels. Merseyside, for example, increased its
level of investigation from 2% in 1996/7 to 6.7%
in 2000/01, and Greater Manchester from 1.3%
to 4.1% in the same period. Others have made
b a re ly a ch a n ge: North West, for ex a m p l e,
i nve s t i gated 3.4% ove r- t h ree day injuries in
1996/7 and 3.7% in 2000/01.
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Table 29 looks at the type of injuries that are not being
investigated. Almost half of over-three day injuries concern
"strains" – and only 1.7% of these are investigated. However, it is
notable that 71% of asphyxias and 59% of electrical shocks are not
investigated.

Table 29 
Numbers of Reported and Investigated Over-3 day
Injuries by ‘Nature of Injury’, (2000/01)

Certain sorts of incidents – whether they cause an injury or not –
are defined as ‘dangerous occurrences’ (see Box). These dangerous
occurrences fall into two dif ferent categories – those that result in
death and injury and those that do not. In order to avoid ‘double
counting’, this section only contains information on  the latter
category.

Table 30 shows that the level of investigation into dangerous
occurrences is higher than investigation levels into major injuries
– 31% compared to 19% in 2000/1. However, when one considers
the relatively low numbers of reports of dangerous occurrences,
and the fact that the reports must be a strong indication of unsafe
workplaces, it is surprising that 70% of dangerous occurrences
remain uninvestigated. Further, whilst at first glance it appears
that there has been some – albeit relatively small – increase in
investigation rates over the five year period, it is in fact clear that
there was an increase only in the last year under examination,
1999/2000 to 2000/20001; upto to 1999/2000, the investigation
rate had remained more or less constant.

Table 30
Total numbers of Reported and Investigated Dangerous
Occurrences to Workers (1996/7 – 2000/01)

Investigations into Dangerous Occurre n c e s
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Table 31
Numbers of Reported and Investigated Dangerous
Occurrences by Industry, (1996/7 – 2000/01)

Table 31 looks at the levels of investigation in different industries. Considering
that these incidents are all ‘dangerous’, there is a surprising level of inconsistency:
in 1996/7, from 40% in Agriculture to 20% in the Service Sector, and in 2000/01,
from 47% in Agriculture to 17% in the Energy/Extractive industries. Two notable
changes have taken place in the five years. The rate of investigation in the Service
sector rose dramatically from 19.8%  in 1996/7 to 35.4% in 2000/01 even though
there were 99 more reported incidents in 2000/01 than five years earlier. At the
same time, however, the number of dangerous occurrences investigated in the
Energy/Extractive industries declined in this period by over 7% even though the
same number of dangerous occurrences were reported.

Table 32
Numbers of Reported and Investigated Dangerous
Occurrences by Area (2000/01)

Table 32 considers the level of investigation in different HSE
areas in 2000/01. This ranged from 54% in the Marches to
18% in Scotland East. Although Scotland East had the
highest number of reports – almost double the number in
the Marches – it still  inve s t i gated fewer dange ro u s
occurrences than the Marches. It is also notable that the
South East had even fewer reports than the Marches and
investigated 50 fewer dangerous occurrences.
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Table 33
Numbers of Reported and Investigated Dangerous
Occurrences by ‘Type’ (2000/01)

Table 33 looks at the level of investigation of
d i ffe rent ‘types’ of d a n ge rous occurrences in
2000/01. Ap a rt from incidents involving the
‘movement of quarry tips’, only half or less of the
reported injuries in all the other categories of
d a n ge rous incidents we re inve s t i gated. It is
particularly notable that 73 out of 128 ‘building
collapses’, 146 of 224 ‘plant fire and explosions’,
and 179 out of 230 ‘flammable liquid  releases’
were not investigated.
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Table 34
Numbers of Reported and Investigated Dangerous
Industries by Industry, (2000/01)

Table 34 compares 14 of the 29 types of d a n ge ro u s
occurrences in different industries in 2000/01. It is notable
that there are some wide divergences.  For example, both
the Agricultural sector and the Extractive industry sector
had 28 reports of ‘Contact of Machine with electricity’ and
whilst 19 of the 28 we re inve s t i gated in one sector
( A gr i c u l t u re), none we re inve s t i gated in the other
(Enregy/Extractive sector). 
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Table 35
Numbers of Reported and Investigated Dangerous
Occurrences in Marches and in Scotland East (2000/01)

Table 32 above showed that whilst in
the March e s, FOD inspectors
investigated 84 out of 157 reports
(54%), in Scotland East they inspected
only 55 out of 309 (18%) reports.
Table 35 examines these two areas in
fu rther detail to determine wh i ch
types of dangerous occurrences in
these two areas we re not
investigated. It is interesting that, for
example,  in Marches 11 out of 17
reports of ‘Machinery making contact
with electricity’ we re inve s t i gat e d ,
whilst in Scotland East only 3 out of
40 of these incidents we re
i nve s t i gated. And whilst March e s
investigated  9 out to 19 reports of
‘fire or explosions from short circuit’,
Scotland East only investigated 5 out
of 23. There was one report of a
scaffold collapse in Scotland East but
this was not investigated.

Certain forms of occupational diseases must be reported to the Health and
Safety Executive. These are set out in the adjacent box.

Industrial Disease

Table 36
Numbers of Reported and Investigated Industrial Diseases by HSE Area (1996/7 – 2000/01)

Table 36 shows that the level of
i nve s t i gation throughout Britain has
increased from 20.6% in 1996/7 to 44.6%
in 2000/01 - even though the total number
of reports increased from 1923 to 2396 in
the same period. The actual numbers of
investigations increased from 397 to 1069
– almost a 300% rise. However there are
wide disparities in different areas from
68.6% in West Midlands to 14.4% in the
North East. 
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Table 37
Numbers of Reported and Investigated Industrial
Diseases by Industry (1996/7 – 2000/01)

Table 37 shows rates of investigation of reported cases of
industrial diseases by industry over the five year period. It is
clear from this that there have been increases in rates of
investigation across all industries during this period – with
the exception of the Extractive industries, where 16.5% of
reported cases were investigated in 2000/01, compared to

20% five years earlier. The rate of investigation increased
over four-fold in Manufacturing. The Table also indicates
disparities in the levels of investigation between different
i n d u s t r i e s. Inve s t i gation levels range from 62.5% in
Agriculture to 16.5% in the Extractive industries.

Table 38: 
Numbers of Reported and investigated Industrial
Diseases by ‘Type’ (2000/01)

Table 38 looks at the level of investigation of different types
of industrial disease in 2000/01. It shows that significant
numbers of the most common industrial diseases were not
investigated including 590 of 889 ‘Hand arm vibrations’,
221 of the 477 cases of ‘occupational dermatitis’, and 89 of
the 161 cases of ‘carpel tunnel syndrome’. It is also notable
that 24 cases of ‘infection’, 7 cases of ‘tuberculosis’, 4 cases
of ‘hepatitis’ and 6 cases of ‘chrome ulceration’ were not
investigated. 
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Table 39
Numbers of Reported and Investigated Industrial
Diseases by ‘Type’, (2000/01)

Table 39 looks in further detail at the levels of
investigation into industrial diseases in South
Yorkshire and North East, which were the two
HSE areas with the lowest investigation rates .
This shows that in both areas, large numbers
o f ‘Hand Arm Vibrations’ and cases of
‘ O c c u p ational Derm atitis’ we re not
investigated.

Categories of Major Injury

Fracture Fracture (other than to the fingers, thumbs or toes) with dislocation, chipped or cracked bone.

Amputation Amputation involving loss of part or whole of limb, digit etc. Includes severance of torso, ear or nose but

excludes loss of tooth or nail

Dislocation Dislocation of the shoulder, hip, knee or spine (without fracture)

Sight Loss of sight (whether temporary or permanent).

Strain Strains and sprains leading to hospitalisation for 24 hours or more

Burn Burns from electrical heating appliances, electricity, pr chemicals which leads to unconsciousness 

requiring resuscitation or 24 hours in hospital.

Electrical Any injury resulting from an electric shock leading to unconsciousness or requiring resuscitation or 

admittance to hospital for more than 24 hours

Asphyxia/Poison Loss of consciousness caused by asphyxia or by exposure to a harmful substance or biological agent , 

requiring medical treatment

Superficial Abrasions, scratches  etc requiring admittance to hospital for more than 24 hours

Multiple Injuries of more than 1 type and where no 1 injury is more severe requiring admittance to hospital for 

more than 24 hours

Natural Natural causes including heart attacks

Other Other known nature of injury but not fit into above categories

Unknown Unknown 

Bruising Bruising and crushing injuries, which do not break the skin, surface requiring hospitalisation for more

than 24 hours.

Concussion Internal damage without fracture to skull, chest, pelvis, abdomen etc which leads to unconsciousness or 

resuscitation or 24 hours in hospital.

Laceration Lacerations and open wounds – resulting in severed tendon, nerve, blood vessels and cuts requiring 

stitches – requiring admittance to hospital for more than 24 hours.
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Table 2 looks at the number of notices used in different industries and how that differed over a
five year period. It shows that the biggest percentage increases in the use of improvement notices
over the period was in Construction (an increase of 359 notices - 192%) and the Energy/Extractive
Sector (an increase of 112 notices - 487%) though both sectors started from particular ly low levels
of notices in 1996/7.

It is notable that in only the Energy/Extractive and Construction sectors was the number of
prohibition notices imposed higher than the number  of improvement notices – in fact, in 1996/7
the number of prohibition notices was almost ten times that of improvement notices (1807
compared to 187) and in 2000/01 it was four times (2084 compared to 546).

Chapter 3
Use of Notices

This chapter looks at the use of improvement and prohibition notices by FOD inspectors

In order to impose an Improvement Notice the inspector must be of the view that there has
been a contravention of a provision of health and safety law. The notice will state that
p a rticular ch a n ges must be made within a particular time period. A prohibition notice can
be imposed when an inspector is of the view that there is or will be a risk of serious injury.
Te ch n i c a l ly, a Prohibition Notice does not re q u i re a bre a ch of health and safety law, though,
in practice, this will usually be the case. It is of c o u rse possible that an improvement and a
p rohibition notice can be imposed in re l ation to the same incident. 

Table 1
Numbers of notices between 1996/7 and 2000/01

Table 2
Numbers of notices by Industry 1996/7 and 2000/01

Table 1 shows that the levels of improvement
notices has increased by 73% - from 3721 to 6462.
The number of p rohibition notices has also
increased – but only by 20%. It is interesting to
note that whilst in 1996/7 the number of
improvement and prohibition notices was almost
identical, in 2000/01 over 2000 more
i m p rovement than prohibition notices we re
used. The number of Crown notices is small and
shows no particular trend– although there was a
q u a d rupling of c rown improvement notices
between 1996/7 to 1999/00 (6 to 24), which
however reduced again the following year (to 12).
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Table 3
Numbers of Improvement Notices, by HSE Area (1996/7
and 2000/01)

Table 4
Number of Prohibition Notices, by HSE Area (1996/7 and
2000/01)

Table 3 and 4 looks at the number
of improvement and prohibition
notices used in different HSE areas
and how the levels changed over a
five year period. In relation to
improvement notices (Table 3), it
shows that there was an increase
in all HSE areas – though this
ranged from 162% in North West
(an increase of 159) to 4% in the
West Midlands (an increase of just
10). 

In relation to prohibition notices,
there were  four HSE areas where
there was a decrease in the use of
notices - Northern Home Counties
(-1%), Greater London (-9%), North
Midlands (-12%) and We s t
Midlands (-26%). These decreases
compared to an increase of 83% in
the South West.
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P rosecutions following Investigated Deaths
33% of i nve s t i gated wo rker deaths in 1998/9 - 83 out of 250 – resulted in a prosecution and all
but one resulted in a conviction. This was an increase of 9% in prosecution rates compared to
the rate fo l l owing deaths in 1996/7.

The rate of p rosecution fo l l owing deaths in 1998/9 ranged fro m :
■ 50% of d e aths in Manu facturing to 11% in Agr i c u l t u re ;
■ 60% in the West Midlands to 10% in the South We s t ;

10% of d e aths of M e m b e rs of Public in 1998/9 resulted in a prosecution, all of wh i ch re s u l t e d
in a conv i c t i o n .

In 1998/9, none of the 23 deaths of M e m b e rs of the Public in North and West Yo rks h i re and
o n ly 1 of the 27 deaths in the South West resulted in a pro s e c u t i o n .

O n ly 9 out of 854 deaths that took place between 1996/7 to 1998/9 resulted in the pro s e c u t i o n
o f a company director or senior mange r. One employee was pro s e c u t e d .

P rosecutions Following Major Injuries
11% of the inve s t i gated major injuries to wo rke rs in 1998/9 resulted in a prosecution. This wa s
an increase of 3% in prosecution rates compared to the rate fo l l owing major injuries in 1996/7.

