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PROPOSALS TO REVISE AND AMEND THE REPORTING OF INJURIES, 
DISEASES AND DANGEROUS OCCURRENCES REGULATIONS 
(NORTHERN IRELAND) 1997 (RIDDOR) 

 
INTRODUCTION 

 
1. This Consultative Document (CD) seeks views on proposals by the Health 

and Safety Executive for Northern Ireland (HSENI) to revise Northern 
Ireland’s occupational accident and disease reporting requirements under the 
Reporting of Injuries, Diseases and Dangerous Occurrences Regulations 
(Northern Ireland) 1997 (S.R. 1997 No. 455) (RIDDOR 1997). 
 

2. Proposed draft Regulations, which contain all of the changes outlined in this 
CD and which may need to be amended depending on the outcome of the 
consultation, entitled the Reporting of Injuries, Diseases and Dangerous 
Occurrences Regulations (Northern Ireland) 2014, can be found at Annex A. 
 

3. HSENI is consulting stakeholders as required under Article 46 of the Health 
and Safety at Work (Northern Ireland) Order 1978 and primarily aims to 
simplify the RIDDOR reporting requirements for occupational accidents, 
dangerous occurrences and diseases. In addition the proposed changes seek 
to ensure the continued availability of information required for effective 
regulation whilst removing reporting requirements for data which is rarely 
used, or could be otherwise obtained. The Regulations also serve to 
implement a number of EU Directive requirements. 

 
4. As agreed previously, the CD also seeks further views on an earlier proposal 

to extend the period for reporting injuries that lead to a worker being 
incapacitated for work from over three days to over seven days. A previous 
consultation (click here) on this extension was carried out in 2011. However, 
taking into account some of the comments received in response to the 
consultation, the Northern Ireland Assembly’s Enterprise, Trade and 
Investment Committee expressed concern about the implications of this 
change for employee protection. The Minister for Enterprise, Trade and 
Investment therefore decided not to change the reporting period for the time 
being to allow further consideration of the proposal by interested parties with a 
view to obtaining a balanced consensus. This consultation is part of that 
process and HSENI is anxious to secure a balanced range of views on this 
issue. 
 

5. It should be noted that all the other proposals in this CD mirror provisions in 
the Great Britain (GB) Reporting of Injuries, Diseases and Dangerous 
Occurrences Regulations 2013 (S.I. 2013/1471), which were made on 12 
June 2013 and came into force on 1 October 2013. Implementing these 
proposals will keep Northern Ireland RIDDOR legislation in line with that of 
GB. 
 

6. Comments on whether the latest proposals will provide clarity for businesses 
on how to comply with reporting requirements in Northern Ireland are 
welcomed. In addition, any comments on the benefits or disadvantages of the 

http://www.hseni.gov.uk/news/consultations.htm?id=10725&proposals-to-amend-the-reporting-of-injuries-diseases-and-dangerous-occurrences-regulations-northern-ireland-1997-riddor�
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extension of the reporting period from over 3 to over 7 days would be 
particularly helpful. 

 
BACKGROUND 

 

 
Purposes of Reporting and Recording Arrangements 

7. Regulatory bodies require reports regarding incidents and ill-health for three 
primary purposes: 

 
• to provide timely information on matters which may require an urgent 

regulatory response, such as the investigation of serious incidents 
(Investigation

 
); 

• to gather information which can subsequently inform the planning and 
targeting of regulatory interventions (Intelligence

 
); and 

• to secure statistical information regarding injuries, ill health and incidents 
which help to identify and track trends and progress, target activities, 
inform guidance on prevention, and fulfil legal obligations to supply 
national data (Statistics

 
). 

8. Based on extensive engagement with stakeholders, the recording and, where 
appropriate, reporting of relevant information can also assist businesses with 
the effective management of their health and safety risks by: 

 
• providing quantitative data on the nature and causes of incidents and ill 

health within an organisation; and 
 

• raising the profile of certain serious issues as matters which must be 
reported to the regulator, thereby acting as a behavioural driver for 
improvement and vigilance. 

 
9. Northern Ireland is subject to a number of international requirements, in 

particular various European Union Directives, which require the reporting of 
specific types of incident. The current RIDDOR Regulations form part of the 
national framework for compliance with these requirements. 

 
10. The proposed revision of RIDDOR is intended to ensure that these purposes 

continue to be achieved, whilst removing reporting requirements where the 
information is not put to significant practical use by regulators, and/or can be 
better obtained from other sources. 

 

 
Summary of Current Northern Ireland Incident Reporting Arrangements 

11. The Reporting of Injuries, Diseases and Dangerous Occurrences Regulations 
(Northern Ireland) 1986 were introduced to replace various statutes covering 
specific workplaces and activities. These Regulations were replaced by 
RIDDOR 1997 which came into operation on 1 April 1998. 
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12. RIDDOR 1997 consolidated and simplified the reporting of occupational 

diseases and dangerous occurrences, and removed barriers to paperless 
reporting. 

 
13. The essential requirements of RIDDOR 1997 include: 
 

• the prompt reporting of all fatal accidents, and those which result in “major 
injuries” as defined; 

 
• the reporting of certain diseases when diagnosed by a doctor and 

associated with work being undertaken by the sufferer; 
 
• the reporting of any accidents resulting in incapacitation of a worker for a 

specified period (over 3 days); and 
 

• the reporting of various other incidents in specific industry sectors, such as 
offshore hydrocarbon releases and dangerous gas fitting. 

 
14. The current RIDDOR Regulations and associated guidance can be found at 

http://www.hseni.gov.uk/riddor_guidance_on_regulations_hsa_31.pdf. In 
proposing revised and amended Regulations, HSENI are seeking to address 
a number of issues and concerns which have arisen over time in respect of 
the RIDDOR requirements. As part of this consultation, HSENI would 
welcome comment on businesses’ experience of complying with the existing 
legal requirements, particularly in relation to the issues identified below. 

 

 
Effectiveness of Current System and Rationale for Change 

(A) 2005 Fundamental Review of RIDDOR by the GB Health and Safety 
Executive 

 
15. In 2005, the Health and Safety Executive of Great Britain (HSE) conducted a 

fundamental review of RIDDOR, undertaking a public consultation involving 
the publication of a Discussion Document (DD) and further work involving 
representatives of small and medium-sized enterprises (SMEs). 

 
16. The responses to the DD and discussion exercise with SMEs showed overall 

agreement that RIDDOR had serious flaws, and that change was needed to 
address these, especially the simplification of the requirements. The review 
highlighted a number of key issues, including: 
 
• the use of reports and data to drive investigation and enforcement; 
 
• clarity about the needs for, and uses of, reports and other potential 

sources of information to underpin any change; 
 

• the contribution of RIDDOR and other data sources to meet national and 
international obligations on gathering and providing statistics must be 

http://www.hseni.gov.uk/riddor_guidance_on_regulations_hsa_31.pdf�


7 
 

clearly identified and understood. The consultation showed that not all 
stakeholders appreciated the wide range of data sources available; 

 
• the actual value of RIDDOR as a driver of behaviour with regard to health 

and safety management in larger organisations. In addition, the relevance 
of RIDDOR data with its drawbacks was questioned, for example, some 
occupational health issues are excluded; and 

 
• the widespread lack of awareness and under-reporting in small firms. 
 

17. In addition, two other broader areas were identified: 
 

• misunderstandings and inconsistencies about definitions within RIDDOR, 
even amongst larger organisations with access to professional advice; and 
 

• communication with HSE was predominately enforcement-related, which 
colours duty holders’ attitude to reporting. 

 
18. The then Health and Safety Commission (HSC) decided that, whilst 

fundamental changes were merited, there must be confidence that other 
information and data sources were available before any radical revamp was 
begun. Moreover, the reporting and recording requirements of RIDDOR 
should be communicated clearly to duty holders. One particular factor 
recognised was that SMEs’ compliance with the law was not facilitated by 
their belief that their reports led to an increased enforcement response, which 
those who did not report avoided. This was seen as a particular issue in the 
local authority-enforced sector, where SMEs believed there was an 
overreaction by regulators to minor injuries. 

 
19. HSC considered these findings in July 2006. It concluded that, having 

thoroughly examined needs for information, stakeholder views and potential 
change options, there was no clear appetite for radical change at that time 
and that, despite RIDDOR’s flaws, the cost and risks of change outweighed 
the benefits. 

 
20. However, HSC did direct HSE to make improvements to streamline and 

simplify the reporting process and its communication, particularly from the 
SME perspective. 
 

21. Given that the GB and NI RIDDOR Regulations at the time of the review were 
similar, there is no reason to suspect that the position in Northern Ireland will 
be any different. 

