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Abstract: This paper reports some results of a study on the accident investigation practices of 
the Danish Working Environment Authority (DWEA). One of the main findings is that the current 
authority response primarily is framed in a context of legal procedure and inspection agency 
enforcement work. A major objective of an accident investigation visit by a DWEA inspector is 
to identify specific violations of the Danish Working Environment Act and to establish sufficient 
factual basis for the appropriate judicial punitive responses (citations, orders and penalties). It 
is also an objective to develop and support the company's capacity to investigate and learn from 
own accidents. This second objective regarding learning can be difficult to achieve however. The 
general atmosphere at the visit may not support an open exchange of information and be 
conducive to learning, given the prospect that disclosure on the part of the company may 
perceived as potential self-incrimination.  
 
Keywords: Accident investigation, learning, apportion of blame, legalism. 
 
 
1. Introduction 
For decades, it has been stated priority of the Danish Working Environment Authority 
(Arbejdstilsynet), henceforth DWEA, to reduce the number of workplace accidents (AM, 1996). 
Many initiatives have been launched, e.g. (AT, 2008), often with elements of higher penalties for 
violations and better targeting of inspections, to give priority to difficult workplaces.  
Some accidents are scheduled for an accident investigation site visit by a DWEA inspector. 
Recently, a new accident investigation toolbox, was launched to support learning from accidents, 
to be used e.g. at such inspector site visits (BM, 2015). 
It makes obvious sense to learn from unwanted outcomes to avoid repetition, and to share the 
lessons learned in order to minimize the number of times the same lessons have to be re-learned 
(Hedlund & Andersen, 2006). It is true that several earlier Danish initiatives to support such 
learning from accidents exist. Some investigation methods were part of a major joint tripartite 
zero-accidents campaign with "30 good methods" (Jørgensen, 2001). Also, during 1999-2007, the 
DWEA ambitiously rolled out a tool for investigation of so-called simple accidents to 700-800 
teachers, who provide mandatory training to workplace safety representatives, and introduced it 
to "all workplace inspectors" (Jørgensen, 2010). The driving force behind these campaigns was a 
realization that accidents were "very rarely investigated" and that mandatory reporting was 
superficial and deficient (Jørgensen, 2010). The campaign's impact and later fate is unclear. 
Recent case evidence, though sporadic in nature, indicate that the current mechanism in Denmark 
for accident investigation, identification of causes and dissemination of lessons learnt after 
accidents continues to be troubled (Hedlund & Hilduberg, 2017; Hedlund & Madsen, 2018). In a 
particularly distressing case, a serious repeat accident took place at the same location at the same 
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company, the second time with fatal outcome, still without identification of underlying technical 
and organizational root causes and proper actions to prevent recurrence (Hedlund, Astad, & 
Nichols, 2014). The recent initiative to support learning from accidents therefore continues to 
have relevance. 
This paper reports some results of an on-going study on the current authority response and 
inspection practices of the DWEA, after a serious and non-trivial workplace accident. One of the 
objectives of the study is to explore reasons and generate hypothesis for why opportunities for 
gaining accident prevention knowledge may be missed. The paper reports some of the barriers 
identified, in particular those related to authority enforcement action and criminal prosecution. 
 
2. Theory 
The emphasis given to punishment and persuasion differs across nations. A contrast study 
between Sweden and the U.S. (Kelman, 1994) is, despite its age, illustrative. American workplace 
inspectors had little faith in the automatic acceptance of the law and there was widespread mistrust 
of employer intentions. In contrast, Swedish inspectors were more sanguine, though not naïve. 
When it was concluded that previous enforcement methods were not working well enough, 
enforcement in the U.S. was made more punitive. In contrast, the role of the safety steward was 
revitalized in Sweden. U.S. inspectors generally believed enforcement should be tough, while 
Swedish inspectors generally believed it was better to persuade (Kelman, 1994).  
To most outsiders, there is little difference between Denmark and Sweden. Both countries adhere 
to a corporatist and consensus seeking governance model, particularly so for the labour market. 
In Denmark, strengthening of the local safety committee at the workplace is a major strategy, and 
workplace inspectors have historically given some advice, pursued persuasion, and occasionally 
resorted to arm twisting. The last decade however, appears to have given way to a more arms-
length regulatory approach with a stronger focus on punishment, although the issue has not been 
examined systematically in the Danish literature.  
Punishment and persuasion is no new discussion. In 1985, Braithwaite examined whether 
punishment works as a regulatory strategy, whether persuasion works and whether punishment 
and persuasion are incompatible strategies – indeed if persuasion is morally acceptable at all; for 
can it be right for the law to be negotiable? (Braithwaite, 1985). 
More recent work has examined the side-effects of a punitive approach – in particular the damage 
it can do to learning. Punishment is said not only to undermine the incident analysis component 
of safety programs; punishment literally clashes with behavioural research findings, that co-
operative, non-retributive organizational cultures are more likely to encourage employee 
reporting and create self-improving programmes (Baram, 1997). 
Other authors argue similarly: Organizations can either learn from an accident or punish the 
individuals involved in it, but hardly do both at the same time (Dekker, 2005). 
 