The rate of p rosecution fo l l owing major injuries in 1998/9 ranged fro m :
■ 12% in Manu facturing to 3% in the /Extractive sector;
■ 20% in Wales to 6% in the North Midlands;

6% of i nve s t i gated major injuries to members of the public in 1998/9 resulted in a pro s e c u t i o n .
This was an increase of 4% compared to the rate fo l l owing major injuries in 1996/7.

O n ly 4 out of 7982 major injuries that took place between 1996/7 to 1998/9 resulted in the
p rosecution of a company director or senior manage r. 13 employees we re pro s e c u t e d .

P rosecutions Following Dangerous Occurre n c e s
4% of the inve s t i gated dange rous occurrences in 1998/9 resulted in a prosecution. This was just
an increase of 1% compared to the rate fo l l owing dange rous occurrences in 1996/7.

The rate of p rosecution fo l l owing dange rous occurrences in 1998/9 ranged fro m :
■ 14% in the North West to none of the 79 rep o rted incidents in the South West and none of

the 45 rep o rted incidents in Nort h e rn Home Counties

P rosecutions following Industrial Disease
O n ly 1% of i nve s t i gated ill health events in the three ye a rs between 1996/7 to 1998/9 re s u l t e d
in a pro s e c u t i o n .

Chapter 4
Prosecutions

Key Statistics
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Table 1 show that the number of worker deaths investigated in
1998/9 that resulted in a prosecution was 33% - a rise of 8% from
1996/7. This percentage increase also reflects an increase in the total
number of deaths resulting in a prosecution – from 70 to 83.

Table 2 shows that the number and percentage of investigated deaths
of members of the public that resulted in prosecution remained
stable in this period. It is notable that in 1998/9, the level of
prosecution following deaths of members of the public was almost
six times lower than the number of prosecutions following worker
deaths.

Table 3 compares the rate of prosecution following deaths of workers
in different industries in 1998/9. It shows that whilst the percentage
of manufacturing deaths in 1998/9 that resulted in prosecution was
50%, prosecutions followed only 39% of construction deaths, 20% of
service industry deaths and 11% of Agriculture deaths.

Table 1
Numbers of investigated deaths of workers between 1996/7 – 1998/9 that resulted in prosecutions

Table 2
Numbers of investigated deaths of members of the public between 1996/7 – 1998/9 that resulted in prosecutions

Table 3
Numbers of investigated deaths in 1998/9 that resulted in a prosecution, by Industry

P rosecutions following Deaths

Tables 1 and 2 sets out the perc e n t age of rep o rted wo rk -
re l ated deaths that have resulted in a prosecution. 

This section looks at FOD’s prosecution re c o rd – and in
p a rticular the level and rate of p rosecutions fo l l ow i n g
i nve s t i gations into rep o rted incidents.

An inve s t i gation into a rep o rted incident (death, injury,
d a n ge rous occurrence and so on) can result in more than
one company, orga n i s ation or individual being
p rosecuted. In addition each of those prosecutions (or
‘cases’) may allege that more than one offence (or ‘bre a ch ’ )
has been committed. 

A single death or injury can there fo re result in one or
m o re pro s e c u t i o n s. Howeve r, we are not concerned with

the total number of cases or bre a ches alleged after
i nve s t i gat i o n s, but with the total number of incidents that
h ave resulted in at least one orga n i s ation or indiv i d u a l
being prosecuted. This analysis considers a pro s e c u t i o n
fo l l owing a rep o rted incident to have resulted in a
c o nviction, if at least one offence alleged fo l l owing the
i nve s t i gation resulted in a conv i c t i o n

D ata in this section cove rs rep o rted incidents that took
place between 1996/7 to 1998/9. We do not cove r
incidents beyond this period due to the time lag betwe e n
d ate of d e ath and completion of p rosecution wh i ch wo u l d
m a ke any analysis of the data incomplete. 
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Table 4 shows that there is also considerable
divergence in rates of prosecution following
deaths of workers in different HSE Areas. In
1998/9, 60% of deaths in the West Midlands (9
out of 15) resulted in a prosecution compared
to 10% (2 out of 20) in the South West. There
were increases in the prosecution levels in
most areas between 1996/7 and 1998/9,
particularly in Merseyside with an increase
from 10% to 40%.

Table 4
Numbers of investigated deaths of workers in 1996/7
and 1998/9, that resulted in prosecution, by HSE Area

Table 5 sets out the levels of prosecution in different HSE areas
following investigated deaths of members of the public in 1998/9. It
shows that the very low level of prosecutions following these deaths
occurred equally in all HSE Areas – though it is notable that in the South
West, only 1 out of investigated 27 deaths, and in North and West
Yorkshire, none of 23 deaths resulted in prosecution. It is interesting
that 2 out of the 4 deaths in Greater Manchester did result in a
prosecution.

Table 5
Numbers of investigated deaths of members of the public in
1998/9 that resulted in prosecution, by HSE Area
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Tables 6 and 7 sets out percentages of investigated major
injuries, over a three year period, that have resulted in a
prosecution and conviction. Table 6 shows that only a small
percentage (11% in 1998/9) of major injuries to workers
resulted in prosecution and that the percentage had hardly
changed in the three year period. This is a much lower rate
of prosecution than after deaths - over a third less when

comparing major injuries and deaths that took place in
1998/9. 

Table 7 shows that – as with deaths - the level of
prosecution after major injuries to the public is far less that
worker injuries – though there has been a three fold
increase in the percentage of prosecutions in the three year
period from 2% to 6%. 

Table 6
Numbers of investigated major injuries to workers in
1996/97 – 1998/9 that resulted in prosecution 

Table 7
Numbers of investigated major injuries to members of the
public in 1996/97 – 1998/9 that resulted in pro s e c u t i o n

Table 8 to 12 set out prosecution and conviction data in
relation to major injuries of workers in different industries
over a three year period. It is notable that the Energy and
Extractive sector was the only industry where the level of
prosecution decreased over the three-year period (7% to
3%).

The levels of prosecution are still divergent, however. In

1998/9, whilst in manufacturing, 12% of investigated major
injuries resulted in prosecution, in agriculture the level was
o n ly 7% - even though there we re far fewer injuries
i nve s t i gated. In the Service Sector the increase in
prosecution rates was particularly notable – from 17 major
injuries to 36. 

Table 8
Numbers of investigated major injuries to workers in
the Construction sector in 1996/7 – 1998/9 that resulted
in prosecution

Table 9
Numbers of investigated major injuries to workers in
Manufacturing in 1996/7 – 1998/9 that resulted in
prosecution

Table 10
Numbers of investigated major injuries to workers in
Agriculture in 1996/7 – 1998/9 that resulted in
prosecution

Table 11
Numbers of investigated major injuries to workers in
the Energy/Extractive sector in 1996/7 – 1998/9 that
resulted in prosecution

Prosecutions Following Major Injuries



Safety Last? 45

Table 12 sets out the levels of prosecution in
different HSE areas following major injuries to
workers. As in Tables 4 and 5 above dealing
with deaths, this Table shows that there is
considerable (though not so wide) divergence
between different HSE areas. In 1998/9, 20%
of major injuries in Wales (34 out of 169)
resulted in a prosecution compared to 6% in
North Midlands (9 out of 155). In most HSE
areas, there were increases in the prosecution
levels between 1996/7 and 1998/9. In South
Yorkshire there was an increase from 2% of
those investigated (3 out of 137) to 12% (18
out of 145). However, it is notable that in
some areas there were considerable decreases
in prosecution rates: in Nort h e rn Home
Counties there was a reduction in prosecution
levels from 17% of those injuries investigated
(17 our of 100) to 10% of those investigated
(12 out of 118), and in the Scotland West from
17% of those investigated (23 out of 134) to 9%
(13 out of 148).

Table 12
Numbers of investigated major injuries to workers in 1996/7
and 1998/9 that resulted in prosecution, by HSE Area

Table 13 sets out the levels of prosecution in different HSE
areas following Major injuries to members of the public in
1998/9. This Table shows a considerable divergence between
different HSE areas. Whilst, in Wales, 16% of all major injuries
investigated resulted in a prosecution (7 out of 43), there were
five HSE areas where no prosecutions followed investigations
into major injuries: South West, North Midlands, South
Yorkshire, Mereyside, North East, and  Scotland West

Table 13
Numbers of investigated major injuries to members of the
public in 1998/9 that resulted in prosecution, by HSE Area
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Table 14 shows that the number of dangerous occurrences  that result
in prosecution are very small – 5% at its highest. It also shows that
although the perc e n t age of d a n ge rous occurrences resulting in
prosecution has increased over the three year period, this was only by
1.3% .

Table 14
Numbers of investigated dangerous occurrences
between 1996/97 – 1998/9 that resulted in prosecution

P rosecutions following Dangerous Occurre n c e s

Table 15
Numbers of investigated dangerous occurrences in
1998/9 that resulted in prosecution, by industry

Table 15 shows that the level of prosecution following
investigated dangerous occurrences is low in every industry,
but there are still some big differences between them -
from 8% (19 out 239) in Construction to 1% (1 out of 116) in
the Energy/Extractive sector.

Table 16
Numbers of investigated dangerous occurrences in
1998/9 that resulted in prosecution by HSE area

Table 16 concerns the level of prosecutions following
dangerous occurrences in 1998/9 by HSE area. It shows that
there are still some significant differences between the HSE
Areas.  Whilst in the North West, 14% of investigated
dangerous occurrences (6 out of 42) resulted in prosecution,
none of the 79 investigated dangerous occurrences in the
South West and none of the 45 in the Northern Home
Counties resulted in a prosecution.
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Less than 1% of investigated reports of industrial diseases resulted in
prosecutions. Table 17 shows that over the three year period only 13 of
the 1404 investigated ill health incidents investigated resulted in
prosecution. 

Table 17
Numbers of investigated industrial diseases between
1996/97 – 1998/9 that resulted in prosecution

Prosecutions following Industrial Disease

Table 19 concerns prosecutions for breaches of section 7 of
the Health and Safety at Work Act 1974. It is not known how
many of these prosecutions concern ‘shop floor workers’ or
‘managers’ so it is difficult to come to any particular
conclusion about the level of prosecutions below. The table
shows that section 7 prosecutions are just slightly more
frequent than section 37 prosecutions – though only 1 in
the three year period concerned a death.

Prosecutions against Individuals

Table 18
Numbers of Prosecutions involving Section 37 of the
Health and Safety at Work Act 1974

I n d ividuals can be prosecuted in three main way s
■ i f the employer is a part n e rship or a sole trader: since the

e m p l oyer is an individual, when the employer is
p rosecuted, the individual part n e rs or sole trader will be
p ro s e c u t e d .

■ i f the employer is a company: Section 37 of the Health
and Safety at Wo rk Act allows company dire c t o rs or
senior manage rs  of a company to be prosecuted if it can

be shown that an offence committed by the company,
was committed with their consent or connivance or wa s
at t r i b u t able to their negl e c t .

■ e m p l oyees: any employee can be prosecuted for bre a ch
o f section 7 of the HASAW. This can include a shop fl o o r
wo rker or a manage r.

The tables below only concern bre a ches of section 37 and 7.

Table 19
Numbers of Prosecutions involving Section 7 of the
Health and Safety at Work Act, 1974

Table 18 shows that prosecutions relating to section 37 of
the Health and Safety at Work Act 1974 are few and far
between (34 in three years) and that there has only been a
very minor increase over the three year period. It also
s h ows that ve ry few dire c t o rs/senior manage rs are
prosecuted following deaths and major injuries.
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Chapter 5
Courts and Sentencing

Between 1996/7 and 1998/9, the average fine following a death has more than doubled
from £29,000 to almost £67,000
■ The number of cases sentenced in the Crown court has reduced from 61% to 40%
■ Whilst the average level of fine after a Manufacturing death is £108,000, in the service

sector it is only £16,000

The average fine following a death of a member of the public in 1998/9 is £33,000, which
has not increased over the three year period

The average fine following a major injury to a worker in 1998/9 was £10,000
■ only 20% of cases are sentenced in the Crown Court.

Between 1996/7 and 1998/9, the average fine following a dangerous occurrence has more
than doubled from £13,000 to £28,000.

The average fine following an industrial disease in 1998/9 was £6,000

This section provides information on:
■ the levels of fines imposed by the courts subsequent to convictions fo l l owing rep o rt e d

incidents and;
■ in wh at courts sentencing takes place.

The prosecution process is diffe rent in Engl a n d / Wales compared to Scotland.