 
(B) Compliance and Quality of Information Received 

 
22. Compliance with the current RIDDOR requirements is known to be low. 

Stakeholder engagement suggests that this is attributable to: 
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• the complexity of the requirements, that results in inconsistencies both 
between regulators and duty holders, and between different duty holders 
(and even between departments within large organisations); 
 

• perceived fears of over-zealous enforcement action; and 
 
• confusion over whether reports through other systems satisfy the 

requirement to report under RIDDOR (e.g. systems in place for the 
protection of vulnerable children). 

 
23. Partly as a consequence of poor compliance with reporting requirements, the 

quality and reliability of certain information received via RIDDOR is poor in 
comparison with other data sources. In particular, the information from 
reported incidents of occupational disease is: 
 
• frequently received too late to act as a reliable trigger for an investigation, 

e.g. because many incidents develop some considerable time after the 
activity giving rise to the illness has ceased; 
 

• so incomplete that it is not regarded as an appropriate data set for 
statistical analysis and a variety of other sources are used. These include 
the Northern Ireland Labour Force Survey, the General Register Office for 
Northern Ireland death certificates and HSE in GB. 

 
24. As regards accident reports, the general picture is that all fatalities are 

reported; a good proportion of major injuries to workers, but not to the public; 
and fewer than half of other reportable lost-time accidents. 

 
(C) Government Reviews of RIDDOR in Great Britain 

 
25. Two reviews of the GB occupational health and safety system by Lord Young 

(2010) and Professor Lofstedt (2011) showed a need to simplify and clarify 
the reporting and recording requirements. More details of these reviews can 
be found below. 
 

26. RIDDOR in NI is closely aligned with RIDDOR in GB. Consequently, although 
the reports arising from these reviews make no specific reference to Northern 
Ireland, HSENI believes that the findings and recommendations, in relation to 
RIDDOR, can be applied equally in NI. 

 
2010 “Common Sense, Common Safety” Lord Young of Graffham 

 
27. In June 2010 the Prime Minister appointed Lord Young of Graffham to 

conduct a review of the operation of health and safety laws and the growth of 
the compensation culture. On 15 October, Lord Young published his report 
entitled “Common Sense Common Safety”. Click here for access to Report. 

 
28. Lord Young recommended that RIDDOR be amended by “extending to seven 

days the period before an injury or accident needs to be reported.” He went 
on to say: - 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/60905/402906_CommonSense_acc.pdf�
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“Currently where an employee is absent from work for three days following an 
accident or injury at work, a RIDDOR report is required. However, I would 
increase that period to seven days which would coincide with the requirement 
for individuals to obtain a fit note from their GP if their absence is expected to 
last more than a week. This would ensure that a person who has suffered a 
reportable injury has had a professional medical assessment. 

 
Injuries lasting longer than three days would continue to be recorded through 
the explicit requirement for employers to use accident books. Businesses 
would see a significant reduction in the number of reports they need to make; 
it would also improve the accuracy of national statistics. 

 
RIDDOR can often be seen as a cumbersome system and compliance is 
estimated at around 50%. There is evidence from the HSE of under-reporting 
of RIDDOR, which makes me question its successful operation. Additionally, 
the data that RIDDOR captures can be obtained from other sources. 

 
I therefore recommend that the HSE re-examine the operation of RIDDOR to 
determine whether this is the best approach to providing an accurate national 
picture of workplace accidents.” 

 
29. On 6 April 2012, GB introduced measures, the Reporting of Injuries, Diseases 

and Dangerous Occurrences (Amendment) Regulations 2012 (S.I. 2012/199), 
to implement Lord Young’s recommendation. These Regulations have since 
been revoked and replaced by the GB Reporting of Injuries, Diseases and 
Dangerous Occurrences Regulations 2013 (S.I. 2013/1471) which retain the 
change to a reporting period of over 7 days. 

 
2011 “Reclaiming Health and Safety for All” Professor Lofstedt 

 
30. In November 2011, Professor Löfstedt in his report “Reclaiming Health and 

Safety for All: An independent review of health and safety legislation” 
identified a number of issues associated with the RIDDOR regulations. In 
particular, the report identified concerns that the categories of reportable 
accident were unnecessarily complicated, and that it was often time-
consuming for organisations to determine if accidents & incidents should be 
reported. Incidents involving members of the public were highlighted as a 
particularly problematic area. (pages 48-49 at Lofstedt Report)  

 
31. Professor Löfstedt recommended that RIDDOR and its associated guidance 

be amended to provide clarity for businesses on how to comply, by reducing 
ambiguity over reporting requirements for businesses, particularly in relation 
to incidents involving members of the public. The Government accepted 
Professor Löfstedt’s recommendation and undertook to do this in GB by 
October 2013. (Government Response). 

 
32. The Reporting of Injuries, Diseases and Dangerous Occurrences Regulations 

2013 (were made on 12 June 2013 and came into force on 1 October 2013) 
implement Professor Lofstedt’s recommendation in GB. 

http://webarchive.nationalarchives.gov.uk/20120405135019/http:/www.official-documents.gov.uk/document/cm82/8219/8219.pdf�
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/66794/lofstedt-report-response.pdf�
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PROPOSED REVISION 
 

 
Aim of Proposal for Revised Northern Ireland Regulations  

33. The primary objective of the proposal to revise the RIDDOR Regulations is to 
simplify, clarify and improve the regulatory system for the reporting of 
workplace accidents, incidents and diseases. It is vital to ensure that the 
supply of useful information is retained, and to facilitate improved reporting of 
such information, whilst at the same time ensuring that businesses are not 
required to provide information which is not used or could be better obtained 
from other sources. 

 
34. To this end, it is considered that any new reporting requirements should: 

 
• reflect the operational information requirements of enforcing authorities 

including HSENI and District Councils (i.e. requiring the reporting of 
individual incidents which are serious, which are unlikely to be brought to 
regulators’ attention by other means, and which reflect established 
priorities for regulatory attention); 
 

• provide sufficient data for HSENI and others to prioritise work and act in a 
risk-based manner; 

 
• continue to provide sufficient data for statistical and intelligence purposes, 

including to meet European and other international obligations; 
 

• simplify and clarify reporting requirements, by: 
 
o removing duties to report matters where the information is of little use 

or unreliable (e.g. in relation to some occupational diseases); 
 

o removing duties to report matters where there are other legally binding 
or established mechanisms in place to inform other agencies and 
regulators about incidents and issues; and 

 
• reviewing and clarifying the language of the Regulations, to make 

compliance easier. 
 

35. The proposed revision is intended to provide a reporting mechanism which is 
appropriate for HSENI’s current and anticipated needs, which is proportionate 
in its demands upon business, and which allows HSENI, District Councils and 
other regulators to operate effectively. Additionally, the proposals do not 
represent any fundamental change to established HSENI policy or strategic 
objectives. As such, it should be emphasised that there is no intention to 
widen the scope of the existing RIDDOR requirements e.g. into areas where 
HSENI and other enforcing authorities do not have primacy, such as work-
related road traffic accidents. 
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Terminology and General Principles 

(A) “Accident” 
 

36. “Accident” is a key element in the requirement to report deaths and injuries 
under RIDDOR 1997. All reportable deaths and injuries must arise from an 
“accident” that led to such harm.  

 
37. Although there is no definition of “accident” in RIDDOR 1997 recent guidance 

has included a definition of “accident” based on dictionary definitions and 
everyday usage of the word. The definition used is: “an accident is a separate, 
identifiable, unintended incident that causes physical injury”. See page 2 of 
HSE guidance document http://www.hse.gov.uk/pubns/indg453.pdf 

 
38. The need for an accident to have occurred in order to make a death or injury 

reportable has led to confusion for certain conditions. For example, cases of 
stress-related illness are not covered by RIDDOR, even when diagnosed by a 
doctor because the condition builds up over a period of time and is not the 
result of an “accident” that resulted in an “injury”. 

 
39. This consultation on occupational health and safety reporting law would not 

be a suitable vehicle through which to introduce a definition of “accident” into 
NI law. HSENI therefore suggests that advice on the meaning of “accident” 
should remain in the form of guidance. 

 
(B) “Arising out of or in Connection with Work” 

 
40. The “accident” that results in the reportable death or injury must “arise out of 

or be in connection with work”. This test was included to ensure that the 
reported death or injury is work-related. However, the uncertainty of the 
meaning of this term and whether the “accident” is “connected” to a work 
activity leads to confusion and inconsistency. Issues that arise include 
whether the person is on work premises or “at work”. 

 
41. The guidance on what factors determine whether the “accident” arose out of 

or in connection with work can appear to contradict the argument that 
reporting under RIDDOR is not about apportioning blame. (See RIDDOR 
guidance document, paragraph 33 at 
http://www.hseni.gov.uk/riddor_guidance_on_regulations_hsa_31.pdf). For 
example, the advice at paragraph 35(b) on page 14 of the guidance says that 
a trip or a fall by a resident in a care home will be reportable, if the fall was 
due to an obstruction, such as a trailing cable. This implies that the test for 
reportability is “fault” and acts as a disincentive to reporting, amounting to 
unfairness towards those who do. 