3. Material and methods 
The work presented in this paper is based on two primary data acquisition activities. The first was 
documentary analysis of internal DWEA quality procedures, guidelines and other supporting 
material assisting workplace inspectors in carrying out a proper accident investigation visit. 
The second activity was passive participant observation during an announced accident 
investigation visit by an DWEA inspector at company premises. A short unstructured interview 
with the inspector took place at a debriefing meeting immediately following the visit in order for 
the researcher to align his understanding of the events of the meeting with that of the inspector. 
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Companies have a duty to notify the DWEA of workplace accidents resulting in one or more 
workdays lost. DWEA software screens incoming notifications and assigns priority based on 
certain criteria of which the number of workdays lost ranks high as an important criterion. A 
committee of experienced DWEA workplace inspectors reviews the notifications and selects 
those for which an inspector should carry out an accident investigation site visit. 
Selection of visits, five in total, for this project was based on a high score for severity (number of 
workdays lost) as a proxy for seriousness, and committee consensus, if the accident would qualify 
as serious and non-trivial. The DWEA is obliged to protect the privacy and confidentiality of the 
workplaces. Therefore, consent had to be sought from the workplace that the researcher could 
join the accident investigation visit and the companies and the individuals involved must remain 
anonymous.  
 
4. Results of documentary analysis 
 
4.1 Purpose of DWEA accident investigation visit, as espoused in written procedures 
The DWEA's quality procedure DT-3 titled: "Undersøgelse af kvoterede arbejdsulykker" 
(Investigation of workplace accidents), states that the purpose of an accident investigation is two-
fold: 1) To ensure that repetition has been effectively prevented. 2) To instruct and support the 
company in using the DWEA's Accident Investigation Tool with the objective to facilitate 
learning and enable the company to take precautionary measure to prevent that future accidents 
take place. 
The DT-3 quality procedure furthermore states, that the investigation shall also provide the 
necessary factual basis permitting the DWEA to ascertain if a violation of the Danish Working 
Environment Act (henceforth: The Act) has taken place to enable the Authority to take proper 
administrative enforcement action. 
As stated in DT-3, the ranking of inspector priorities are; a) to rectify deficient workplace 
conditions and prevent recurrence; b) to support and enhance the company's general ability to 
identify unsafe acts and dangerous occurrences, analyse causes and contributing factors and take 
corrective preventive action at the local level; and c) to fulfil the Authority's obligation to take 
administrative enforcement action if negligence or violations caused or contributed to the 
accident. 
 
4.2 The concept of a Grov Overtrædelse (GO) 
In case of so-called Serious Accidents, the case must be referred to DWEA's legal department for 
an assessment of whether criminal prosecution shall be sought.  
The quality procedure DT-3 defines a Serious Accident as one where 1) a violation of "clear and 
well-known rules and regulations" has taken place and danger was evident or imminent, and/or; 
2) the consequences of the accident are serious, for example death, expected permanent disability 
or many workdays lost. 
If the accident is serious, the inspector is obliged to file a standard GO form G-204 "Tjekskema 
ved grov overtrædelse" (Check list for [grov] violation). The Danish term grov can have several 
meanings, such as serious, aggravated, gross or – in a judicial context – wilful. A translation of 
Grov Overtrædelse, henceforth GO, can either be serious violation or even be a wilful violation. 
Selected items of the form G-204 are: 

- Q4: Was an employer representative present at the time of the accident? If affirmative, 
state the specific location. 
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- Q5: How was the work task planned and executed? (were safety measures adequate, were 
the technical aids suitable? etc)  

- Q9: Was equipment in good working order? 
- Q10: Were safety functions / control measures disabled at the time of the accident? 
- Q11: Had the employee been instructed how to carry out the work in a safe manner? 
- Q17: Did managerial supervision of the workplace take place? 