In England and Wa l e s, prosecutions and sentencing takes place in either the Mag i s t r ates Court
or the Crown court. A Mag i s t r ate Court only has the power to impose a maximum sentence of
£20,000 for a bre a ch of the Health and Safety at Wo rk Act 1974 or £5,000 for a bre a ch of a
Reg u l ation. A Crown Court has the power to impose unlimited fines in re l ation to bre a ches of
both the 1974 Act and Reg u l at i o n s.

Unless the defendant pleads ‘non-guilty’ and chooses a trial befo re a jury in the Crown Court ,
the decision about the court in wh i ch a case is heard (and sentenced) is made by a Mag i s t r at e.
This decision, howeve r, can be influenced by submissions of the prosecutor – FOD inspector
or a law yer rep resenting FOD.

Health Warning
It is difficult to interpret sentencing data since the average level of fines can be easily
distorted by one or two large fines. Also certain fines that may appear to be large could
well be small when compared to the profits or turnover of the company/organisation
sentenced; and, conversely, a fine that may appear to be small could well be large
compared to the wealth of the company.

Key Statistics
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In Scotland, there are two types of c o u rt – the Sheriff C o u rt and the High Court. The Sheriff’s
c o u rt has similar sentencing powe rs to a mag i s t r ates and a High Court to a Crown Court. The
decision as to whether a case should be heard in the Sheriff or High Court is one that is made
by the Pro c u r ator Fiscal, not the court itself.

Understanding the Ta b l e s
In most pro s e c u t i o n s, a single incident will result in one defendant being prosecuted in one
c o u rt. Howeve r, in a small number of i n c i d e n t s, a prosecution may result in either:
(a) one defendant being sentenced for two diffe rent offences -one taking place in the
m ag i s t r ates court and the other in the Crown Court or;
(b) two sep a r ate defendants being sentenced - one in the mag i s t r ates court and the other in
the Crown Court. 

When this happens we have counted is as those the incident resulted in a conviction in the
C rown Court .

Since some deaths or injuries may result in more than one defendant being prosecuted the
t ables tell you wh at is the ave r age total fine that resulted from a single death or injury – not
wh at is the ave r age fine for each defendant convicted fo l l owing these incidents.

The tables set out the ave r age fines in the Mag i s t r ate and Crown Court. There however are
not exact – they have been rounded up to the nearest thousand pounds. They continue to
g ive a good indication of the diffe rent levels of fines in the two court s.

Sentencing Following Deaths

Table 1 sets out sentencing details relating to convictions following deaths
of workers. It  shows that in the three years between 1996/7 and 1998/9, the
average fine following a death has more than doubled to almost £67,000.
The Table shows that this is the result of two factors. First, there has been
an increase in the number of cases that have resulted in sentencing in the
Crown court – an increase from 40% to 60%; and secondly, the average fine
imposed by the Crown Court for each death has nearly doubled from
£55,000 to £100,000.

Table 1
Sentences following deaths of workers (1996/7 – 1998/9)
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Table 3 concerns convictions following deaths of workers in 1998/9 and breaks
down the sentencing data by industry. It shows that there are significant
differences in the average fines imposed by the courts – from £108,00 per death
in the manufacturing sector to £16,000 in the Service Sector.

Table 3
Sentences following deaths of workers by Industry,
(1996/7 – 1998/9)

Table 2 concerns convictions following deaths of members of the public. It
is notable that the levels of fines imposed by the courts are much lower
than those following worker deaths.  Moreover, unlike the position with
worker deaths, the level of the average fine does not show any consistent
increase over the years. It is also notable that, in contrast to worker deaths,
the number of cases that were sentenced in the Crown Court has decreased
during the three-year period. 

Table 2
Sentences following deaths of members of the public,
(1996/7 –1998/9)
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Table 4 concerns convictions following deaths of workers
in 1998/9 and breaks down the sentencing data by HSE
Area. Because of the small numbers involved, one should
be wary of making too much of the average fines since
one large fine can have a distorting effect. The huge
disparity between the average level of fines – from
£343,500 in the North West to £7,083 in Scotland West –
is, however notable.

Table 4
Sentences following deaths of workers by HSE Area
(1996/7 – 1998/9)

Sentencing following Major Injuries

Table 5 
Sentences following major injuries to workers (1996/7 –
1998/9)

Tables 5 and 6 sets out the levels of fines
which followed major injuries to workers
and members of the public. In relation to
injuries to workers, it is notable how low
the average fines are when compared to
those imposed following deaths of workers
- in 1998/9, six times less – and how the
average level of fines have not increased
over the three year period. The relatively
low level of fines is linked to the high
percentage – 80% of the prosecutions in all
three years – that resulted in sentencing in
the magistrates Court. 

Table 6
Sentences following major injuries to Members of the
Public (1996/7 – 1998/9)
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Table 8 concerns convictions following major injuries to
workers in 1998/9 and breaks down the sentencing data by
HSE Area. As with the situation set out in table 4 concerning
deaths of workers, there is a wide, though not as great,
divergence between the average level of fines – from £20,823
in the Northern Home Counties to £2,655 in Scotland West.

Table 8 
Sentences following major injuries to workers by HSE
Area, (1996/7 – 1998/9)

Nos  Nos Average

Conv Mag Fine

N/thn Home Counties 11 9 £20,823

Greater London 11 8 £18,127

Wales 34 30 £15,701

North Midlands 9 8 £14,778

North East 12 11 £13,700

Greater Manchester 23 23 £13,076

South 18 16 £12,111

South Yorkshire 18 15 £11,408

East Anglia 15 11 £10,407

South East 14 12 £10,079

East Midlands 13 13 £8,731

West Midlands 16 16 £6,594

South West 13 13 £6,277

Marches 17 15 £5,765

N & W Yorkshire 14 14 £5,514

North West 13 13 £5,212

Scotland East 19 0 £4,908

Merseyside 13 12 £4,800

Scotland West 11 0 £2,655

Table 7
Sentences following major injuries to workers by
Industry, (1996/7 – 1998/9)

Table 7 concerns convictions following major injuries to workers in 1998/9 and breaks
down the sentencing data by industry. It is notable that the level of fines in Agriculture
is particularly low.
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Sentencing following Dangerous Occurre n c e s

Table 9
Sentencing  following Dangerous Occur rences, (1996/7 –
1998/9)

Tables 9 to 11 concern sentences following
dangerous occurrences. It is interesting to
note that the ave r age fine fo l l owing a
dangerous occurrence has more than doubled
over the three years and is almost double the
levels imposed following a major injury. It is
also notable that more dangerous occurrence
prosecutions take place in the Crown Court
compared to those following major injuries.

Table 10
Sentencing  following Dangerous Occurrences by
Industry (1998/9)

Table 11
Sentences following dangerous occurrences by HSE area
(1998/9)

Table 11 breaks down the sentencing data for 1998/98 by HSE
Area and shows the great disparity in fines between different
parts of the country – from an average of £71,000 in the North
West to barely a £1000 in a number of HSE Areas,

Table 12 concern sentences following industrial diseases.  It is
intriguing that the level of fines has decreased by over a fifth
over the three year period – however because of the small
number of cases involved it is difficult to know whether there
is any significance in this decrease.

Sentences following Industrial Diseases

Table 12
Sentences following Industrial Diseases (1996/7 - 1998/9)
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This ch apter looks at some of the main points that emerge from the tables set out in the
p revious ch ap t e rs and considers some of the re fo rms that the HSE (and FOD in part i c u l a r )
h ave made, or are planning to make, that will affect enfo rcement issues in the fu t u re.

I n s p e c t i o n s

At the end of 2001, there we re 419 FOD field inspectors and 736,000 reg i s t e red pre m i s e s :
one inspector to 1700 pre m i s e s. Even if i n s p e c t o rs did nothing other than undert a ki n g
p reve n t at ive inspections, most wo rkplaces would not re c e ive an annual visit from an
i n s p e c t o r. Howeve r, the reality is that, in addition to undert a king inspections, inspectors
h ave to conduct inve s t i gations – wh i ch may comprise many visits to a particular wo rkp l a c e
- as well as prep a re cases for pro s e c u t i o n s. It is there fo re hard ly surprising that each ye a r,
FOD inspectors can only undert a ke a re l at ive ly small number of i n s p e c t i o n s. 

C h apter one shows that in the last five ye a rs there has been a 41% decline in the nu m b e r
o f ‘contacts’ involving inspections – a reduction from 117,156 in 1996/7 to 68,857 in
2000/01. The audit also shows that in 2000/01, only 40,237 out of the 736,000 total
reg i s t e red premises re c e ived an inspection – one premises in 20. On ave r age a constru c t i o n
site can expect one visit eve ry ten ye a rs. 

The decline is part i c u l a rly significant since  a recent independent re s e a rch rep o rt fu n d e d
by the HSE concluded that :

"Inspection is an effe c t ive means of securing employer compliance. If t a rgeted at
key gro u p s, it can bring about significant improvements in health and safe t y
p e r fo rm a n c e, both in terms of ensuring control measures are effe c t ive and, at least
a c c o rding to the general literat u re (rather than specific HSE literat u re), securing
i m p rovements in employees’ health and safe t y." 

Why has there been such a decline in the number of inspections? The immediate cause
– as shown in ch apter one – is an increase in the number of inspector contacts invo l v i n g
i nve s t i gations into rep o rted incidents (an increase in the same time period of 43.5% fro m
39,384 to 56,515). Howeve r, such a reduction would not be necessary if the HSE wa s
a d e q u at e ly re s o u rced: during the ye a rs under consideration, the HSE simply did not have
the money to employ a sufficient number of i n s p e c t o rs to ensure that, as levels of
i nve s t i gations increased, there was no decline in the levels of i n s p e c t i o n s. 

The decline in inspector contacts indicates how finely balanced are HSE re s o u rc e s. An
i n c rease in one core activity of i n s p e c t o rs has to result in a reduction of another core
a c t iv i t y.  

Balancing Inspections with Investigations
H owever putting the question of re s o u rces to one side, the decline in inspector nu m b e rs
raises an important question wh i ch goes to the heart of H S E ’s operational activ i t i e s. Wa s
FOD right to have prioritised inve s t i gations over inspections? 

This is a ve ry difficult question to answe r. Undoubtedly, both inspections and
i nve s t i gations are important, but no re s e a rch has been undert a ken wh i ch assesses the
re l at ive effe c t iveness of one compared to the other. 

The HSE has historically prioritised inspections. The reason for this is linked to its
p e rc eption of i t s e l f as orga n i s ation concerned principally with ‘preventing death and injury’

Chapter 7
Conclusion
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r ather than one concerned with ‘accountab i l i t y’. It is better to prevent a death or injury
r ather than simply responding to these incidents when they happen. This has resulted in an
emphasis on inspections rather than inve s t i gations as the latter – in contrast to the fo rm e r
– are seen as principally concerned with ‘accountab i l i t y’, not ‘preve n t i o n’ .

The only rationale that the HSE has given for the increase in the number of
i nve s t i gations is contained in the evidence it gave in 1999 to a Pa rl i a m e n t a ry Select
C o m m i t t e e. It stated: "There is some public ex p e c t ation that HSE should inve s t i gate more
a c c i d e n t s, because accidents wh i ch are not inve s t i gated may result in potential offe n d e rs
e s c aping punishment." 

In saying this, the HSE was awa re that this would impact upon its inspection
p ro gr a m m e :

“At present HSE plans to increase the number of i nve s t i gations from 1999-2000 to
2001-02 by about 3 per cent. But any major increase beyond that would seriously
reduce the number of p reve n t at ive inspections and detract from the primary
o b j e c t ive of ensuring that risks are pro p e rly controlled and that incidents do not
o c c u r. HSE believes that a balanced pro gramme … is needed to secure
i m p rovements in health and safety on a continuing basis. The balance of i n s p e c t i o n
and inve s t i gation wo rk has to be kept under continuing rev i ew." 

In its final rep o rt, the Select Committee concluded: 
" We agree that the HSE's focus should remain large ly preve n t at ive. Howeve r, we are
d i s appointed by the low levels of i nve s t i gation …. We there fo re support the
p roposed target of a three per cent increase in inve s t i gation of rep o rted injuries
over the next three ye a rs. Howeve r, this target must be taken seriously: it should
not be viewed as mere ly 'aspirational'. If re s o u rces are not curre n t ly av a i l able to
a l l ow the HSE to make this improvement, they must be provided."  

Although it is not clear whether the Select Committee was awa re of the consequences of a n
i n c rease in HSE’s inve s t i gation leve l s, it is interesting that both the HSE and the Select
Committee have only one reason for increasing inve s t i gations – that is to incre a s e
a c c o u n t ab i l i t y.