 
42. However, if the requirement were to be restricted to deaths and injuries 

occurring at a place of work, or to people carrying out work, such injuries to 
bystanders in public places would no longer be reportable. This might include, 
for example, someone using a public footpath that was killed by a falling 
object from a building site scaffold. 

http://www.hse.gov.uk/pubns/indg453.pdf�
http://www.hseni.gov.uk/riddor_guidance_on_regulations_hsa_31.pdf�
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Summary of Proposals 

(A) Incidents to be reported  
 
43. In order to achieve the balance described in paragraph 35, HSENI proposes 

that employers and persons in control of work premises report the following 
work-related incidents that are currently within the scope of RIDDOR 1997 
Regulations: 

 
• all deaths to both workers and people not at work; 

 
• all major injuries (simplified list) to people at work; 
 
• non-fatal accidents to people not at work; 
 
• dangerous occurrences that occur within major hazard industry sectors or 

within other specified higher risk sectors or activities such as construction; 
and 

 
• domestic gas events (simplified criteria to apply). 
 

44. HSENI is also seeking further views on an earlier proposal to extend the 
period for reporting injuries that lead to a worker being incapacitated for work 
from over-three days to over-seven days.  
 
(B) Records to be kept 

 
45. Employers and persons in control of work premises record: 
 

• all reportable incidents (other than gas events); and 
 

• over-three day injuries to people at work. 
 

(C) Reporting requirements removed 
 
46. The following reporting requirements are removed: 
 

• cases of occupational disease, other than: 
 

Occupational cancers; 
Diseases attributable to Biological Agents; 
Hand Arm Vibration Syndrome; 
Carpal Tunnel Syndrome; 
Dermatitis; 
Severe cramp of the arm; 
Tendonitis; and 
Occupational Asthma; 

 
• dangerous occurrences outside of higher risk sectors or activities; and 
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• the reporting by self-employed persons of injuries or illness to themselves. 

 
47. The technical and administrative arrangements for receiving incident reports 

are outside the scope of this consultation document, but will be subject to 
ongoing review, simplification and improvement as appropriate. 

 
DISCUSSION ON SPECIFIC CATEGORIES OF INCIDENT 

 
(A) Deaths 

 
48. Regulation 3(1) of RIDDOR 1997 requires that any death that results from an 

accident that arises out of or in connection with work must be reported. This 
includes both deaths of people at work and those not at work. 

 
49. In addition, regulation 4 RIDDOR 1997 requires employers to “notify” but not 

make a written report, where an employee who has suffered a reportable 
injury dies within one year of the accident that led to the reportable injury. 

 
Proposal 

 
50. No change is proposed to the requirement to report work-related deaths of 

any person. It remains important that regulators continue to receive prompt 
notice of fatalities, both to workers and others. 

 
(B) Non-Fatal Injuries to People at Work 

 
51. Reportable non-fatal injuries to people at work fall into two categories; “major 

injuries” and “lost-time injuries”. The types of injuries that are classified as 
“major” are listed in Schedule 1 of RIDDOR 1997. (See 
http://www.legislation.gov.uk/nisr/1997/455/made/data.pdf) 

 
52. Currently in Northern Ireland the reporting threshold for “lost-time injuries” is 

those which result in a period of incapacitation exceeding three days. HSENI 
is re-consulting on the earlier proposal that this be increased to a period 
of incapacitation exceeding seven days. 

 
Major Injuries 

 
53. A major injury to a worker must be notified to the enforcing authority by the 

“quickest practicable means” and followed up with a written report within 10 
days. This is intended to enable enforcing authorities to focus their reactive 
work on those with the most serious (non-fatal) consequences. However, 
HSENI selects RIDDOR incidents for investigation against incident selection 
criteria which are slightly (but significantly) different from what must be 
reported. HSENI’s incident selection criteria is similar to the published HSE 
criteria at http://www.hse.gov.uk/enforce/incidselcrits.pdf 
 
 
 

http://www.legislation.gov.uk/nisr/1997/455/made/data.pdf�
http://www.legislation.gov.uk/nisr/1997/455/made/data.pdf�
http://www.hse.gov.uk/enforce/incidselcrits.pdf�
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Proposal 
 

54. HSENI therefore proposes to simplify the list of reportable major injuries 
to align with the incident selection criteria (apart from the final item below), as 
follows: 

 
• any fracture other than to fingers, thumbs or toes; 
 
• any amputation; 
 
• crush injuries leading to internal organ damage; 
 
• head injuries that result in a loss of consciousness;1
 

 

• burns or scalds covering more than 10% of the body’s surface area; 
 
• permanent blinding in one or both eyes; 
 
• any degree of scalping; 
 
• any asphyxiation from whatever cause; 
 
• any injury arising from working in a confined space resulting in 

hypothermia, heat-induced illness, requiring resuscitation or admittance to 
hospital for more than 24 hours; and 

 
• any diagnosed illness requiring medical treatment, which is reliably 

attributable to a work-related exposure to a biological agent or its toxins or 
infected material. (This enacts a specific requirement of an EU Directive). 

 
Lost-Time Injuries 

 
55. The current “lost-time injury” reporting requirement to people at work is 

contained in regulation 3(2) of RIDDOR 1997. This requires a report to be 
sent to the enforcing authority if the injured person is incapacitated for work 
for more than three consecutive days. 

 
56. The lost-time reports provide data for statistical and intelligence purposes, 

supplemented by the Labour Force Survey to compensate for under-reporting. 
 
Proposal 

 
57. HSENI now seeks additional views on an earlier proposal to increase the 

reporting threshold from over-three to over-seven consecutive days. 
Further details can be found in paragraphs 77 to 79.  

 
 

                                                 
1 Clear guidance will be issued explaining that “fainting”, seizures etc that lead to a head injury would not be 
included in the major injury category. 



15 
 

(C) Occupational Diseases 
 

58. Regulation 5 of RIDDOR 1997 requires that employers, who receive a written 
statement that one of their employees is suffering from one of the listed 
diseases in Schedule 3 of the Regulations and

 

 the sufferer is engaged in the 
type of work listed for that disease, must make a report. The written statement 
must be from a registered doctor. 

59. For offshore work, the duty holder is additionally required to report diagnosed 
cases of 25 specific diseases, which include conditions that may not be 
associated with the work, the spread of which on an offshore platform could 
give rise to risks due to reduced staffing levels, e.g. chickenpox, mumps, 
measles and rubella. 

 
60. In 2011/2012 HSENI received 33 reports of occupational diseases. Of these 

16 were for Carpal Tunnel Syndrome, 11 for Hand-Arm Vibration Syndrome, 2 
for Dermatitis and 1 for Tendon Inflammation. 

 
61. The purpose of this reporting requirement is the same as that of injuries, 

namely to inform the regulator of cases where its intervention may be 
necessary. However, the information is frequently received too late to act as a 
reliable trigger for an investigation, e.g. because many illnesses develop 
some considerable time after the activity giving rise to the illness has ceased. 

 
62. Overall, occupational disease reporting levels are extremely low, the 

information being so incomplete that it is not regarded as an appropriate data 
set for statistical analysis. There are several barriers that have been identified 
to higher reporting levels, these include: 
 
• the requirement for the two necessary conditions for reporting, diagnosis 

and occupation, means that the duty is not well understood by employers; 
 
• the list on the Schedule of the Regulations gives only medical names, with 

which most employers will not be familiar; 
 
• diseases with long latency periods will not develop and be diagnosed until 

the sufferer has retired, or changed occupation. Therefore, some cases of 
cancer, for example, while likely to have been work-related are not 
covered by RIDDOR because the sufferer is no longer employed in that 
type of job; and 

 
• the employee must receive a written diagnosis from a doctor which they 

then give to their employer or, in the case of a doctor acting for the 
employer (e.g. as part of a health surveillance scheme) give their 
permission for the doctor to inform the employer. 

 
63. The poor reporting levels mean that other data sources are relied upon for 

intelligence and targeting purposes. These sources include the Labour Force 
Survey (LFS) and other schemes for work-related illnesses such as The 
Health Occupation Reporting network (THOR) in which medical professionals, 
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both specialist hospital consultants and general practitioners with training in 
occupational medicine, report cases of specific types of diseases and 
conditions they have diagnosed and/or treated. 
 

64. In 2006, the Health and Safety Commission (HSC) in GB felt that there should 
be greater confidence in alternative data sources before relying on these in 
preference to RIDDOR. In the case of occupational diseases and ill-health, 
data built up in the five years following HSC’s examination of RIDDOR, does 
mean that greater reliance can be placed on the data generated by these 
surveys and schemes as a good source for intelligence and targeting 
purposes. In addition, future schemes that continue the data collection under 
LFS and THOR will, where possible, ensure that methodologies and data 
categories are compatible so that valid comparisons can be made with 
previous data. In recent years HSENI has also looked at other data sources to 
complement the data obtained from Northern Ireland RIDDOR reports. 