It is important to note the somewhat cloaked link between a Serious Accident and a GO form 
titled "serious (wilful) violation". Accidents are generally understood to be a product of error and 
chance circumstances. A violation is a much more sinister concept involving negligence, 
intentional disregard of rules and wrongdoing, certainly when associated with the term grov.  
It is also important to note that length of absence from work itself is a sufficient criterion for the 
accident to be classified as serious, and hence as a GO. Based on talks with inspectors, three 
weeks or more of absence from work will cause the accident to be classified as serious, and a GO.  
Whenever a GO form G-204 has been filed, the inspector is obliged to inform the company in 
writing that the accident according to customary practice will be referred to the DWEA's legal 
department for a judicial assessment, in order to determine if the DWEA should react with 
administrative enforcement action (notice, order, economic penalty, etc.) or whether the case 
potentially should be referred to the police for criminal prosecution. 
 
4.3 The concept of Clear and Well-Known Rules and Regulations 
The interpretation of a violation of "clear and well-known rules and regulations" is important as 
this concept is part of the definition of what constitutes a serious accident, and a GO. An internal 
DWEA guideline for the legal department (AT, 2016) defines the concept as rules, regulations or 
practices that are well-known, or should be well-known, within the trade. Examples are: 

- working at height without proper control measures such as guardrails, safety harness etc. 
- machine guards disabled or removed 
- working in a trench without protection against cave-in of trench walls 

It is understood that safety practices described in guidelines and good practice documents 
published by the DWEA or its partner organization in the trades, on e.g. scaffolding, powered lift 
platforms, crane safety etc., also qualify as well-known. 
 
4.4 Accident investigation guidance material 
The DWEA has developed an accident investigation method/tool, the "Guide to learn from 
accidents", available also in English (AT, 2015b). A set of Guidelines (AT, 2015c) explain how 
to use the tool. The first section of the tool helps provide a basic reconstruction of the accident. 
This is followed by a section with 57 questions organized under 15 themes. The final section 
includes open-ended entries for suggestions on how recurrence can be prevented.  
The guidelines state that the inspector can either use the tool actively at an accident investigation 
visit using a so-called dialogue board (AT, 2015a) for all of the participants of the investigation 
to see, or simply use the tool as a checklist at the end of the visit to ensure that no issues have 
been overlooked. The questions shall help identify, in a systematic and structured manner, the 
factors that played part in the accident and the at times complicated interactions between physical 
problems, personal carelessness and oversights in planning.  
At face value, it is a tool for basic fact-finding. The questions, however, also exhibit an 
unmistakeable attention to fault on the part of the employer's general duty in The Act to provide 
a safe and sound workplace.  
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For instance, theme 1, "Organisation of the work site", lists these four questions (emphasis 
added):  

- Did the site lack space or lighting?  
- Did the employee or others have an inadequate view across the work site?  
- Was there inadequate buttressing, shielding or fencing?  
- Were there inadequate warning alarms or escape routes? 

Similarly, theme 8, "Technical equipment or machinery" offers these questions (emphasis added):  
- Was the technical equipment/machinery unsuitable for the job?  
- Was the technical equipment/machinery inappropriately designed?  
- Was the accident caused by an error in machine controls or programming?  
- Was the accident caused by wrongful maintenance of the technical 

equipment/machinery? 
An affirmative answer to seven out of those eight questions would imply a violation of the 
stipulations of The Act supporting some sort of DWEA administrative enforcement action. In 
conclusion, the guide assigns as much attention to fault-findings as it does to fact-finding. 
 
5. Result of participant observation activity 
 
5.1 The inspector's standard opening announcement 
The inspector initiates an accident investigation visit with a standard announcement that 1) an 
accident has taken place, 2) the outcome was serious, and 3) the inspector has come to the site to, 
amongst others, determine if there has been a violation of The Act. The inspector duly informs 
that, depending on the outcome of this meeting, administrative enforcement action, such as an 
order or an economic penalty, may result. The inspector is keen to emphasize however, that this 
decision is not to be taken by him, but by the legal staff at the DWEA head office.  
The inspector then states that the purpose of the meeting is to understand why and how the 
accident happened, to collect information on the events that took place before and during the 
accidental event and identify the factors that played part in the accident in order to prevent 
recurrence.  
 
5.2 An elephant in the room 
Workplace accidents are rare and most workplaces are unfamiliar with the presence of a DWEA 
inspector in general, and an accident investigation visit in particular. This is particularly true for 
the injured person and his immediate superior (the employer representative). While they in the 
beginning of the meeting may appear unreserved and candid, they become more reluctant, 
reserved and guarded as the meeting progresses and they sense that potential sanctions are in wait. 
Some workplaces with a dedicated OHS manager appear guarded from the beginning.  
There is a palpable uncertainty about the intentions of the inspector and the potential sanctions 
that may result. But it is unspoken – there is an elephant in the room.  
 