It is cert a i n ly correct to say that an important element of i nve s t i gations is ‘criminal
a c c o u n t ab i l i t y’ – something wh i ch is ge n e r a l ly absent in re l ation to inspections. Wh i l s t
inspections can reveal circumstances that justify a prosecution, the absence of h a rm usually
m a ke it inap p ro p r i ate for prosecutions to take place unless the risk of e n d a n ge rment or
fa i l u re is ve ry high. This is because the criminal justice system ge n e r a l ly deals with offe n c e s
i nvolving harm, and experience has shown that courts take prosecutions less seriously
wh e re no harm has been caused. As a result inspections have a primarily preve n t at ive
function. Howeve r, since most inve s t i gations concern ‘harm’, or circumstances wh e re a high
risk of h a rm is rep o rted to have existed, an important purpose of i nve s t i gations – over and
ab ove their preve n t at ive function – is to ensure that consideration is given to criminal
a c c o u n t ability issues. Unless inve s t i gations take place, orga n i s ations and individuals escap e
the possibility of p rosecution. 

H oweve r, it is wrong to suggest – wh i ch both the HSE and the Select Committee ap p e a r
to do – that inve s t i gations do not have a strong preve n t at ive function. An important part of
a ny inve s t i gation must be to rectify the circumstances that resulted in the harm (or, in the
case of a dange rous occurre n c e, that resulted in the risk of h a rm) occurring in the firs t
p l a c e. At the ve ry least an inve s t i gation should ensure that any fu t u re risk of a similar
incident taking place is ve ry low. The absence of an inve s t i gation will mean that a risk of a
rep e at incident will continue to ex i s t .

In addition, it is also the case that inve s t i gations can fulfill a preve n t at ive role in a more
t a rgeted fashion than inspections. The identity of the premises that will be inspected is
d e t e rmined by a ‘hazard rating’ that is given to it at a previous inspection (see below). This
prior inspection may have taken place quite some time earlier and may not be an accurat e
re flection of the company’s level of s a fety at the time of the subsequent visit. Time spent
on some inspections may as a result not be that useful. 

In contrast, inve s t i gations take place in re l ation to a particular incident that has just
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o c c u rred. A rep o rt of s u ch an injury indicates that unsafe or illegal practices may exist in
re l ation to a particular wo rkp l a c e. Of c o u rse this is not necessarily the case. A death or
i n j u ry may have occurred wh e re the premises we re faultless and conve rs e ly a dange ro u s
p remises may never have a rep o rt able incident or injury. Yet since it must be the case that
d e aths or injuries are more like ly to occur in unsafe wo rkplaces (for if this wa s n’t so, there
would be no point in trying to improve wo rkplace safety conditions) the ve ry fact of a
rep o rted incident is important up-to-date intelligence that there are issues of s a fety that
need to be considere d .

This point is even stro n ger in re l ation to rep o rted ‘dange rous occurrences’. Unlike a
rep o rt of an injury (wh i ch may well not, as suggested ab ove, be the result of u n s a fe or illega l
conditions) a rep o rt of a ‘dange rous occurre n c e’ – like the collapse of a scaffold or contact
with overhead power lines – indicates that a situation has in fact arisen wh i ch is unsafe and
d a n ge rous and most pro b ab ly a bre a ch of health and safety law. The situation needs
i m m e d i ate re c t i f i c at i o n .

It is often argued that an inspection that results in ch a n ges in wo rking practices that
p revents a major injury or death must be far more important than any inve s t i gation into a
d e ath or injury that has already taken place. Put like that, and if t h e re is simply a ch o i c e
b e t ween the two, this is an unarg u able point. Why wait to inve s t i gate deaths or injuries
when you can prevent them? 

H oweve r, in practice this is not the choice that inspectors have to make. Even when an
inspection does result in identified dange rous practices being halted, it is never know n
whether those dange rous practices would – had they continued to have existed - actually
h ave caused a death or injury. It is only possible to say that had these practices not been
stopped, there would continue to have been a significant risk of h a rm. Wh at the inspection
did was to reduce the risk of h a rm existing but not necessarily preventing any death or
i n j u ry actually taking place. 

I n s p e c t i o n s, as with inve s t i gations reduce fu t u re risks of d e ath and injury – not stop
them hap p e n i n g. Wh at inve s t i gations can do in addition is to ensure that those
o rga n i s ations and individuals that have committed criminal offences that deserve
p rosecution be held accountab l e.

The purpose of the ab ove discussion is not intended to argue that the number of

Importance of Inspections
Inspections do provide an opportunity for the HSE to monitor workplaces in a way that
investigations cannot. 
■ investigations will usually be very narrowly construed – only looking at one type of

work activity and the particular circumstances associated with the event in question.
Inspections, however,  provide an opportunity to compile much more of an overview
of the management of safety at a workplace.

■ Inspections take place with  little or no warning and so provide the advantage of the
‘element of surprise’ which investigations do not since the company or organisation
may well be preparing itself for a visit from an inspector because it has reported an
injury or dangerous occur rence.

■ inspections provide an important opportunity for HSE inspectors to make contact
not only with management, but with the workforce, and in particular with trade
union safety representatives.  The development of such contact may  encourage
employees and their representatives not only to keep in contact with HSE, but to
inform HSE if any serious problems arise at the site.

inspections should be reduced even more to allow for more inve s t i gations or indeed that
the HSE have got the balance right. This rep o rt is in no position to suggest wh at – in the
c o n t ext of H S E ’s current financial circumstances – should be the ap p ro p r i ate balance
b e t ween inspections and inve s t i gat i o n s. It is our contention that the HSE should simply not
h ave to be in a position to choose between one of its two core activities in the way that it
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has been fo rced to so.

It is important, howeve r, that the HSE recognises the value of i nve s t i gations over and ab ove
t h at of ensuring ‘accountab i l i t y’ and that any decision about re d r awing the balance should
not be based on an inaccurate view that an increase in inve s t i gations will only result in
i n c reased accountability and not prevention. Also, for the sake of t r a n s p a re n cy, the HSE
should spell out more cl e a rly to the public:
■ its rationale for any decision to increase the level of i nve s t i gat i o n s ;
■ the effect that this will have on its other activ i t i e s ;
■ i f l a ck of re s o u rces is the reason for a reduction in a core activ i t y. 

A particular problem faced by the HSE in making choices about priorities is that it has not
commissioned any re s e a rch – or at least published it - into the effe c t iveness of its inspection
and inve s t i gation reg i m e s. It is there fo re difficult for the HSE to know wh at are the positive
benefits of an increase in inve s t i gat i o n s, on the one hand, or an increase in inspections, on
the other, and wh at will be the effects of reducing one at the expense of the other.

Who is inspected?
Whilst the level of inspection is important – it is also important to consider wh i ch pre m i s e s
h ave been subjected to inspection. FOD inspectors could, for ex a m p l e, have a high level of
inspection, but fail to inspect the most hazardous premises: altern at ive ly, inspectors could
h ave a low level of inspection, but visit all the most hazardous plants. 

During the whole of the five year period under analy s i s, FOD has run an ‘inspection
r ating pro c e d u re’ in wh i ch all pre m i s e s, when inspected, are rated from 1 to 6 or 1 to 4,
a c c o rding to a number of criteria: "competence and attitude of m a n agement", "we l fa re
compliance gap", "safety Rating" and ‘health rating’. These nu m b e rs are then added up and
a final ‘hazard rating’ number is obtained. 

In April of e a ch ye a r, the identity of those premises wh i ch have the highest ‘hazard
r ating’  (falling into wh at is known as ‘cat ego ry ‘A’ – high Hazard’) are made known to the
principal inspectors around the country who give them priority in the fo l l owing ye a r ’s
inspection plan. Inspectors will then decide wh at additional premises should be inspected
by considering a number of fa c t o rs incl u d i n g, the hazard ratings of p re m i s e s, the part i c u l a r
priorities of FOD at that time, and other local fa c t o rs. 

The data we have obtained from the HSE does not allow any proper assessment of t h i s
r ating system – but our analyis does raise some questions about its effe c t ive n e s s. This is
b e c a u s e, for ex a m p l e, out of all the industry gro u p s, the one with the biggest decre a s e, in
the level of inspections is in construction – a reduction of 52% from 37,774 in 1996/7 to
17,908 in 2000/01. One would imagine that the hazard rating system would ensure that any
n e c e s s a ry reduction in inspection nu m b e rs would impact less on the construction industry
than other industries since it has a historically high level of d e ath and injury and is we l l
k n own to be part i c u l a rly hazard o u s. 

The problem with the current rating system is that :
■ it is based on historical data – so that the hazards of p remises might have ch a n ge d

s i g n i f i c a n t ly between the time of the last inspection and the date any new inspection
m ay take place. As a result a premises wh i ch should be inspected (because it is in fa c t
h a z a rdous) will not be inspected for some time simply because at the last time it wa s
inspected it was given a low hazard rating; 

■ it is possible for the HSE to ch a n ge the criteria wh i ch determines whether a wo rkp l a c e
falls into the ‘high hazard’ cat ego ry – depending on the pre s s u re of inspector time.

In re l ation to the first point, it is difficult to see how the HSE can come up with a better
system, other than to ensure that inspections of all premises are more frequent – again a
re s o u rces issue.
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R e s o u rce questions
The extent to wh i ch any orga n i s ation, empowe red to enfo rce the law, can actually
u n d e rt a ke inspections and inve s t i gations and use its powe rs to obtain compliance and
a c c o u n t ability is highly dependent upon the financial re s o u rces av a i l able to it. This is as
t rue of the Health and Safety Exe c u t ive as of a ny other policing body. 

The level of re s o u rces av a i l able to the HSE determines how many inspectors it can
e m p l oy wh i ch in turn affects how many inspections and inve s t i gations the orga n i s at i o n
can undert a ke. Re s o u rces will also have an inev i t able impact upon the quality and the
r i gor of an inspection or inve s t i gation and, may also influence the decisions by inspectors
about the way they use their powe rs since some decisions, part i c u l a rly those invo l v i n g
p rosecution, have significant time and re s o u rce implicat i o n s.

This audit raises important questions about whether FOD has adequate re s o u rces in
re l ation to undert a king an ap p ro p r i ate number of inspections and inve s t i gations and to
ensuring that ap p ro p r i ate cases result in a pro s e c u t i o n .

In 2000/01, the HSE spent £133 million on enfo rcing health and safety law - £103
million of wh i ch was given by the Gove rnment. The Gove rnment contribution is bare ly a
q u a rter of the grant it gave in the same period to the West Midlands police – just one of
43 police fo rces in England and Wa l e s,

Consistency
One issue that cuts across all the ch ap t e rs is the issue of c o n s i s t e n cy. There are wide
inconsistencies in levels of inspection, inve s t i gat i o n s, notices and prosecutions betwe e n
d i ffe rent parts of the country and between diffe rent industries. For ex a m p l e :
■ In the five year period, whilst the number of inspection contacts had decreased by

17.5% in the South it had decreased by 51.6% in the March e s.
■ In 2000/01, inve s t i gation levels into major injuries to wo rke rs ranged from 41% in the

A gricultural Sector to 10% in the Service Sector and from 26% in the Marches to 11%
in Gre ater London;

■ In the five year period, the number of i m p rovement notices increased by 192% in the
c o n s t ruction sector but only 17% in Agr i c u l t u re. 

■ In 2000/01, the number of d e aths that resulted in prosecution was 51% in
m a nu fa c t u r i n g, 41% in construction, 22% in the Service sector, and 10% in Agr i c u l t u re

S u ch diffe rences inev i t ab ly raise questions about whether or not there are inconsistent
practices within FOD. HSC’s  new Enfo rcement Po l i cy Statement stat e s, ‘consistency of
ap p ro a ch does not mean unifo rm i t y. It means taking a similar ap p ro a ch in similar
c i rcumstances to ach i eve similar ends."  This is indeed the case. The fact that 73% of
a m p u t ations in North West are inve s t i gated but only 36% amputations in Wales does not
n e c e s s a r i ly mean that the inspectors are using their discretion in an inconsistent manner
– since there could be good reasons for the diffe re n c e. However such glaring diffe re n c e s
do raise serious questions about why there is such inconsistency and it is necessary fo r
FOD to be able to justify the diffe re n c e s, or altern at ive ly wo rk to eradicate them.

One of the reasons for the inconsistencies in inve s t i gation levels is the diffe r i n g
number of rep o rted injuries. So, for ex a m p l e, one of the reasons why 26% of m a j o r
wo rker injuries we re inve s t i gated in the Marches whilst only 11% we re inve s t i gated in
G re ater London is because there we re 950 more major injuries rep o rted in Gre at e r
London than the March e s. This would appear to indicate that HSE areas only have
enough inspectors to inve s t i gate a certain number of major injuries and rep o rts of
injuries beyond a certain number will simply not get inve s t i gat e d .