 
Proposal 

 
65. HSENI proposes the removal of the reporting requirement for cases of 

occupational disease, other than
 

: 

Occupational cancers; 
Diseases attributable to Biological Agents; 
Hand Arm Vibration Syndrome; 
Carpal Tunnel Syndrome; 
Dermatitis; 
Severe cramp of the arm; 
Tendonitis; and 
Occupational Asthma. 

 
(D) Reporting of Gas Incidents 

 
RIDDOR 1997 Regulation 6(1) 
 

66. This RIDDOR requirement places a duty on the gas conveyor or supplier (for 
piped gas or bottled liquefied petroleum gas (LPG)) or the emergency service 
provider (ESP) to report gas incidents causing death or major injuries. This 
includes exposure to unburnt gas, fire, explosion, carbon monoxide poisoning 
from any cause including misuse of an appliance, suicide and failure to have 
appliances serviced. 

 
67. The proposal in section B above will change the major injury category and will 

not include some of the current categories relevant to gas incidents. In most 
cases, although the proposed “admittance to hospital for more than 24 hours” 
category would cover any gaps, this would be difficult for the duty holder to 
establish. Therefore, a new regulation is proposed, which will identify the 
types of injuries that should be reported, rather than refer the duty holder to a 
list of major injuries. 
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Proposal 
 

68. In order to simplify the reporting requirement for the gas conveyor, supplier 
and ESP, HSENI proposes that the duty to report should be restricted to 
incidents that lead to “death, loss of consciousness or taking to 
hospital”. See Annex A, regulation 11(1). 

 
RIDDOR 1997 Regulation 6(2) 

 
69. RIDDOR also places a duty on Gas Safe registered engineers or the ESP’s 

engineer to report gas fittings found to be potentially dangerous as a result of 
work done, but which did not cause a fatal or major injury, including those 
which are dangerous due to inadequate ventilation. 

 
70. An event is “reportable” if the engineer considers the gas fitting is dangerous 

to the extent that people could die or suffer a major injury. An event is “not 
reportable” if the problem has been caused solely by age of the fitting or lack 
of servicing. 

 
71. Again, the proposed change to the definition of major injury, if implemented, 

will mean that the specific types of injuries that must be reported will be 
identified in the new regulation. Clearer guidance will be developed that 
specifies for engineers the types of situations that should be reported to 
HSENI. 

 
Proposal 

 
72. Regulation 6(2) of RIDDOR 1997 will be replaced – see Annex A, regulation 

11(2). Apart from this change, HSENI proposes no other change to the 
legal requirements for the reporting of gas incidents. 

 
(E) Dangerous Occurrences (RIDDOR 1997 regulation 3(1)(e) & Schedule 
2) 

 
73. RIDDOR requires that certain listed dangerous occurrences (see 

http://www.legislation.gov.uk/nisr/1997/455/schedule/2/made) be notified to 
the enforcing authority immediately. 

 
74. A dangerous occurrence, sometimes called a “near-miss” incident, is a 

specific adverse event that is listed in Schedule 2 of RIDDOR 1997 that does 
not result in an otherwise reportable death, injury, etc, but must still be 
reported. 

 
75. Reports of specific dangerous occurrences are important, as they provide 

HSENI with information about precursor events that might lead to deaths, 
serious injuries or other catastrophic accidental loss. This is particularly the 
case in the “major hazard” industries, such as offshore oil and gas production, 
the extractive industries, petro-chemical and chemical manufacturing sectors. 

 
 

http://www.legislation.gov.uk/nisr/1997/455/schedule/2/made�
http://www.legislation.gov.uk/nisr/1997/455/schedule/2/made�
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Proposal 
 

76. In order to simplify and reduce the reporting requirement for dangerous 
occurrences, HSENI proposes that the duty to report should be restricted to 
incidents that occur within major hazards industry sectors (where they could 
represent precursor events to a potential catastrophic failure), and other 
specified higher risk sectors or activities, such as construction. See Annex A, 
regulation 7 and Schedule 2. 

 
EXTENSION OF LOST-TIME REPORTING REQUIREMENT 

 
RIDDOR 1997 Regulation 3(2) 

 
77. This RIDDOR provision currently requires the “responsible person” (usually 

the employer – but this could be a manager, operator, owner, appointed 
person – see the definition in regulation 2(1) of RIDDOR 1997) to report 
injuries that lead to a worker being incapacitated for work and unable to carry 
out their normal range of duties. This duty applies –  
 

(a) to injuries which are caused by an accident arising out of, or in 
connection with, work, and 

 
(b) where the worker has been unable to work as a result of the injury 

for more than three consecutive days (excluding the day of the 
accident, but including any days that would not have been working 
days e.g. the weekend). 

 
78. The report should be sent by the responsible person to –  

 
(a) the relevant enforcing authority and 

 
(b) should be sent as soon as practicable, and in any event within ten 

days of the accident. 
 

Proposal 
 

79. HSENI now seeks additional views on an earlier proposal that the current 
reporting requirement be amended so that the:- 

 
• duty to report to the relevant enforcing authority should apply where the 

worker has been unable to work as a result of the injury for more than 
seven (rather than the current three) consecutive days (excluding the day 
of the accident, but including any days that would not have been working 
days e.g. the weekend); and 
 

• time period for submitting the report should be extended to within fifteen 
days (rather than the current ten). 

 
Annex A, regulation 4(2) shows how the new proposal might look. 
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RIDDOR 1997 Regulation 7 
 

80. Under EU law, employers are required to keep a record of all over-three day 
injuries. 

 
81. If the proposal to extend the “lost-time” reporting period from over-three days 

to over-seven days is accepted, then, to satisfy European requirements, 
regulation 7 would also need to be amended in order to ensure that the 
existing requirement on the responsible person to record injuries which lead to 
over-three day absences from work is maintained. 

 
Proposal 

 
82. HSENI proposes that the responsible person should keep a record of any 

injury that leads to a person being incapacitated for more than three 
consecutive days. Annex A, regulation 12(1)(c) shows how the new 
proposal might look. 

 
Impact on Health and Safety Standards / Experience in GB 

 
83. The above proposals relating to changes to RIDDOR 1997, regulations 3(2) 

and 7 were previously subject to a consultation exercise in 2011 (see 
paragraph 4). This generated some concerns regarding the impact the 
changes could have on health and safety standards. In the following 
paragraphs this is considered further. 

 
84. Following the change in reporting requirements, employers will still have a 

legal obligation under article 9c of the Framework Directive (89/391 EC) to 
record any accident that results in an employee taking more than three days 
off work. This requirement to record such injuries, even though they are no 
longer reported, means that the ability of firms to monitor health and safety in 
their workplaces and implement adequate management systems for dealing 
with risks would not be compromised by the proposed change. 

 
85. The issue for consideration is removal of an administrative procedure of 

reporting certain injuries arising from accidents at work to the enforcing 
authority. 

 
86. Reporting and recording incidents contribute in two areas: 

 
• Employers’ and others’ own health and safety management systems: 

Employers and other dutyholders record incidents to feed into the duty 
holder's health and safety management system, allowing them to check 
that the arrangements they have are effective. 

 
• The national health and safety system enforced and promoted by the 

national and local regulators. Here reports of serious incidents can be 
used by the enforcing authorities to intervene and enforce standards in-
line with national and local enforcement policy statements and incident 
investigation selection criteria. The information also provides data to 
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enable enforcing authorities to target their activities and to advise 
employers on strategies to help prevent injuries. 

 
(i) Impact on the Duty Holder 

 
87. The vast majority of employers make a RIDDOR report infrequently and thus 

there will be insufficient data to identify trends. In GB an analysis of the 
RIDDOR database when the three day reporting requirement was in force 
showed that employers with fewer than 250 workers only made one RIDDOR 
report on average every two years. Only 0.6% of employers employ more 
than 250. Even those employers in the industry with the highest incidence rate 
of reported injuries (the waste and recycling industry) only make three reports 
every year. 

 
88. The infrequency of the reports means that no reliable picture can be built up 

by individual businesses and organisations to manage health and safety 
relying on this data alone. Therefore, additional sources such as data from the 
organisation’s own internal systems for recording injuries and "near miss" 
incidents, must be used, supplemented by other guidance and information 
about health and safety produced by the regulator, professional and trade 
bodies, trades unions, etc. Consequently, HSE GB believes that it is unlikely 
that the reduction in lost-time RIDDOR reports will have an adverse affect on 
the ability of firms to manage health and safety effectively. 