5.3 Case example: Cook scalded while moving hot soup 
A company had contracted with a catering services company to operate their canteen. Two 
professional cooks were assigned to the kitchen. In preparation for making veal stock, a cook was 
moving a container with hot soup. While setting it aside in a hurry, he lost grip of the container. 
Hot soup spilled over his foot, resulting in localized 3rd degree burns. Workdays lost exceeded 
three weeks and the site was scheduled for an accident investigation visit. The manager of 
operations and the OHS manager of the catering company attended, as did the injured cook.  



50th Nordic Ergonomics and Human Factors Society Conference 2019 

 108 

It is not unreasonable to assume that it was important for the catering company not to be served 
an enforcement notice or order, which could tarnish their OHS performance record. They were 
guarded in attitude and measured in their responses.  
The incident was a GO due to the number of workdays lost and the inspector was obliged to 
determine if a violation of clear and well-known rules had taken place. This was not easy, as the 
inspector had limited domain knowledge of canteen kitchen routines and no specific rules 
apparently exist for moving hot soup. The inspector then focussed on the employer 's general duty 
in The Act to instruct and supervise the work (Q11 and Q17 of the GO form).  
This resulted in lengthy talks about how to interpret regulations, how to carry out managerial 
oversight of professional cooks (who work unsupervised), and if it was necessary to have a written 
procedure for how to move hot soup safely in order to demonstrate, upon request, that instructions 
have been given.  During the meeting, the inspector silently followed the outline of the accident 
investigation tool and duly presented it at meeting's end.  
The researcher's subjective impression was that the meeting had a reserved undertone, a 
reluctance to provide a rich description of events, perhaps elements of alienation, in essence an 
atmosphere not conducive to learning, and that the catering company saw limited or no value 
added of the meeting.  Post-meeting information indicates that, eventually, the catering company 
agreed to produce a written procedure for moving hot liquids.  
 
5.4 Case example: Bricklayer injured shoulder when climbing scaffold 
The accident happened at a general construction company with 50-100 employees. A 50-60 years 
old bricklayer with musculoskeletal problems and no longer able to keep up with the work pace 
of younger bricklayers assisted the company owner with planning and coordination of tasks, e.g. 
inspecting workplaces to make sure scaffolding etc. was ready before work teams were sent to 
the site. When climbing a ladder to a scaffolding level about 1 m above ground, he reached for a 
cross beam, lost balance and tore a biceps tendon at the shoulder. Workdays lost exceeded three 
weeks and the site was scheduled for an accident investigation visit. The owner of the company 
and the injured bricklayer were present at the accident investigation visit. 
The incident had taken place some time ago and the company was unprepared, as they thought 
the inspector had arrived because the bricklayer had been involved in another more recent work-
related injury, leading to lower back pain, when reaching out for a small box of plastic spacers 
for concrete slab rebar in the cargo bay of a van.  
The incident was a GO due to the number of workdays lost and the inspector was obliged to 
determine if a violation of clear and well-known rules had taken place. For scaffolding, many 
specific rules exist. The inspector quietly and systematically questioned the company in an 
attempt to reconstruct the conditions at the workplace prior to the accident. What type of 
scaffolding?, who erected it?, was the ground level?, etc. Eventually, he addressed the ladder 
leading up to the first level, about 1 m above ground. Was the ladder secured at the top? – Yes. 
At the foot? – Yes. How far did the ladder extend above the floor of the first level? It was difficult 
to remember, perhaps half a meter or so. The inspector then pointed out, that according to rules 
and regulations, the ladder should extend one meter above the floor.  
This resulted in an outburst of anger, as the bricklayer felt he had been led into a trap. The 
company owner coolly asked the bricklayer to calm down, as he, not the bricklayer, would be 
served the penalty. The inspector was very skilled and managed to defuse the conflict, to provide 
guidance on the interpretation of rules, the rationale for the rules, and even on the importance of 
safety culture, without using the culture-word. At the end of the meeting, the inspector presented 
the tool for learning.  
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The researcher's subjective impression was that the meeting at times had been adversarial with 
episodes of manifest mistrust, not conducive to learning.  
Post-meeting information indicates that when the inspector subsequently discussed the ladder 
issue with DWEA's legal staff at headquarters, the case was quickly rested. All distances had been 
given as per memory, and the ladder might well have extended 1 m.  
 
6. Discussion 
 
6.1 Purpose of accident investigation visit, in practice 
The purpose of a DWEA accident investigation visit, as espoused in written procedures, is to 1) 
prevent recurrence and 2) to instruct and support the company in using the DWEA's accident 
investigation tool to facilitate learning and last, 3) determine the appropriate authority 
enforcement response.  
Participant observation indicates however, that in practice, the foremost priority of the inspector 
is to gather factual information that could support to punitive administrative enforcement actions.  
 