The new Inve s t i gation criteria (operational in April 2001) and the Enfo rc e m e n t
M a n agement Model (operational since May 2002) are supposed to assist in ensuring
gre ater consistency in the fu t u re and they are discussed below.
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I n v e s t i g a t i o n s

As noted ab ove, this audit shows that the reduction in the levels of inspection has go n e
hand in hand with an increase in the number of i nve s t i gation contacts. Although the
number of i nve s t i gation contacts by inspectors has risen by 43.5%, Chapter Two shows that
the nu m b e rs of actual incidents inve s t i gated has not risen by anything near that nu m b e r.
The perc e n t ages of i nve s t i gations into:
■ d e aths of wo rke rs has risen from 88% to 98%.
■ d e aths of m e m b e rs of the public has risen from 52% to 92%.
■ major injuries to wo rke rs has risen from 10.8% to 19.3%.
■ major injuries to the members of the public has risen from 2% to 7.2%
■ d a n ge rous occurrences has risen from 26% to 31%
■ ove r- t h ree day injuries has risen from 2.6% to 4.5%
Although the increase in inve s t i gation levels since 1996/7 is cert a i n ly notab l e, ve ry large
nu m b e rs of major injuries and dange rous occurrences – 80% and 69% re s p e c t ive ly - re m a i n
u n i nve s t i gated. Since the purpose of i nve s t i gations – as set out ab ove - is to stop any
re c u rrence and to obtain criminal accountab i l i t y, this fa i l u re to inve s t i gate such a high
number of i nve s t i gations must be of c o n c e rn. 

Investigation Criteria
This level of l a ck of i nve s t i gation, howeve r, may not be so serious if it can be shown that
those injuries that are not inve s t i gated are neither ve ry serious (even though they are
fo rm a l ly called ‘major’) nor took place in circumstances wh e re an inve s t i gation would be
possible or ve ry helpfu l .

This raises the question of wh at systems the HSE has to determine wh i ch of t h e
thousands of rep o rted incidents should be inve s t i gated. 

In the first four ye a rs of our audit, between 1996/7 - 1999/2000, FOD inspectors we re
supposed to fo l l ow a document called "Selection of Accidents for Inve s t i gation" (See
Appendix 1). This stated that the fo l l owing incidents should always be inve s t i gated: 
■ all "fatalities"; 
■ all incidents wh i ch "would give rise, or already have given rise to serious public

c o n c e rn"; and 
■ " ve ry serious injuries". 
The document went on to state that "exc ep t i o n a l ly serious injuries" should ge n e r a l ly be
i nve s t i gated – though it does not say how these injuries differ from the "ve ry serious
injuries" that should always be inve s t i gated. 

The document stated that a principal inspector had discretion to inve s t i gate "other
accidents" such as those wh i ch "appear to indicate a serious bre a ch of the law, accidents to
young persons or ch i l d ren, or those wh i ch recur at a particular premises or in a part i c u l a r
i n d u s t ry". In deciding wh i ch of these to inve s t i gate the inspector should take into account
a number of fa c t o rs including "the severity or potential severity of the injury" and "the
gr avity of a ny ap p a rent bre a ch of l eg i s l at i o n " .

This policy had the fo l l owing problems: 
■ it gave the Principal Inspector a gre at deal of d i s c retion in deciding wh i ch injuries or

incidents to inve s t i gat e ;
■ it did not define the diffe rence between a "ve ry serious injury" and an "exc ep t i o n a l ly

serious injury" and indeed whether particular fo rms of i n j u ry – like amputations or
b u rns - did or did not fall into those cat ego r i e s ;

■ it did not mention ‘dange rous occurrences’ or ‘industrial diseases’ and there fo re did not
clarify how a principal inspector should tre at them in contrast to a major injury ;

■ it did not give weight to any of the fa c t o rs that inspectors should consider when deciding
wh i ch of the "other accidents" it should inve s t i gat e.

The defects in this policy are re flected in the stat i s t i c s. For ex a m p l e, in the four ye a rs betwe e n
1996/7 to 1999/00, for ex a m p l e, only 41% of the 4533 amputations and 43% of the 817
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p o i s o n i n g s / a s p hyxias we re inve s t i gated. 
In its 1999 rep o rt, the Pa rl i a m e n t a ry Select Committee criticised HSE’s injury selection

p o l i cy. It stat e d :
" we continue to have some concerns about how the criteria wh i ch determine wh i ch
injuries will be inve s t i gated, are applied by HSE inspectors. Decisions in the past
appear to have been unduly dictated by av a i l ability of re s o u rc e s. While the HSE needs
to operate within its re s o u rce limitat i o n s, we believe that it should develop more
detailed guidance for inspectors. In part i c u l a r, more thought should be given to a) how
to 'weight' the criteria, since some should sure ly have more influence than others and
b) whether some cat egories of ve ry serious injuries should automat i c a l ly trigger an
i nve s t i gation in the same way that fatalities do. Such a system would mean that
decisions on whether to inve s t i gate would be more rigo ro u s ly based and more
t r a n s p a rent wh i ch would ultimat e ly lead to a gre ater consistency in ap p l i c at i o n
b e t ween inspectors. We urge the HSE to use its rev i ew to add ress these issues." 

Fo l l owing this criticism, in April 2000, FOD piloted a new inve s t i gation criteria policy – wh i ch
has now been fo rm a l ly ap p roved throughout the HSE (see Appendix 2). In summary, this stat e s
t h at inspectors should inve s t i gate the fo l l owing incidents:
■ all deaths 'arising out of or in connection with wo rk activities' unless they invo l ve suicides

or deaths from natural causes;
■ all rep o rts of cases of industrial disease;
■ c e rtain specified 'major injuries' re l ating to either the injury caused (e. g. amputations) or

the kind of incident wh i ch resulted in the injury (e. g. resulting from transport incidents)
■ incidents that are "like ly to give rise to serious public concern " ;
■ incidents wh e re there is "like ly to have been a serious bre a ch of health and safety law " ;
The policy states that when an inve s t i gation is not possible because of " i n a d e q u ate re s o u rc e s "
or "policy development", the incident "must be re fe rred to the Head of O p e r ations". The policy
also allows an inve s t i gation not to go ahead due to inve s t i gations when it is "impracticable" or
wh e re there is "no re a s o n able practicable precautions av a i l able for risk re d u c t i o n " .

This new policy is an improvement on the previous one. It sets out mu ch more cl e a rly the
criteria by wh i ch incidents should be inve s t i gated. Howeve r, a number of points should be
made about it:
■ the HSE has not provided any rationale as to why injuries resulting from certain types of

incidents (like transport) must be inve s t i gated whilst others (like the "collapse of a scaffo l d "
or an "explosion") should not be re q u i red to be inve s t i gated. 

■ the injuries mentioned do not dire c t ly mat ch the way injuries are cat egorised on the fo rm
(the ‘RIDDOR’ fo rm) on wh i ch employe rs rep o rt an injury. This will make it difficult for a
Principal Inspector to determine whether a particular injury re c o rded on the fo rm is in fa c t
an injury that should be inve s t i gated or not. For ex a m p l e, it is unlike ly that an inspector
will know from reading the fo rm whether a person has suffe red  ‘scalping’ or burn injuries
c overing "10% of the body";

■ it makes no explicit re fe rence to ‘dange rous occurrences’. 

FOD has in fact employed this policy in 2000/01 - the final year of our data analy s i s. Has this
p o l i cy been implemented? Since, the cat egories in the new policy do not entire ly re flect the
RIDDOR fo rm, the data provided to us by the HSE only allows a partial assessment. Howeve r,
the box on the right does indicate that FOD is a long way from implementing the policy. Fo r
ex a m p l e, although the new policy re q u i res them to have done so, FOD did not inve s t i gate: 
■ 12 out of 55 amputations of either hand, arm, foot or leg ;
■ 337 out of 633 injuries resulting from contact with moving ve h i cles ;
■ 69 out of 178 injuries involving electricity;
■ 569 out of 1384 falls from a height of over 2 metre s ;
■ 1327 out of 2396 industrial diseases;
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The Fo l l owing injuries in the new
i nve s t i gation criteria should all have been
i nve s t i gated in 2000/01

All amputations of digit(s) past the first joint

A m p u t ation of h a n d / a rm or fo o t / l eg

Serious multiple fractures (more than one
bone) not including wrist or ankl e

C rush injuries leading to internal orga n
d a m age eg ru p t u red spleen

Head injuries involving loss of
c o n s c i o u s n e s s

B u rns and scalds covering more than 10% of
the surface area of the body

Pe rmanent blinding of one or both eye s

A ny degree of s c a l p i n g

A s p hy x i at i o n s

All Wo rkplace transport Incidents

All Electrical Incidents

All falls from a height of gre ater than two
m e t re s

A ny incident wh i ch arose out of wo rking in
a confined space

All Industrial Diseases

L evel of i m p l e m e n t ation by FOD of i t s
selection criteria in re l ation to ‘wo rke r ’
i n j u r i e s. 

400 of 942 amputations to finge rs we re not
i nve s t i gated but a number of t h e s e
a m p u t ations may have been befo re the firs t
joint and there fo re did not re q u i re
i nve s t i gat i o n

12 out of the 55 amputations in this
c at ego ry we re not inve s t i gat e d

Cannot be assessed

363 of the 491 ‘concussions’ we re not
i nve s t i gat e d

Cannot be assessed

333 out of the 576 burns we re not
i nve s t i gated but a number of these may
h ave cove red less than 10% of the body and
t h e re fo re did not re q u i re inve s t i gat i o n

78 out of 99 loss of sight we re not
i nve s t i gated, but some of these might have
been temporary and there fo re did not
re q u i re inve s t i gat i o n

Cannot be assessed

72 out of the 163 asphy x i ations and
poisoning we re not inve s t i gated, but it is not
k n own how many of these invo l ve d
poisonings (rather than asphy x i ations) and
t h e re fo re did not re q u i re inve s t i gat i o n

337 out of 633 injuries resulting fro m
contact with moving ve h i cles we re not
i nve s t i gat e d

69 out of 178 injuries resulting from contact
with electricity we re not inve s t i gat e d

569 out of 1384 falls from this height we re
not inve s t i gat e d

Cannot be assessed

1327 out of 2396 industrial diseases we re
not inve s t i gat e d
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Quality of Investigations
It is important to note that this audit does not consider the quality or rigor of i nve s t i gat i o n s
t h at are undert a ken by the inspectors. It is interesting to note, howeve r, that betwe e n
1996/7 and 2000/01 the increase in the number of i nve s t i gation contacts (43.5%) is mu ch
gre ater than the increases in the number of actual incidents inve s t i gated. This wo u l d
i n d i c ate that each inve s t i gation in 2000/01 comprises more inve s t i gation contacts and is
t h e re fo re more rigo rous than those that took place in 1996/7. However our analysis does
not look at increases in the number of complaints inve s t i gated wh i ch may at least in part
explain this incre a s e.

It is also important to note that the HSE has re c e n t ly published new inve s t i gat i o n
p ro c e d u res that are intended to improve the quality of i nve s t i gations and have started a
n ew training pro gramme for inspectors (see Appendix 3).

Enforcement action

C h ap t e rs three and four looked at the extent to wh i ch inspectors use notices and
p rosecutions fo l l owing inspections and inve s t i gat i o n s. 

Notices and prosecutions serve diffe rent fu n c t i o n s. The primary purpose of notices (and
the provision of oral/written advice) is ‘preve n t at ive’ - that is, to ensure that ch a n ges are
made that will reduce the risk of d e ath, injury or disease in the fu t u re. The primary purp o s e
o f p rosecution, howeve r, is to ensure that an orga n i s ation or individual is held ‘to account’
for a criminal offence that has been committed – though, of c o u rs e, the thre at of a
p rosecution can, theore t i c a l ly, have an important deterrent impact upon other
o rga n i s ations and indiv i d u a l s. It is there fo re perfe c t ly re a s o n able for an inspection or
i nve s t i gation to result in the imposition of both a notice and a pro s e c u t i o n .

Notices

In order to impose an Improvement Notice the inspector must be of the view that there has
been a contravention of a provision of health and safety law. The notice will state that
p a rticular ch a n ges must be made within a particular time period. A prohibition notice can
be imposed when an inspector is of the view that there is or will be a risk of serious injury.
Te ch n i c a l ly, a Prohibition Notice does not re q u i re a bre a ch of health and safety law, though,
in practice, this will usually be the case. It is of c o u rse possible that an improvement and a
p rohibition notice can be imposed in re l ation to the same incident. 

H oweve r, the fact there has been a bre a ch of the law, or indeed a risk of serious injury,
does not mean that an inspector must impose a notice; an inspector has discretion to
s i m p ly provide oral or written adv i c e. 