 
(ii) Impact on the Regulator 

 
89. The proposal is not expected to have a significant adverse affect on the 

Regulator's ability to spot trends. In Great Britain an analysis carried out by 
HSE statisticians showed that over-three-day incidents and over-seven-day 
incidents followed the same trends. This analysis was carried out looking at 
the total data for all industry sectors and then at each of the main employment 
sectors. HSE statisticians are of the view that, had the requirement always 
been for employers to report over-seven day injuries and not over-three day 
injuries, they would have identified the same trends and advised regulators to 
target their activities in the same way. HSENI has no evidence to suggest that 
the position in Northern Ireland will be any different and, as HSENI has less 
RIDDOR data to draw from, it also relies on trends identified in GB. 

 
90. During the consultation exercise in 2011 concern was expressed that removal 

of the requirement to report certain injuries would adversely impact upon 
businesses’ health and safety culture. This was largely based on the view that 
the removal of the possible follow-up visit by an enforcement officer in 
response to a report would lead to remedial action not being taken by the duty 
holder. It has not been possible to test this. However, as an organisation with 
finite resources, HSENI cannot investigate all of the incidents notified to it. 
HSENI must have a procedure in place which, whilst allowing a degree of 
necessary discretion, also ensures that there is a consistent approach applied 
across the organisation and that incidents are selected on a prioritised basis. 
Reported injuries, diseases and dangerous occurrences are therefore 
selected for investigation in line with HSENI’s Incident Selection Procedure 
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(IPS). IPS requires that certain major injuries should automatically be 
considered for investigation, but that other major and over-three day injury 
reports should be checked for indicators of possible serious breaches of 
health and safety law. District Councils also adopt a systematic approach to 
ensure that selection is made on a priority basis. 

 
91. To maintain a proportionate response, most resources available for 

investigation of incidents will be devoted to the more serious circumstances. 
HSENI and District Councils recognise that it is neither possible nor 
necessary to investigate all events reported under RIDDOR. It therefore 
seems unlikely that the perception of the threat of a follow-up visit by the 
regulator would be significantly altered by this proposal. 

 
92. It is envisaged therefore that the reduction in the number of lost-time reports 

following implementation of this recommendation will not have a significant 
impact on HSENI’s investigation and enforcement work due to the lower level 
of investigations for over-three day injury reports as a result of prioritisation. 

 
93. The proposals contain a requirement for employers to record over-three day 

injuries. Therefore, the removal of the administrative requirement to report 
injuries that result in an over-three, but less than seven days, incapacitation is 
not judged to impact on overall standards of health and safety in workplaces. 

 
GB Experience of Over-Seven Day Reporting 

 
94. In GB an extension of the lost-time injuries reporting period from over-three 

days to over-seven days has been in force from April 2012. Recent research 
has been undertaken by the Health and Safety Laboratory to explore duty 
holders’ perceptions of the new RIDDOR reporting requirements and their 
potential influence on the management of health and safety. Emerging 
findings show a commonality among both RIDDOR reporters and non-
reporters that the changes in the RIDDOR reporting requirements were not 
perceived as an important driver for the management of health and safety. A 
number of other drivers were identified including pressures from customers, 
employers’ duty of care and commitment to providing a safe working 
environment as well as guarding against potential claims as a result of work-
related injuries. Consistent with this, both RIDDOR reporters and non-
reporters suggested that the changes would neither influence how they 
recorded health and safety incidents and injuries nor alter their approach to 
incident investigation. 

 
Views Sought on Changing to Over-Seven Day Reporting in Northern 
Ireland 
 

95. Following the consultation in 2011 (see paragraph 4) concerns were 
expressed about the impact that changing from over-three to over-seven day 
reporting might have on employee protection and general health and safety 
standards. Consequently it was decided not to make any changes to RIDDOR 
in Northern Ireland at that time and to consult further with all stakeholders, in 
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order to obtain a balanced consensus on this proposal together with 
proposals in relation to further changes to RIDDOR. 
 

96. You are therefore asked to further consider the information contained in 
paragraphs 77 to 94 above and let us have your views on changing from over-
three to over-seven-day reporting. Arguments both for and against such a 
change would be welcome to assist us in reaching a balanced decision on 
how best to proceed. 

 
RECORD KEEPING 

 
RIDDOR 1997 Regulation 7 

 
97. This RIDDOR provision requires deaths, non-fatal injuries, cases of 

occupational disease, and dangerous occurrences that are reportable under 
RIDDOR to be recorded. There is no duty to keep a record of incidents under 
regulation 6, “Reporting of gas incidents”. 

 
98. Records of incidents are important. They ensure that duty holders collect the 

minimum amount of information to allow them to check that they are doing 
enough to ensure safety and prevent occupational disease. This information is 
a valuable management tool that can be used as an aid to risk assessment, 
helping to develop solutions to potential risks. In this way, use of such records 
also helps to prevent injuries and ill health, and controls costs from accidental 
loss. 

 
99. Often, however, records are made of incidents, whether covered by the 

RIDDOR 1997 requirements or not, as duty holders have to retain these for 
other purposes, e.g. insurance requirements for claims and policy renewal 
applications, and/or to declare accident rates as part of a tendering exercise. 
Retaining a copy of the RIDDOR form sent to the enforcing authority is 
sufficient to comply with the RIDDOR 1997 recording requirement. 

 
100. If the proposed amendment to extend the reporting period from over-

three days to over-seven days is accepted, the accident book record would be 
sufficient to comply with RIDDOR recording requirement. 

 
Proposal 

 
101. HSENI proposes no change to the overall duties to keep records, 

i.e. those incidents that must be reported (with the exception of gas events) 
must still be recorded (see Annex A, regulation 12). However, as highlighted 
above (paragraphs 80 to 82), it is proposed that the revised Regulations 
contain a requirement to record over-three day injuries to people at work. 
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EXEMPTIONS TO REPORTING REQUIREMENTS 
 

RIDDOR 1997 Regulation 10 
 

102. This RIDDOR provision exempts deaths and injuries that would be 
reportable under regulation 3 of RIDDOR 1997 from being reported if they: 
 
• result from certain activities, e.g. medical and dental treatment; or 

 
• the movement of a vehicle on a road (except for specific activities); or 
 
• are members of the armed forces who are “on duty”; or 

 
• duplicate the reporting requirements of other legislation listed in Schedule 

7 to RIDDOR 1997, e.g. nuclear industry, aviation and maritime reporting 
requirements; or 

 
• result in a self-employed person dying at their own premises. 

 
Proposal 

 
103. On the basis of the above, HSENI propose to remove the 

requirements to report under RIDDOR 1997: 
 

• incidents reportable under the Electricity Safety, Quality and Continuity 
Regulations (Northern Ireland) 2012 
http://www.legislation.gov.uk/nisr/2012/381/pdfs/nisr_20120381_en.pdf  

 
• incidents relating to the transport of dangerous goods by road and rail. 

 
See Annex A, regulation 14. 

 
UK AND EUROPEAN DIMENSION 

 
104. In order to satisfy domestic, national and European requirements, it is 

necessary to ensure that work-related injuries etc in Northern Ireland are 
reported, as far as possible, on the same basis as that of GB. 

 
105. The information generated by the reporting requirements is used to 

identify trends, patterns of risk, etc., and so helps to shape future policy in the 
health and safety field. Although Northern Ireland and GB statistics are 
collected separately, it is vital that they can be readily combined, so as to 
produce information for the United Kingdom as a whole. The ability to produce 
data on a UK-wide basis is emphasised by the increasing necessity to provide 
input to European Community and other statistical projects. 

 
106. If Northern Ireland and GB statistics are to be properly combined (or, 

as is sometimes necessary, properly compared), it is essential that the 
circumstances which trigger injury, etc., reports are the same in each 
jurisdiction. 

http://www.legislation.gov.uk/nisr/2012/381/pdfs/nisr_20120381_en.pdf�
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107. It should also be borne in mind that as the Northern Ireland and GB 

RIDDOR Regulations, taken together, are intended to implement the 
requirements of a number of EU Directives, it is essential that the same legal 
requirements apply throughout the UK. 

 
108. The issues set out in this document for the extension of the reporting 

period from over-three days to over-seven days are similar to those contained 
in the GB CD entitled: 

 
“A Consultation Document on Proposed Amendment to the Reporting 
of Injuries, Diseases and Dangerous Occurrences Regulations 1995 
(RIDDOR)” See http://www.hse.gov.uk/consult/condocs/cd233.htm 

 
109. On 6 April 2012 GB made the Reporting of Injuries, Diseases and 

Dangerous Occurrences (Amendment) Regulations 2012 (S.I. 2012/199) 
which came into force on 6 April 2012 and which implemented the extension 
of the reporting period. These Regulations were subsequently revoked by the 
2013 Regulations (see paragraph 111) but the extension of the reporting 
period was re-enacted in the revoking legislation. 
 