6.2 Side-effects of legal prosecution, particularly for learning 
It is generally recognized that a judicial punitive approach to accidents has substantial side-effects 
– in particular the damage is does to learning (Baram, 1997). Dekker (Dekker, 2005) argues that 
organizations can either learn from an accident or punish the individuals involved in it, but hardly 
do both at the same time. He advances several arguments in support of this proposition: 

- Punishment emphasizes that failures are deviant. In contrast, learning means that failures 
are seen as normal, as resulting from the inherent pursuit of success in resource-
constrained, uncertain environments. 

- Punishment, rather than helping people better manage conditions that contribute to error, 
actually conditions people not to get caught when errors do occur. 

- And perhaps most important for this paper: Punishment is about the search for closure, 
about moving beyond and away from the adverse event. Learning is about continuous 
improvement, about integrating the event in what the system knows about itself. 

In addition, a judicial punitive approach is bad for safety because the legal system suffers from 
knowledge shortcomings. Being held accountable by somebody who has a limited and superficial 
understanding of what it means to be a professional in a particular setting (a construction site, a 
kitchen, a ward, a lumber yard), the punishment meted out will be seen as unfair, coarse and 
uninformed. Indeed, as unjust. Research shows that this results in less disclosure and a 
polarization of positions, rather than openness and willingness to learn (Dekker, 2007). 
 
6.3 Accident investigation bodies of other domains 
It is relevant to examine international standards and recommended practices for accident 
investigation boards. Within civilian aviation, for example, the relevant international convention 
states that: "The sole objective of the investigation of an accident or incident shall be the 
prevention of accidents and incidents. It is not the purpose of this activity to apportion blame or 
liability" (ICAO, 2001) (emphasis added).  
Similar mandates can be found in the statutes for the Danish Maritime Accident Investigation 
Board and the Danish Accident Investigation Board for railways and aviation. 
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6.4 The inspector's opening announcement 
The inspector is obliged to open the meeting with a standard announcement, that he has come to 
the site to, amongst others, determine if there has been a violation of The Act. The inspector also 
informs that, depending on the outcome of this meeting, administrative enforcement action, such 
as an order or a penalty, may result. There is full transparency that the inspector has come to 
apportion blame. 
Why is the inspector obliged, as a matter of routine, to notify a company of potential future 
punishment, even before there is any evidence of negligence or safety violations? An internal 
DWEA guideline for the legal staff (AT, 2016) provides an explanation: If the DWEA has omitted 
giving notice of potential future prosecution, or if other delay, inactivity or communication on the 
part of the DWEA has given the company fair reason to assume that no further action will take 
place, the DWEA risks having forfeited the possibility to refer the case for criminal prosecution. 
Strictly from a judicial standpoint, the opening statement makes good sense. From a learning 
point of view, the approach is counterproductive  
 
7. Conclusion 
Occupational accidents that meet certain severity criteria such as permanent disability and length 
of absence from work are selected for an accident investigation visit by a DWEA inspector. The 
response is largely framed in a context of legal procedure and administrative agency enforcement 
work. To develop and support the capability of workplaces to investigate own accidents, 
inspectors have recently begun to bring with them an accident investigation tool.  
Despite the good intentions of this focus on learning from accidents, this study concludes that 
there are major challenges associated with attempts to combine learning with an activity that 
apportions blame and assigns sanctions (punishment) such as citations, orders and economic 
penalties.  
There is also evidence to suggest that the learning tool is as much concerned with fault-finding as 
it is with fact-finding. The general atmosphere at the visit may not support an open exchange of 
information and hence not be conducive to learning, given the prospect that full disclosure on the 
part of the company may perceived as not serving own interests, potentially even as self-
incrimination.  
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PREFACE 
 
This is the proceedings of the 50th Nordic Ergonomics and Human Factors Society 
conference. The conference was held in Elsinore, Denmark, 25-28 August 2019. 
 
The papers are organised according to the sessions at the conference.  
 
Each paper has been peer-reviewed before acceptance for the conference. A warm 
thank you to the members of the Scientific Committee and the Scientific Advisory 
Board for doing a great job in reviewing papers. 
 
We hope the collection of papers are contributing to exploring the overall conference 
theme “Future Work: Digitalisation and Innovation” from different perspectives.  
 
The conference was endorsed by the International Ergonomics Society (IEA). 
 
 
 
 
Ole Broberg and Rikke Seim 
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