C h apter three shows that in the five year period, the number of notices has increased by
42.4% from 3,721 to 6462. The number of p rohibition notices has also increased, but by
mu ch less – an increase of 16% from 3,605 to 4,315. It is not clear wh at this incre a s e
rep resents – whether an increased willingness by inspectors to impose notices rather than
s i m p ly provide oral/written advice or an increase in the number of i nve s t i gat i o n s. In its
evidence to the Select Committee, the HSE said in late 1999 that "we do not set targets fo r
issuing notices but we expect the upwa rd trend to continue" .

In the five ye a rs cove red by this audit, FOD inspectors have had no fo rmal guidance
about how to use this discretion. This is now changing with the publication of t h e
E n fo rcement Management Model.
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Prosecutions

The other response to a bre a ch of health and safety law is a prosecution. Companies,
o rga n i s ations and individuals can be prosecuted for failing to comply with safety duties
imposed upon them either by statutes (for ex a m p l e, Health and Safety at Wo rk Act 1974) or
by reg u l ations (for ex a m p l e, the Management of Health and Safety at Wo rk Reg u l at i o n s
1992). Most prosecutions concern bre a ches of section 2 or 3 of the 1974 Act wh i ch impose
general duties upon employe rs (in re l ation to the provision of t r a i n i n g, instru c t i o n ,
equipment and so on) to take "all re a s o n able and practicable care" in re l ation to the safe t y
o f their employees or others affected by their activ i t i e s.  

O ver the ye a rs, the HSE has been subject to criticism about its prosecution re c o rd in
re l ation to three main issues:
■ fa i l u res to prosecute a company, orga n i s ation and in particular individuals in

c i rcumstances wh e re prosecution ap p e a rs to be justified – part i c u l a rly in re l ation to a
d e ath or injury ;

■ failing to make ap p ro p r i ate attempts to ensure that a mag i s t r ate re fe rs a case to a crow n
c o u rt for sentencing;

It should be noted of c o u rse that in Scotland, it is the Pro c u r ator Fiscal (not the HSE) wh i ch
decides whether or not to pro s e c u t e. 

Prosecution Levels
In re l ation to the levels of p rosecution, the HSE has never asserted that its inspectors wo u l d
p rosecute wh e n ever an offence had been uncove red and when there is sufficient ev i d e n c e
to pro s e c u t e. In its view, the conduct in question or the circumstances surrounding the
conduct had to be serious enough to justify prosecution. There is some sense to this policy :
it could well be untenable if i n s p e c t o rs had to prosecute wh e n ever an offence wa s
identified and would mean, for ex a m p l e, that they would have to prosecute in most cases
wh e re an improvement notice was imposed . Howeve r, this obv i o u s ly does raise the
question of wh at conduct and wh at circumstances do, as far as the HSE is concerned, justify
p ro s e c u t i o n ?

In 1995, the Health and Safety Commission published an Enfo rcement Po l i cy Stat e m e n t
– wh i ch amongst other things, set out the circumstances when HSE inspectors should
"consider" prosecution (see box below). This statement applied during the whole five ye a r
period for wh i ch this audit is concerned. 

P rosecution Criteria from Enforcement Policy Statement (1995-2001)
18. Enfo rcing authorities must use discretion in deciding whether to initiate a
p rosecution. Other ap p ro a ches to enfo rcement can often promote health and safe t y
m o re effe c t ive ly, but wh e re the circumstances wa rrant it, prosecution without prior
wa rning and re c o u rse to altern at ive sanctions may be ap p ro p r i at e.

19. The Commission expects that enfo rcing authorities will consider prosecution wh e n
■ it is ap p ro p r i ate in the circumstances as a way to draw general attention to the need

for compliance with the law and the maintenance of s t a n d a rds re q u i red by law, wh e re
t h e re would be a normal ex p e c t ation that a prosecution would be taken or wh e t h e r,
t h rough the conviction of o ffe n d e rs, others may be deterred from similar fa i l u res to
c o m p ly with the law ;

■ or there is judged to have been potential for considerable harm arising from bre a ch ;
■ or the gr avity of the offe n c e, taken together with the general re c o rd and ap p ro a ch of

the offender wa rrants it, for example ap p a rent re ckless disrega rd for standard s,
rep e ated bre a ches persistent poor standard s.
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These ‘circumstances’ have been criticised for being unduly vague and difficult to ap p ly to
i n d ividual cases. It is easy to arg u e, for ex a m p l e, that in re l ation to almost eve ry bre a ch
either (i) "[prosecution] is ap p ro p r i ate in the circumstances  as a way to draw ge n e r a l
attention to the need for compliance with the law and maintenance of s t a n d a rds re q u i re d
by law", or (ii) that "there would be a normal ex p e c t ation that a prosecution would be
t a ken" or (iii) "through the conviction of o ffe n d e rs, others may be deterred from similar
fa i l u res to comply with the law". This paragr aph is also circ u l a r: it states that pro s e c u t i o n
should be considered "wh e re there would be a normal ex p e c t ation that a pro s e c u t i o n
would be taken", but does not state wh at fa c t o rs should exist for there to be a "norm a l
ex p e c t ation" of a pro s e c u t i o n .

The lack of d i rector allowed inspectors gre at latitude about when, and when not, to
p ro s e c u t e. It provided an opportunity for extraneous issues – like the level of av a i l ab l e
re s o u rces and inspector time - to dictate when prosecutions did and did not take place. 

C h apter Four shows that the levels of p rosecution after rep o rted incidents is low. Ove r
the whole three year period under consideration – 1996/7 to 1998/9 – prosecution took
place after only :
■ 231 of the 789 inve s t i gated wo rker deaths (29%); 
■ 797 of the 7982 inve s t i gated major injuries to wo rke rs (10%); 
■ 112 of the 2825 inve s t i gated dange rous occurrences (4%). 

The question is to wh at extent the reason for the low level of p rosecution is due to (a) there
being insufficient evidence to justify prosecution; or (b) due to the fact, that even though
t h e re is sufficient ev i d e n c e, the cases fall outside the "circumstances" set out in the
E n fo rcement Po l i cy Statement that justify prosecution; or (c) other extraneous fa c t o rs.

Can low levels of prosecution be justified?
Since it is FOD inspectors who undert a ke the inve s t i gations and ke ep the ev i d e n c e, it is
d i fficult to assess in how many cases of d e at h s, major injuries or dange rous occurre n c e s,
t h e re is sufficient evidence to pro s e c u t e. The lack of judicial rev i ews (yet alone successfu l
ones) concerning HSE fa i l u res to prosecute can not be taken as an indication of t h e
c o rrectness of HSE decisions since there is no tradition of c o m p e n s ation law ye rs considering
whether judicial rev i ews of p rosecution decisions are ap p ro p r i at e. 

H owever it is interesting to note that in the three ye a rs of p rosecution data analysed in
this audit the nu m b e rs of incidents that have resulted in prosecution has incre a s e d :
■ d e aths to wo rke rs: 23% to 34%
■ d e aths to members of the public: 5% to 9.3%
■ major injuries to wo rke rs: 8%  to 11%
■ major injuries to public: 2% to 6%
■ d a n ge rous occurrences: 3% to 4.2%

It is unlike ly that there has, within this period, been a sudden increase in the number of
incidents wh e re sufficient evidence exists; the rise is mu ch more like ly to be explained by
the fact that inspectors are now prosecuting in circumstances wh e re in the past they did
not. In effect that the reason for the low level of p rosecution (at least in 1996/7) was not due
to insufficient evidence but other non-evidential fa c t o rs. 

It also wo rt h while pointing out the diffe rences in prosecution rate subsequent to
i nve s t i gation into rep o rted incidents – deaths (33%), major injuries (11%) and dange ro u s
o c c u rrences (4%). Why should it be the case that the level of wo rker deaths resulting in
p rosecution is three times the number of p rosecutions fo l l owing major injury inve s t i gat i o n s
and almost eight times the number after inve s t i gations into dange rous occurrences? This
disparity could of c o u rse be explained if the ave r age levels of o rga n i s ational culpab i l i t y
d epended on the type of incident – whether it be a death, major injury or dange ro u s
o c c u rre n c e. However there is no reason why this should be the case. It would be mu ch more
l i ke ly to expect that the level of p rosecutions fo l l owing major injuries and dange ro u s



o c c u rrences to be similar to that fo l l owing deaths – that is close to 30% in 2000/01 - and the
fact that this is not the case must be an indication that fa c t o rs other than lack of ev i d e n c e
a re intru d i n g. 

Although there is ve ry little independent evidence to indicate wh at, on ave r age, should be
the ap p rox i m ate level of p rosecutions fo l l owing rep o rted incidents, the evidence that does
exist does supports the contention that at least, as far as deaths are concerned, the
p e rc e n t age should be higher than at present. HSE’s re s e a rch in the late 1980’s indicated that
70% of d e aths in agr i c u l t u re and construction we re the result of ‘ m a n agement fa i l u re’. This
does not necessarily mean that 70% of the deaths should result in prosecution since it is not
clear wh at the HSE meant by ‘management fa i l u re’. However it cert a i n ly does indicate that
a figure closer to 70% would be ap p ro p r i ate for prosecution. In addition,  re s e a rch by the
West Midlands Health and Safety Advice Centre also indicated that there was suff i c i e n t
evidence in 70% of West Midlands deaths (between 1988 and 1992) for a health and safe t y
p rosecution to have taken place.  

One must assume, there fo re, that either the incidents are not being adequat e ly inve s t i gat e d
or that FOD inspectors must have considered the cases to have fallen outside the criteria of
the Enfo rcement Po l i cy Statement, or there are other reasons for the low level of
p rosecution. In re l ation to the first argument, it is simply not possible for us to know how
a d e q u ate the inve s t i gations we re into these incidents. In re l ation to the second, it is diff i c u l t
to see how FOD could justify non-prosecution – assuming sufficient evidence existed -  in
re l ation to any case involving death or major injury, since the Statement says pro s e c u t i o n
should be considered when "there is judged to have been potential for considerable harm
arising from bre a ch." It is there fo re far more like ly that extraneous issues like financial
fa c t o rs have determined levels of p rosecution in the ye a rs under analy s i s.
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HSE’s Response on Prosecution Levels
In a letter to us, the HSE stated the fo l l ow i n g

" We prosecute about one third of cases fo l l owing a fat a l i t y. Decisions not to
p rosecute fo l l owing a fatality are now rev i ewed by our Heads of O p e r ations to
e n s u re inspectors are adhering to the Enfo rcement Po l i cy Statement. There are a
number of fa c t o rs that influence our prosecutions rat e s. … [A] few examples may
help illustrate the points:

Incident attributed to action of the deceased:
■ wo rker fell in the grain pit under the influence of a l c o h o l .
■ s e l f e m p l oyed window roofing contractors fell off u n s e c u red ladd e r.

Not in public interest
Fa rmer ran over own child on fa rm

Lack of Evidence
E l d e rly patient fell down stairs after moving wheel chair fo r wa rd. No witnesses.
U n able to identify any ev i d e n c e, wh i ch indicated that the carer has failed to
p rovide adequate supervision of h a d n’t applied brake s.

No Breach identified
M o t o r way wo rker stru ck by a priv ate car whilst wo rking in a coned off a rea on
m o t o r way carr i age. Driver prosecuted by police for road traffic offe n c e s. No HSE
case as no weakness with traffic management or other health and safety issues. "
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HSE’s New Prosecution Policies
In Ja nu a ry 2002, the HSC published a new Enfo rcement Po l i cy Statement. This includes a
mu ch cl e a rer set of criteria for when prosecution – assuming sufficient evidence exist -
should take place (see box below). It stat e s, for ex a m p l e, that wh e n ever there is suff i c i e n t
evidence to prosecute in re l ation to a death, a prosecution should take place. However the
S t atement does not have a similar position in re l ation to major injuries, industrial diseases
or dange rous occurre n c e s.

In addition to the new Enfo rcement Statement, London and South East Region are piloting
a new way of dealing with pro s e c u t i o n s. Curre n t ly, FOD inspectors (other than those in
London and South East) decide themselves whether or not to lay criminal ch a rges aga i n s t
an orga n i s ation or individual – without necessarily gaining any assistance from HSE law ye rs.
I n s p e c t o rs are also responsible for conducting the case in court – unless it is like ly to go to
the Crown Court. This practice has been criticised for three main re a s o n s :
■ since inspectors are responsible for the inve s t i gation they should not – for reasons of

public policy – be invo l ved in making decisions about pro s e c u t i o n ;
■ i n s p e c t o rs are not necessarily in the best position to ev a l u ate the evidence and

d e t e rmine whether or not a prosecution should take place;
■ it is ve ry time consuming for inspectors to be invo l ved in the whole process of

p rosecution – time that could otherwise be use for inspections and inve s t i gat i o n s. 