110. The proposals set out in this document for the revision of RIDDOR 
1997 take account of the outcome of the consultation exercise on proposals 
set out in the GB CD entitled:  

 
“Proposals to Revise the Reporting of Injuries, Diseases and 
Dangerous Occurrences Regulations 1995 (as amended) (RIDDOR 
’95)”. See http://www.hse.gov.uk/consult/condocs/cd243.htm 

 
 and reflect the GB position arrived at following that consultation. 

 
111. On 12 June 2013 GB made the Reporting of Injuries, Diseases and 

Dangerous Occurrences Regulations (S.I. 2013/1471) (the 2013 Regulations) 
which came into force on 1 October 2013 and which implement the proposals 
in GB. 
 

112. The draft Northern Ireland Regulations at Annex A do not differ in any 
significant way from the 2013 Regulations in GB. Such differences as do 
occur relate only to Northern Ireland legislation and institutions. 
 

COSTS AND BENEFITS 
 

113. HSENI is of the opinion that the analysis and considerations as set out 
in the GB Impact Assessments’ (Annexes B & C) can be applied with 
modifications to Northern Ireland. To estimate NI costs, an apportionment 
factor is used of the number of RIDDOR reports (fatal, major and over-three 
day injuries) received in NI to the equivalent number of RIDDOR reports 
received in GB (based on an average of 3 years of data to 2011/12), i.e. 
117,000:3,000 or 2.6%. 

 

http://www.hse.gov.uk/consult/condocs/cd233.htm�
http://www.hse.gov.uk/consult/condocs/cd243.htm�
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114. Applying the apportionment factor of 2.6% to the GB calculations, 
HSENI estimates that overall there would be a net benefit to business of £62 
thousand over a ten year equivalent period. There would also be a net saving 
to HSENI and District Councils of £101 thousand over the same ten year 
period. 
 

115. Comments on these conclusions would be welcome. 
 

EQUALITY IMPACT 
 

116. The proposals have been screened for any possible impact on equality 
of opportunity affecting the groups listed in section 75 of the Northern Ireland 
Act 1998 and no adverse or differential aspects were identified. The proposed 
changes to RIDDOR reporting requirements will apply equally to all 
businesses and there is no evidence to suggest that this will impact 
disproportionately upon any particular group. A copy of the screening 
document is at Annex D. 

 
HUMAN RIGHTS 

 
117. The Department has considered the matter of Convention rights and is 

satisfied that there are no matters of concern. 
 

INVITATION TO COMMENT 
 

118. HSENI would welcome your comments on the proposals in this CD. In 
particular, comment is invited on the assumption relating to costs relevant to 
Northern Ireland and the conclusion that the proposals would have no 
adverse effect on any section 75 groups. 

 
119. Comments, in whatever format you choose to use, should be sent to: - 

 
Robert Greer 
Health and Safety Executive for Northern Ireland 
83 Ladas Drive 
Belfast, BT6 9FR 
Tel: (028) 90 546 817; Fax: (028) 90 235 383;  
Textphone: (028) 90 546 896 
E-mail: robert.greer@hseni.gov.uk  

 
so as to arrive no later than noon on Monday 20 January 2014 

 
120. HSENI tries to make its consultation procedures as thorough and open 

as possible. Responses to this consultation will be kept at the office of HSENI 
at the above address after the close of this consultation period, where they 
can be inspected by members of the public or be copied to them. HSENI can 
only refuse to disclose information in exceptional circumstances. Before you 
submit your response, please read the paragraphs below on the 
confidentiality of information given by you in response to this consultation. 
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121. The Freedom of Information Act 2000 gives the public a right of access 
to any information held by a public authority, namely, HSENI in this case. This 
right of access to information includes information provided in response to a 
consultation. HSENI cannot automatically consider as confidential information 
supplied to it in response to a consultation. However, it does have the 
responsibility to decide whether any information provided by you in response 
to this consultation, including information about your identity, should be made 
public or be treated as confidential. If you do not wish information about your 
identity to be made public, please include an explanation in your response. 

 
122. This means that information provided by you in response to the 

consultation is unlikely to be treated as confidential, except in very particular 
circumstances. 

 
 
 

October 2013           Health and Safety Executive for Northern Ireland 
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S T A T U T O R Y  R U L E S  O F  N O R T H E R N  I R E L A N D  

2014 No. 000 

HEALTH AND SAFETY 

The Reporting of Injuries, Diseases and Dangerous Occurrences 
Regulations (Northern Ireland) 2014 

Made - - - - xx xx 2014 

Coming into operation - xx xx 2014 

The Department of Enterprise, Trade and Investment(a), being the Department concerned(b), 
makes the following Regulations in exercise of the powers conferred by Articles 2(5) and 17(1) to 
(6)(c) of, and paragraphs 14(1), 15 and 19 of Schedule 3 to the Health and Safety at Work 
(Northern Ireland) Order 1978(d

The Regulations give effect without modifications to proposals submitted to it by the Health and 
Safety Executive for Northern Ireland under Article 13(1A)(

) (“the 1978 Order”). 

e) of the 1978 Order after the 
Executive had carried out consultations in accordance with Article 46(3)(f

Citation and commencement 

). 

1.—(1) These Regulations may be cited as the Reporting of Injuries, Diseases and Dangerous 
Occurrences Regulations (Northern Ireland) 2014. 

(2) Subject to paragraph (3), these Regulations shall come into operation on xx xx 2014. 
(3) Regulation 18(2) shall come into operation immediately after the coming into operation of 

the other regulations. 

Interpretation 

2.—(1) In these Regulations— 
“the 1969 Act” means the Mines Act (Northern Ireland) 1969(g
“the 1978 Order” means the Health and Safety at Work (Northern Ireland) Order 1978; 

); 

“the 1995 Regulations” means the Offshore Installations and Pipeline Works (Management 
and Administration) Regulations (Northern Ireland) 1995(h

                                                 
(a) Formerly the Department of Economic Development; see S.I. 1999/283 (N.I. 1), Article 3(5); that Department was formerly 

the Department of Manpower Services, see S.I. 1982/846 (N.I. 11), Article 3 

); 

(b) See Article 2(2) of S.I. 1978/1039 (N.I. 9) 
(c) Article 17 shall be read with S.I. 1992/1728 (N.I. 17), Articles 3(2) and 4(2) 
(d) S.I. 1978/1039 (N.I. 9): the general purposes of Part II referred to in Article 17(1) were extended by S.I. 1992/1728 (N.I. 

17), Articles 3(1) and 4(1). Article 55(2) was amended by S.I. 1998/2795 (N.I. 18), Article 6(1) and Schedule 1, paragraph 
19 

(e) Article 13(1) was substituted by S.I. 1998/2795 (N.I. 18), Article 4 
(f) Article 46(1) was amended by S.I. 1998/2795 (N.I. 18), Article 6(1) and Schedule 1, paragraphs 8 and 18 
(g) 1969 c.6 (N.I.); section 156 was amended by S.R. 1980 No. 333 and S.R. 2006 No. 205; section 105 was amended by S.R. 

1986 No. 247 and S.R. 2006 No. 205; there are other amending rules but none is relevant 
(h) S.R. 1995 No. 340 amended by S.R. 1996 No. 228, S.R. 1999 No. 150, S.R. 2007 No. 165 and S.R. 2007 No. 247 
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“the 2003 Regulations” means the Control of Substances Hazardous to Health Regulations 
(Northern Ireland) 2003(a
“the 2006 Regulations” means the Quarries Regulations (Northern Ireland) 2006(

); 
b

“accident” includes an act of non-consensual physical violence done to a person at work; 
); 

“approved manner” means published in a form considered appropriate and approved for the 
time being for the purposes of these Regulations by the Executive; 
“biological agent” has the meaning given by regulation 2(1) of the 2003 Regulations; 
“carcinogen” has the meaning given by regulation 2(1) of the 2003 Regulations; 
“consecutive days” includes any days which are not or would not have been working days; 
“construction site” has the meaning given by regulation 2(1) of the Construction (Design and 
Management) Regulations (Northern Ireland) 2007(c
“dangerous occurrence” means an occurrence which arises out of or in connection with work 
and is of a class specified in— 

); 

(a) paragraphs 1 to 22 of Part I of Schedule 2; 
(b) paragraphs 23 to 27 of Part II of Schedule 2 and takes place anywhere except an offshore 

workplace; 
(c) paragraphs 28 to 46 of Part III of Schedule 2 and takes place at a mine; 
(d) paragraphs 47 to 53 of Part IV of Schedule 2 and takes place at a quarry; 
(e) paragraphs 54 to 74 of Part V of Schedule 2 and takes place on a railway; or 
(f) paragraphs 75 to 87 of Part VI of Schedule 2 and takes place at an offshore workplace; 
“disease” includes a medical condition; 
“diagnosis” means a registered medical practitioner’s identification (in writing, where it 
pertains to an employee) of— 
(a) new symptoms; or 
(b) symptoms which have significantly worsened; 
“diving contractor” and “diving project” have the meanings they are given by regulation 2(1) 
of the Diving at Work Regulations (Northern Ireland) 2005(d
“dock” means any place to which section 123(1) of the Factories Act (Northern Ireland) 
1965(