In 1999, the Select Committee looked into the invo l vement of l aw ye rs in the pro s e c u t i o n

Prosecution Criteria and the New Enforcement Policy Statement
Para. 39 sets out when, assuming there is sufficient ev i d e n c e, it would be ‘ex p e c t e d’ in
the public interest for prosecution to ‘norm a l ly’ take place. These are wh e re :

■ ‘ d e ath was a result of a bre a ch of the leg i s l at i o n ;
■ the gr avity of an alleged offe n c e, taken together with the seriousness of a ny actual or

potential harm, or the general re c o rd and ap p ro a ch of the offender wa rrants it;
■ t h e re has been re ckless disrega rd of health and safety re q u i rements; 
■ t h e re have been rep e ated bre a ches wh i ch give rise to significant risk, or persistent and

significant poor compliance;
■ wo rk has been carried out without or in serious non-compliance with an ap p ro p r i at e

licence or safety case;
■ a duty holder’s standard of m a n aging health and safety is found to be far below wh at

is re q u i red by health and safety law and to be giving rise to significant risk;
■ t h e re has been a fa i l u re to comply with an improvement or prohibition notice; or

t h e re has been a repetition of a bre a ch that was subject to a fo rmal cautions;
■ false info rm ation has been supplied wilfu l ly, or there has been an intent to deceive,

in re l ation to a matter wh i ch gives risk to significant risk;
■ i n s p e c t o rs have been intentionally obstructed in the law ful course of their duties. ’

The EPS also states at para 40 that, it would also be in the public interest to prosecute if
one or more of the fo l l owing circumstances ap p ly :
■ ‘it is ap p ro p r i ate in the circumstances as a way to draw general attention to the need

for compliance with the law and the maintenance of s t a n d a rds re q u i red by law, and
c o nvictions may deter others from similar fa i l u res to comply with the law ;

■ a bre a ch wh i ch gives rise to significant risk has continued despite re l evant wa rn i n g s
f rom employees or their rep re s e n t at ive s, or from others affected by a wo rk activ i t y. ’

H oweve r, prosecutions will not "norm a l ly" take place in the ab ove two circumstances; the
e n fo rcing authorities only have to "consider pro s e c u t i o n " .
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p rocess and concluded that it would not be "in the public interest to replace inspectors with
l aw ye rs to prosecute cases in the lower court s, primarily due to the significant re s o u rc e
i m p l i c ations" (see Appendix 4). Instead, they welcomed "HSE proposals to have fewe r, better
qualified specialist prosecuting inspectors in the lower court s." 

H owever the new Pilot "Prosecution Branch" goes fu rther than the HSE had initially
intended to do. In London and the South East, wh e n ever a Principal Inspector has ap p rove d
o f an inspector’s decision that a prosecution should take place, the case must be re fe rred to
the Prosecution Branch, comprised of l aw ye rs. These law ye rs will ch e ck the evidence and
a dvise the inspector if fu rther enquiries are necessary. The Branch will also, in most cases,
t a ke over the prosecution of the case.

This pilot project however does not go far enough. If HSE inspectors do not think a
p rosecution should take place, there is no independent ove rsight to ch e ck whether this is a
c o rrect decision. It is not clear why the Pilot has been limited in this manner.

Prosecutions against Directors and Managers
Another concern about HSE’s prosecution policy re l ates to the low number of p ro s e c u t i o n s
against a director or manage r. 

I n d ividuals can be prosecuted in three main way s
■ i f the individual is a sole trader or part of a part n e rs h i p, the person can be pro s e c u t e d

as the ‘employer’; 
■ i f the individual is a director or senior manager of a company , they can be pro s e c u t e d

i f it can be shown that an offence by the company was the result of t h at indiv i d u a l
p e rs o n’s neglect or was committed with their consent or connivance or was at t r i b u t ab l e
to their negl e c t .

Prosecutions and Prevention
P rosecutions are not just concerned about accountab i l i t y, as is shown by a re c e n t
re s e a rch rep o rt published by the HSE. This made the fo l l owing concl u s i o n :

"A number of studies shed light on issues surrounding how the HSE ach i eve s
m a x i mum impact. Although this was not dire c t ly part of our remit it seems
sensible to rep o rt the main findings, if o n ly in passing. In so doing we look at
issues re l ated to the role of reg u l ation and enfo rcement as a factor motiv at i n g
e m p l oye rs to take action on health and safe t y. The ev a l u ations of s p e c i f i c
l eg i s l ation ge n e r a l ly concluded that compliance with the law was the most
i m p o rtant reason that employe rs took actions to improve their health and safe t y
practices and pro c e d u res (eg Honey et al., 1996b, Lancaster et al. 2001). Hillage
et al. (1997) found that among SMEs the thre at of p rosecution can raise
awa reness and understanding of wo rkplace risks and can lead to the adoption of
better health and safety practices. The two most influential fa c t o rs identified by
Lancaster et al. in their ex a m i n ation of the fa c t o rs motiv ating health and safe t y
m a n agement we re the fear of loss of c redibility and the belief t h at it is morally
n e c e s s a ry and correct to comply with health and safety reg u l at i o n s. Ashby and
Diacon (1996) found that the most influential fa c t o rs motiv ating companies to
t a ke action to limit the risk of o c c u p ational harm we re compliance with
gove rnment health and safety reg u l ations and limiting possible legal liab i l i t i e s.
These we re found to be far more influential than business fa c t o rs such as
reducing wage costs or improving pro d u c t iv i t y. The evidence there fo re seems to
s u ggest that there are at least two re l ated fa c t o rs at wo rk here :
■ the fear of being taken to court and/or re c e iving claims for compensation if
found to be in bre a ch of the law ;
■ the acceptance that the law is an ex p ression of wh at should be done and
t h at there is a moral duty to meet it.”
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■ i f the individual is an employe e, that person can be prosecuted for failing to take
re a s o n able care in complying with a duty. This can include a shop floor wo rke r, a
m a n ager or indeed a director who is employed by the company.

Pa r agr aph 20 of the 1995 Enfo rcement Po l i cy Statement stated that :
" e n fo rcing authorities should identify and prosecute or recommend prosecution of
i n d iv i d u a l s, including company dire c t o rs and manage rs, if t h ey consider that a
c o nviction is wa rranted and can be secured." 

H oweve r, the audit shows how rare ly prosecutions under section 37 took place – only 34
p rosecutions in 3 ye a rs.

The new Enfo rcement Po l i cy Statement indicates that there might be a real ch a n ge in
the emphasis that FOD inspectors give to this issue. Pa r agr aph 41 states that

‘… enfo rcing authorities should identify and prosecute or recommend pro s e c u t i o n
o f i n d ividuals if t h ey consider that a prosecution is wa rranted. In part i c u l a r, they
should consider the management chain and the role played by individual dire c t o rs
and manage rs, and should take action against them wh e re the inspection or
i nve s t i gation reveals that the offence was committed with their consent or
c o n n ivance or to have been at t r i b u t able to neglect on their part and wh e re it wo u l d
be ap p ro p r i ate to do so in accordance with this policy. Wh e re ap p ro p r i at e,
e n fo rcing authorities should seek disqualification of d i re c t o rs under the Company
D i re c t o rs Disqualification Act 1986.’

We will have to wait and see whether this section results in more prosecutions under section
3 7 .

HSE’s New Enforcement Management Model
In May 2002 – a year after the end of this audit - the HSE launched its ‘Enfo rc e m e n t
M a n agement Model’ wh i ch is supposed to help guide inspectors in deciding wh at is the
ap p ro p r i ate enfo rcement action in individual cases and ensure that there is gre ater consistency
in the enfo rcement action that inspectors take (see appendix 5). 

The EMM takes inspectors though a series of risk tables and fl ow ch a rts wh i ch re q u i res the
inspector to input the fo l l owing info rm at i o n :
■ the seriousness of a ny risk identified – in terms of the nat u re of the harm that could be

re a s o n ab ly expected to occur (serious personal injury, significant injury, minor injury) and
the pro b ability of it happening (p ro b ab l e, possible, re m o t e, negl i g i b l e ) ;

■ the level of risk that the law allows and the gap between this and the actual level of r i s k
identified by the inspector; 

■ the reason for non-compliance with the law ;
■ whether harm has actually been caused by the non-compliance;
■ c u rrent levels of compliance over a range of health and safety issues;
■ attitude of the duty holder;
■ p revious enfo rcement action taken against the duty holder;

D ependent on wh at info rm ation is entered, the EMM will then suggest to the inspector that one
o f the fo l l owing enfo rcement actions is ap p ro p r i ate to the circ u m s t a n c e s :
■ g ive a verbal wa rn i n g ;
■ p rovide advice in a written fo rm; 
■ impose a notice;
■ p rosecute as well as imposing a notice;
FOD re q u i res its inspectors to use the EMM in re l ation to all decisions involving deat h s, major
i n j u r i e s, and prior to making any decision to prosecute (for example in re l ation to an inspection
or other injuries). Line manage rs will in addition be able to re q u i re their inspectors to use the
EMM in other circ u m s t a n c e s. 

It will be interesting to see how this new policy will impact upon enfo rcement decisions,
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Referral to the Crown Court
A fu rther issue concerning HSE’s prosecuting policy re l ates to the extent to wh i ch FOD
i n s p e c t o rs have attempted to persuade mag i s t r ates that they should re fer cases to the
C rown court.  

Our analysis in Chapter Five showed that whilst in re l ation to deaths of wo rke rs, there
has been an increase in the number of cases that we re sentenced in the Crown Court ove r
the three year period (f rom 40% to 60%), in re l ation to major injuries the level remained at
a low 20%.

It is difficult to know whether the increase in the number of wo rker deaths sentenced in
the Crown Court is due to FOD inspectors making increased submissions to the mag i s t r at e s,
or due to a ch a n ged attitude of the mag i s t r ates themselve s, or indeed a combinat i o n .
During the period under ex a m i n ation, HSE inspectors had not re c e ived any guidance as to
when they should recommend to the court that, fo l l owing a guilty plea, whether a case
should be sentenced in the Crown court. The new Enfo rcement Po l i cy Statement howeve r
s t ates the fo l l ow i n g :

"In case of s u fficient seriousness, and when given the opport u n i t y, the enfo rc i n g
authorities in England and Wales should consider indicating to the mag i s t r ates that
the offence is so serious that they may send it to be heard or sentence in the higher
c o u rt higher penalties can be imposed." 

It does not however state wh at is a case of " s u fficient seriousness".
It is like ly that even more cases will result in sentencing in the Crown court. In the 1999 case
o f R v Howe and Son (Engineer) Ltd, the Court of Appeal stat e d :

"In our judgment mag i s t r ates should always think care fu l ly befo re accep t i n g
jurisdiction in health and safety at wo rk cases, wh e re it is arg u able that the fine
m ay exceed the limit of their jurisdiction wh e re death or serious injury has re s u l t e d
f rom the offe n c e " .

In addition in September 2000 – subsequent to the period under ex a m i n ation -  the
M ag i s t r ates Association published sentencing guidelines for mag i s t r ates that stated that "it
is important to be care ful when accepting jurisdiction as to whether the cases ought
p ro p e rly to be heard in the Crown court. This is especially so when dealing with large
c o m p a n i e s. … Simple cases can, of c o u rs e, be dealt with."  

Sentencing
Our analysis on sentencing shows that whilst the level of fines after wo rker deaths and
d a n ge rous occurrences have doubled to an ave r age of £66,000 and £30,000 re s p e c t ive ly,
other fines have remained static or declined. So the ave r age level of fines after the death of
a member of the public remained static at around £30,000 and after a wo rker major injury
at £10,000. Our analysis does show that the level of fines does depend on whether cases are
re fe rred to the Crown court or not.

It is like ly that analysis of subsequent ye a rs could show even higher levels of f i n e s. This
is both because (a) more cases will be re fe rred to the Crown Court and (b) a recent Court of
Appeal decision wh i ch provides gre ater guidance to courts on sentencing levels (see box on
p age 72).
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Summary of the Howe case
A recent Court of Appeal case of H owe sets out the fa c t o rs that a sentencing court should
t a ke into account when considering the level of f i n e. 

■ h ow far short of the ap p ro p r i ate standard re q u i red by law ;
■ whether a death has taken place;
■ whether there was a deliberate bre a ch of l eg i s l ation with a view to pro f i t ;
■ the degree of risk and the extent of d a n ger cre ated by the offe n c e ;
■ whether the bre a ch was isolated or continued over a period of t i m e
■ the defendant's re s o u rces and the effect of the fine on the business

The ruling stated that particular aggr av ating fa c t o rs are :
■ fa i l u re to heed wa rn i n g s
■ d e l i b e r at e ly profiting from failing to take the necessary health and safety step s, or

s p e c i f i c a l ly running a risk to save money

and that particular mitigating fe at u res are :
■ p rompt admission of re s p o n s i b i l i t y ;
■ s t eps taken to remedy deficiencies after they are drawn to the defendants at t e n t i o n ;
■ a good safety re c o rd

In addition the Ju d ges made the fo l l owing comments:
■ " A ny fine should re flect not only the gr avity of the offence but also the means of t h e

o ffe n d e r. "
■ "The objective of p rosecutions for health and safety offences in the wo rkplace is to

a ch i eve a safe env i ronment for those who wo rk there and for other members of t h e
public who may be affected. A fine needs to be large enough to bring that message
home wh e re the defendant company is a company not only to those who manage it
but also to its share h o l d e rs. "

■ Although in general "we accept that [the fine should not be so large enough to imperil
the earnings of e m p l oyees or cre ate a risk of b a n k ru p t cy] there may be cases wh e re
the offences are so serious that the defendant ought not to be in business. "
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F O D ’s policy on the "Selection of Accidents for Inve s t i gation" 
o p e r at ive until April 2000

The fo l l owing accidents should always be inve s t i gated: 
■ fat a l i t i e s, irre s p e c t ive of c a u s e ;
■ those wh i ch are like ly to give rise to, or have already given rise to, serious public

c o n c e rn, e. g., wh e re there are multiple casualties and there has been considerab l e
publicity in the media;

■ ve ry serious injuries or multiple casualties, e. g. ex p l o s i o n s, cranes collap s i n g, major
e s c apes of v ap o u r; and

■ those cove red by special national and locally agreed initiat ive s.

Accidents that should ge n e r a l ly be inve s t i gated: 
■ exc ep t i o n a l ly serious injuries, irre s p e c t ive of cause; and
■ those wh i ch have given rise to a complaint.

Other accidents 
Principal Inspectors (PIs) have discretion to select other accidents for inve s t i gation such as
those wh i ch appear to indicate a serious bre a ch of the law, accidents to young persons or
ch i l d ren, or those wh i ch recur at a particular premises or in a particular industry.

In making a decision PIs should consider:
■ the severity or potential severity of the injury ;
■ the gr avity of a ny ap p a rent bre a ch of l eg i s l at i o n ;
■ the need for factual info rm ation to support an ap p ro a ch to management or wo rke rs in

re l ation to a particular firm or industry ;
■ the av a i l ability of Field Management Unit (FMU) inspectors and in particular the effe c t

o f the wo rk invo l ved on the preve n t ive inspection pro gramme; and 
■ a l l o c ating sufficient accidents for inve s t i gation by Band 4 trainee inspectors to sat i s f y

their training needs, and to qualified inspectors joining a new FMU who re q u i re training
on a particular industry sector.

H S E ’s New Incident Selection Pro c e d u re 

(A) Defined Circ u m s t a n c e s
1. All Fatalities as a result of an accident arising out of or in connection with wo rk activ i t i e s.

This specifically excludes suicides and deaths from natural causes. See OM 2000/124 fo r
c o n s i d e r ation of i nve s t i gation of wo rk - re l ated road traffic incidents

2. The Fo l l owing RIDDOR-defined major injuries to all pers o n s, including non-employe e s,
i rre s p e c t ive of cause: 
■ all amputations of digit(s) past the first joint
■ a m p u t ation of h a n d / a rm or fo o t / l eg
■ serious multiple fractures (more than one bone, not including wrist or ankl e ) ;
■ c rush injuries leading to internal organ damage eg ru p t u red spleen;
■ head injuries involving loss of consciousness; 
■ b u rns and scalds covering more than 10% of the surface area of the body;
■ p e rmanent blinding of one or both eye s ;
■ a ny degree of scalping; and
■ a s p hy x i at i o n s. 

Appendix 1:

Appendix 2:
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3. Incidents wh i ch result in a RIDDOR-defined major injury in the fo l l owing cat ego r i e s ;
■ wo rkplace transport incidents;
■ electrical incidents;
■ falls from a height of gre ater than 2 metres; and
■ a ny incident wh i ch arose out of wo rking in a confined space
see OM 2000/124 for consideration of i nve s t i gation of wo rk - re l ated road traffic incidents.

4. Occupational Diseases: All rep o rts of cases of o c c u p ational disease wh i ch meets the
criteria of rep o rt ability under RIDDOR, exc ept those arising from circumstances wh i ch
h ave already been inve s t i gat e d .

(B) Circumstances requiring judgement as to seriousness
1. Public Concern

All incidents like ly to give rise to serious public concern. This re flects the views of t h e
public at large not just those of an individual. Give particular consideration to
incidents involving ch i l d ren, vulnerable adults, and multiple casualties wh e re the
outcome of potential outcome of b re a ch is serious.

2. Breach of health and safety law
A ny incident wh e re there is like ly to have been a serious bre a ch of health and safe t y
l aw

Note: A serious bre a ch of the law is one wh e re, in accordance with the Enfo rc e m e n t
M a n agement Model, the national enfo rcement ex p e c t ation would determine a notice or a
p ro s e c u t i o n .

(C) Circumstances allowing discre t i o n a ry selection
■ A ny Incident wh i ch contributes through the FMU wo rkplace to an HSC/E priority

p ro gramme eg manual handling.
■ A ny incident wh i ch invo l ves new process or plant wh i ch could enhance HSE's know l e d ge
■ Training of Band 4s or B3s new to a Field Management Unit

E xc e rpt from FOD’s New Inve s t i gation Po l i cy

It is FOD policy that inve s t i gations will be conducted in accordance with the principles of
p ro p o rt i o n a l i t y, consistency, targe t i n g, transpare n cy and accountab i l i t y. In part i c u l a r,
i nve s t i gations will be:

■ C o n t i nued so far as they are pro p o rt i o n ate to the ach i evement of the objectives set fo r
them (see below ) ;

■ Conducted and/or supervised by staff with suitable and re l evant ex p e r i e n c e, training
and ex p e rt i s e ;

■ P rovided with adequate re s o u rces and support, including info rm ation, equipment and
s t a ff i n g ;

■ Conducted so that efficient and effe c t ive use is made of the re s o u rces committed to
t h e m ;

■ T i m e ly, so far as this is within the control of the inve s t i gating inspector(s);
■ Subject to suitable management pro c e d u res for monitoring the conduct and outcome of

i nve s t i gat i o n s ;
■ Conducted in accordance with FOD’s obligations under Service Fi rst; and
■ Conducted in confo rmity with the FOD Quality System pro c e d u re.

Appendix 3:



Safety Last? 75

The fo l l owing fa c t o rs will be re l evant in determining whether an inve s t i gation continues to
be pro p o rt i o n at e :
1 . Public ex p e c t ation, for ex a m p l e, wh e re there has been a fatality or fat a l i t i e s, serious ill

health, or an incident involving multiple serious injuries;
2 . The potential (taking account of re a s o n able fo re s e e ability) for a repetition of t h e

c i rcumstances to result in fatality or fat a l i t i e s, serious ill health, or serious injuries, either
in the activities of a specific dutyholder or within industry ge n e r a l ly ;

3 . The extent to wh i ch the av a i l able evidence allows conclusions as to causation to be
d r awn and supported with sufficient cert a i n t y, including conclusions as to re s p o n s i b i l i t y
for alleged bre a ches of re l evant leg i s l at i o n ;

4 . The value to HSE of the info rm ation to be gat h e red by the inve s t i gation, for ex a m p l e
wh e re new tech n o l o gy is invo l ve d ;

5 . The extent to wh i ch the re s o u rces needed for the inve s t i gation are dispro p o rt i o n ate to
the hazard(s) or risk(s);

6 . The extent to wh i ch the continu ation of a ny inve s t i gation conflicts with the deve l o p i n g
priorities within a FOD division; and;

7 . The prevalence of the event, either in the activities under the control of a specific
d u t y h o l d e r, or in an industry sector ge n e r a l ly.

Select Committee on HSE’s Prosecution Po l i cy

3 7 .C o n c e rns we re also voiced in re l ation to a number of aspects of the HSE's policy on
p rosecuting employe rs. These focussed on the low levels of companies prosecuted; [and]
the ap p ro a ch to the prosecution process ….

3 8 . We re c e ived evidence to show that prosecutions are brought in only 10 per cent of m a j o r
i n j u ry cases and 20 per cent of cases wh e re a death has occurred. In re l ation to fat a l i t i e s,
the Centre for Corp o r ate Accountability compared the number of companies pro s e c u t e d
(f ive manslaughter prosecutions) to the nu m b e rs killed at wo rk (25,000) since 1965 and
commented that this is "an infinitesimal fo l l ow - t h rough". The prosecution rate was also
criticised by the London Hazards Centre and Mr Dalton who described the HSE's re c o rd
in rega rd to prosecutions as "dismally inadequate". 

3 9 .H oweve r, increasing the number of companies prosecuted for health and safety offe n c e s
will not be easy. Bringing a prosecution is a time consuming activity and it is, accord i n g
to the HSE, "becoming incre a s i n gly difficult to win cases". Some witnesses questioned
whether in fact this rep resented an efficient use of re s o u rces or inspectors' time. Fo r
ex a m p l e, Mr Alesbury of the CBI said: "I am awa re that taking someone to court does
i nvo l ve them in a gre at deal of time and effo rt, and with their limited re s o u rces that will
detract from other activities to promote and improve health and safety". Instead, one
p roposal we re c e ived was that the HSE should consider using law ye rs, rather than HSE
i n s p e c t o rs, to prosecute cases in mag i s t r ates court s. We considered this proposition, but
do not believe that it would be in the public interest to replace inspectors with law ye rs
to prosecute cases in the lower court s, primarily due to the significant re s o u rc e
i m p l i c at i o n s. Instead, we welcome the HSE proposals to have fewe r, better qualified
specialist prosecuting inspectors in the lower court s. 

4 0 .H oweve r, in addition, we believe that there may be some merit in enhancing the lega l
s u p p o rt curre n t ly av a i l able to HSE inspectors when prosecuting cases. We there fo re
recommend that the HSE provide better access for inspectors to legal ex p e rt i s e, wh e t h e r
this be in-house or ex t e rnal, to assist in the prep a r ation of cases for mag i s t r ates court s.
This may increase the chances of a successful prosecution and should allow inspectors
to spend more time in the field.

Appendix 4:
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4 1 .Another aspect re l evant to this discussion, is the success rate in pro s e c u t i o n s. Clearly
t h e re is little point in urging the HSE to prosecute more companies if these pro s e c u t i o n s
fail. The Director General told us that the HSE prosecutes in cases wh e re they think there
is at least a 50 per cent chance of s u c c e s s. In 1998-99, it secured successful conv i c t i o n s
in 83 per cent of the cases it prosecuted. Overall we accept that this is a stro n g
p e r fo rmance and the Director General told us the HSE's re c o rd compared well with
success rates in criminal court s. Howeve r, the re c o rd for defended cases, ie wh e re the
d e fendant pleads not guilty, is mu ch poore r, with the HSE winning only 38 per cent of
s u ch cases. The Director General told us that this was because cases we re being defe n d e d
by "more competent law ye rs" due to an increased stigma at t a ched to health and safe t y
o ffe n c e s. However since the HSE only proceeds in strong cases, we feel this is a ve ry poor
r ate and expect to see an

Extract from ‘The Enfo rcement Management Model’

“The Enfo rcement Management Model (EMM) is a framewo rk wh i ch helps
i n s p e c t o rs made enfo rcement decision in line with the Health and Safe t y
C o m m i s s i o n’s (HSC) Enfo rcement Po l i cy Statement. The EPS sets out the principles
i n s p e c t o rs should ap p ly when determining wh at enfo rcement action to take in
response to bre a ches of health and safety leg i s l ation. Fundamental to this is the
principle that enfo rcement action should be pro p o rtional to the health and safe t y
r i s ks and the seriousness of the bre a ch. …

The EMM .. is not intended to fetter inspectors discretion when maki n g
e n fo rcement decisions, and it does not direct enfo rcement in any particular case. It
is intended to:

■ p romote enfo rcement consistency by confirming the parameters, and the
re l ationships between the many variab l e s, in the enfo rcement decision maki n g
p ro c e s s ;

■ p romote pro p o rtionality and targeting by confirming the risk based criteria aga i n s t
wh i ch decisions are made;

■ be a framewo rk for making enfo rcement decisions transparent, and for ensuring
t h at those who make decision are accountable for them and

■ help inexperienced inspectors assess their decision in complex cases, allow peer
rev i ew of e n fo rcement action, and be used to guide less experienced and trainee
inspector in making enfo rcement decisions. ”
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