); 

e
“DRD” means the Department for Regional Development; 

) applies; 

“the Executive” means the Health and Safety Executive for Northern Ireland; 
“explosives” has the meaning given by regulation 2(1) of the Manufacture and Storage of 
Explosives Regulations (Northern Ireland) 2006(f
“factory” has the meaning given by section 175 of the Factories Act (Northern Ireland) 1965; 

); 

“flammable gas” and “flammable liquid” have the meanings associated with those hazard 
classes in Part 2 of Annex I of Regulation (EC) No 1272/2008 (the CLP Regulation)(g
“mine” has the meaning given by section 156 of the 1969 Act and for the purposes of these 
Regulations includes a closed tip within the meaning of section 128(3) of that Act which is 
associated with such a mine; 

); 

“mutagen” has the meaning given by regulation 2(1) of the 2003 Regulations; 
“nominated person” means, in relation to a mine or quarry, the person (if any) who is for the 
time being nominated— 

                                                 
(a) S.R. 2003 No. 34; regulation 2(1) was amended by S.R. 2002 No. 288; there are other amending rules but none is relevant 
(b) S.R. 2006 No. 205 amended by S.R. 2009 No. 227 and S.R. 2010 No. 160 
(c) S.R. 2007 No. 291 amended by S.R. 2012 No. 179 
(d) S.R. 2005 No. 45 amended by S.R. 2007 No. 247 
(e) 1965 c.20 (N.I.) 
(f) S.R. 2006 No. 425 amended by S.R. 2009 No. 248 and S.R. 2010 No. 59 
(g) OJ No L 353, 31.12.2008, p1. Annex I is amended from time to time. 
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(a) in a case where there is an association or body representative of a majority of the total 
number of persons employed at a mine or quarry, by that association or body; or 

(b) in any other case, jointly by associations or bodies which are together representative of 
such a majority, 

to receive notices under paragraph 4 of Part I of Schedule 1 on behalf of the persons employed 
at that mine or quarry; 
“non-passenger train” means any train except a passenger train; 
“offshore installation” has the meaning given by regulation 3 of the 1995 Regulations; 
“offshore workplace” means any premises specified in regulation 4 of the 1995 Regulations 
and any place where activities specified in that regulation are carried on; 
“operator” means— 
(a) in relation to a pipeline, the person identified as such by regulation 2(1) of the Pipelines 

Safety Regulations (Northern Ireland) 1997(a
(b) in relation to a quarry, the person in overall control of the working of the quarry; 

); and 

“owner” in relation to a mine means the person who is for the time being entitled to work it; 
“passenger train” means a train carrying passengers or made available for that purpose; 
“pipeline” and “pipeline works” have the meanings given by regulation 2 of the 1995 
Regulations; 
“quarry” means a quarry within the meaning of regulation 3 of the 2006 Regulations; 
“railway” has the meaning given by regulation 2(1) of the Railway (Safety Management) 
Regulations (Northern Ireland) 2006(b
“registered dentist” has the meaning given by section 53(1) of the Dentists Act 1984(

); 
c

“registered medical practitioner” means a fully registered person within the meaning of the 
Medical Act 1983(

); 

d
“reportable incident” means an incident giving rise to a notification or reporting requirement 
under these Regulations; 

); 

“reporting procedure” means, in relation to— 
(a) an injury, death or dangerous occurrence (except at a mine or quarry), the procedure 

described in paragraph 1 of Part I of Schedule 1; 
(b) an occupational disease or a disease offshore, the procedure described in paragraph 2 of 

Part I of Schedule 1; 
(c) exposure to a carcinogen, mutagen or biological agent, the procedure described in 

paragraph 3 of Part I of Schedule 1; or 
(d) an injury, death or dangerous occurrence at a mine or quarry, the procedure described in 

paragraph 4 of Part I of Schedule 1; 
“responsible person” means the person identified in accordance with regulation 3; 
“road” has the meaning given by Article 2(2) of the Road Traffic (Northern Ireland) Order 
1995(e
“road vehicle” means any vehicle on a road, other than a train; 

) and includes bridges over which a road passes; 

“routine work” means work which a person might reasonably be expected to do, either under 
that person’s contract of employment, or, if there is no such contract, in the normal course of 
that person’s work; 
“running line” means any line ordinarily used for the passage of trains which is not a siding; 

                                                 
(a) S.R. 1997 No. 193 amended by S.R. 1999 No. 150 and S.R. 2009 No. 238 
(b) S.R. 2006 No. 237 amended by S.R. 2011 No. 261 and S.R. 2013 No. 237 
(c) 1984 c. 24 
(d) 1983 c. 54 
(e) S.I. 1995/2994 (N.I. 18) 
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“specified injury” means any injury or condition specified in regulation 4(1)(a) to (h); 
“territorial sea” has the meaning given by regulation 2 of the 1995 Regulations; 
“train” includes a locomotive, or other power unit, and any vehicle used on a railway; 
“well” includes any structures and devices on top of a well; 
“workmen’s inspectors” means workmen’s inspectors exercising the powers conferred on 
them by either section 105 of the 1969 Act or regulation 34 of the 2006 Regulations; 
“work-related accident” means an accident arising out of or in connection with work. 

(2) In these Regulations, any reference to a work-related accident or dangerous occurrence 
includes an accident or dangerous occurrence attributable to— 

(a) the manner of conducting an undertaking; 
(b) the plant or substances used for the purposes of an undertaking; or 
(c) the condition of the premises used for the purposes of an undertaking or any part of them. 

(3) For the purposes of these Regulations, a person at an offshore workplace is deemed to be at 
work at all times when that person is at that workplace in connection with that person’s work. 

Responsible person 

3.—(1) In these Regulations, the “responsible person” is— 
(a) in relation to an injury, death or dangerous occurrence reportable under regulation 4, 5, 6 

or 7 or recordable under regulation 12(1)(b) involving— 
(i) an employee, that employee’s employer; or 

(ii) a person not at work or a self-employed person, or in relation to any other dangerous 
occurrence, the person who by means of their carrying on any undertaking was in 
control of the premises where the reportable or recordable incident happened, at the 
time it happened; or 

(b) in relation to a diagnosis reportable under regulation 8, 9 or 10 in respect of— 
(i) an employee, that employee’s employer; or 

(ii) a self-employed person, that self-employed person. 
(2) Despite paragraph (1), in these Regulations the “responsible person” is— 

(a) in relation to a mine, the manager of that mine; 
(b) in relation to a closed tip, the owner of the mine with which that tip is associated; 
(c) in relation to a quarry, the operator of that quarry; 
(d) in relation to a dangerous occurrence— 

(i) at a pipeline, the operator of that pipeline; or 
(ii) at a well, the person appointed to organise and supervise the drilling of, and 

operations using, that well by any person granted a licence under section 3 of the 
Petroleum Act 1998(a

(e) except in relation to a diagnosis reportable under regulation 8, 9 or 10— 
), or where no such person is appointed, that licensee; or 

(i) at an offshore installation, the duty holder for the purposes of the 1995 Regulations 
(provided that for the purposes of this provision regulation 3(2)(c) of those 
Regulations is deemed not to apply); or 

(ii) in relation to a diving project, the diving contractor. 

Non-fatal injuries to workers 

4.—(1) Where any person at work, as a result of a work-related accident, suffers— 

                                                 
(a) 1998 c.17. 
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(a) any bone fracture diagnosed by a registered medical practitioner, other than to a finger, 
thumb or toe; 

(b) amputation of an arm, hand, finger, thumb, leg, foot or toe; 
(c) any injury diagnosed by a registered medical practitioner as being likely to cause 

permanent blinding or reduction in sight in one or both eyes; 
(d) any crush injury to the head or torso causing damage to the brain or internal organs in the 

chest or abdomen; 
(e) any burn injury (including scalding) which— 

(i) covers more than 10% of the whole body’s total surface area; or 
(ii) causes significant damage to the eyes, respiratory system or other vital organs; 

(f) any degree of scalping requiring hospital treatment; 
(g) loss of consciousness caused by head injury or asphyxia; or 
(h) any other injury arising from working in an enclosed space which— 

(i) leads to hypothermia or heat-induced illness; or 
(ii) requires resuscitation or admittance to hospital for more than 24 hours, 

the responsible person shall follow the reporting procedure. 
(2) Where any person at work is incapacitated for routine work for more than seven consecutive 

days (excluding the day of the accident) because of an injury resulting from an accident arising out 
of or in connection with that work, the responsible person shall send a report to the relevant 
enforcing authority in an approved manner as soon as practicable and in any event within 15 days 
of the accident. 

(3) This regulation is subject to regulations 14 and 15. 

Non-fatal injuries to non-workers 

5. Where any person not at work, as a result of a work-related accident, suffers— 
(a) an injury, and that person is taken from the site of the accident to a hospital for treatment 

in respect of that injury; or 
(b) a specified injury on hospital premises, 

the responsible person shall follow the reporting procedure, subject to regulations 14 and 15. 

Work-related fatalities 

6.—(1) Where any person dies as a result of a work-related accident, the responsible person 
shall follow the reporting procedure. 

(2) Where any person dies as a result of occupational exposure to a biological agent, the 
responsible person shall follow the reporting procedure. 

(3) Where an employee has suffered an injury reportable under regulation 4 which is a cause of 
his death within one year of the date of the accident, the employer shall notify the relevant 
enforcing authority of the death in an approved manner without delay, whether or not the injury 
has been reported under regulation 4. 

(4) This regulation is subject to regulations 14 and 15, and does not apply to a self-employed 
person who suffers a fatal accident or fatal exposure on premises controlled by that self-employed 
person. 

Dangerous occurrences 

7. Where there is a dangerous occurrence, the responsible person shall follow the reporting 
procedure, subject to regulations 14 and 15. 
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Occupational diseases 

8. Where, in relation to a person at work, the responsible person receives a diagnosis of— 
(a) Carpal Tunnel Syndrome, where the person’s work involves regular use of percussive or 

vibrating tools; 
(b) cramp in the hand or forearm, where the person’s work involves prolonged periods of 

repetitive movement of the fingers, hand or arm; 
(c) occupational dermatitis, where the person’s work involves significant or regular exposure 

to a known skin sensitizer or irritant; 
(d) Hand Arm Vibration Syndrome, where the person’s work involves regular use of 

percussive or vibrating tools, or the holding of materials which are subject to percussive 
processes, or processes causing vibration; 

(e) occupational asthma, where the person’s work involves significant or regular exposure to 
a known respiratory sensitizer; or 

(f) tendonitis or tenosynovitis in the hand or forearm, where the person’s work is physically 
demanding and involves frequent, repetitive movements, 

the responsible person shall follow the reporting procedure, subject to regulations 14 and 15. 

Exposure to carcinogens, mutagens and biological agents 

9. Where, in relation to a person at work, the responsible person receives a diagnosis of— 
(a) any cancer attributed to an occupational exposure to a known human carcinogen or 

mutagen (including ionising radiation); or 
(b) any disease attributed to an occupational exposure to a biological agent, 

the responsible person shall follow the reporting procedure, subject to regulations 14 and 15. 

Diseases offshore 

10. Where, in relation to a person at an offshore workplace, the responsible person receives a 
diagnosis of any of the diseases listed in Schedule 3, the responsible person shall follow the 
reporting procedure, subject to regulations 14 and 15. 

Gas-related injuries and hazards 

11.—(1) Where a conveyor of flammable gas through a fixed pipe distribution system, or a 
filler, importer or supplier (except by retail) of a refillable container containing liquefied 
petroleum gas, receives notification of the death, loss of consciousness or taking to hospital of a 
person because of an injury arising in connection with that gas, that person shall— 

(a) notify the Executive of the incident without delay; and 
(b) send a report of the incident to the Executive in an approved manner within 14 days of the 

incident. 
(2) Where an approved person has sufficient information to decide that the design, construction, 

manner of installation, modification or servicing of a gas fitting is or could have been likely to 
cause the death, loss of consciousness or taking to hospital of a person because of— 

(a) the accidental leakage of gas; 
(b) the incomplete combustion of gas; or 
(c) the inadequate removal of the products of combustion of gas, 

the approved person shall send a report of that information to the Executive in an approved 
manner within 14 days of acquiring that information. 

(3) Nothing is reportable— 
(a) under this regulation, if it is notifiable or reportable elsewhere in these Regulations; 
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(b) under paragraph (2), in relation to any gas fitting undergoing testing or examination at a 
place set aside for that purpose; or 

(c) under paragraph (2), if the approved person has previously reported that information. 
(4) In this regulation— 

“approved person” means an employer or self-employed person who is a member of a class of 
persons approved by the Executive for the purposes of regulation 3(3) of the Gas Safety 
(Installation and Use) Regulations (Northern Ireland) 2004(a
“gas fitting” means a gas fitting defined in those Regulations or any flue or ventilation used in 
connection with that fitting; and 

); 

“liquefied petroleum gas” means commercial butane (that is, a hydrocarbon mixture consisting 
predominantly of butane, butylene or any mixture of them) or commercial propane (that is, a 
hydrocarbon mixture consisting predominantly of propane, propylene or any mixture of them) 
or any mixture of commercial butane and commercial propane. 

Recording and record-keeping 

12.—(1) The responsible person shall keep a record of any— 
(a) reportable incident under regulation 4, 5, 6 or 7, which contains the particulars specified 

in paragraphs 5 to 11 of Part II of Schedule 1; 
(b) diagnosis reportable under regulation 8, 9 or 10, which contains the particulars specified 

in paragraphs 12 to 17 of Part II of Schedule 1; 
(c) injury to a person at work resulting from an accident arising out of or in connection with 

that work, incapacitating that person for routine work for more than three consecutive 
days (excluding the day of the accident), which contains the particulars specified in 
paragraphs 18 to 21 of Part II of Schedule 1; and 

(d) other particulars approved by the Executive or DRD for demonstrating compliance with 
the approved manner of reporting under Part I of Schedule 1. 

(2) An entry in the record referred to in paragraph (1) shall be kept for at least three years from 
the date on which it was made, and the record shall be— 

(a) kept at the place where the work to which it relates is carried on, or at the usual place of 
business of the responsible person; and 

(b) in the case of a mine or quarry, available for inspection by any nominated person and 
workmen’s inspectors (excluding any health record of an identifiable individual). 

(3) The responsible person shall send to the relevant enforcing authority such extracts from the 
record required to be kept under paragraph (1) as that enforcing authority may require. 

(4) Any record of injuries, deaths, dangerous occurrences or diseases which the responsible 
person keeps for any other purpose satisfies the requirements of paragraph (1) if it covers the 
injuries recordable under these Regulations and includes the particulars specified in Part II of 
Schedule 1. 

Mines, quarries and offshore site disturbance 

13.—(1) Where there is a reportable incident under regulation 4, 5 or 6 at a mine, quarry or 
offshore workplace, or where there is a dangerous occurrence at a mine or quarry, then the place 
where it happened shall not be disturbed, or anything at that place tampered with before— 

(a) the expiration of three clear days after the matter has been notified in accordance with 
these Regulations; or 

(b) the place has been visited by an inspector and, in the case of a mine or quarry, by 
workmen’s inspectors, if that is sooner. 

                                                 
(a) S.R. 2004 No. 63 amended by S.R. 2006 No. 205 and S.R. 2007 No. 291 
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(2) Nothing in this regulation prohibits any person doing anything by or with the consent of an 
inspector, or which was necessary— 

(a) in the case of a mine or quarry, to secure the safety of the mine or quarry, or of any 
person; or 

(b) in the case of an offshore workplace, to secure the safety or integrity of the workplace or 
of any person, plant, vessel or well. 

(3) In relation to a mine or quarry, this regulation does not apply if an appropriate person— 
(a) has taken adequate steps to ascertain that disturbing the site— 

(i) is unlikely to prejudice any investigation by an inspector into the circumstances of 
the reportable incident; and 

(ii) is necessary to secure the safety of any person at the mine or quarry or to avoid 
disrupting the normal working of the mine or quarry; 

(b) has notified any nominated person, or any person designated in writing by a nominated 
person to receive any such notification, of the proposed disturbance, and gives such a 
person a reasonable opportunity to visit the site before it is disturbed (except in the case 
of a non-fatal accident or dangerous occurrence where any nominated person or person 
designated by them cannot be contacted within a reasonable time); 

(c) has taken adequate steps to ensure that such information is obtained as will enable the 
preparation, without delay, of a full and accurate plan showing the position of any 
equipment or item relevant to the reportable incident immediately after it happened; 

(d) ensures that that plan is signed by the person who prepared it and bears the date on which 
it was prepared, and that a copy of that plan is supplied on request to any nominated 
person or any inspector; and 

(e) ensures that any equipment or item relevant to the reportable incident is kept as it was 
immediately after the incident, until an inspector agrees that it may be disposed of. 

(4) In paragraph (3), “appropriate person” means the responsible person or— 
(a) in the case of a mine, a person appointed in the management structure of that mine; or 
(b) in the case of a quarry, a person appointed in the management structure of that quarry 

established pursuant to regulation 8(1) of the 2006 Regulations. 

Restrictions on the application of regulations 4 to 10 

14.—(1) Where the injury or death of a person arises out of the conduct of any operation on, or 
any examination or other medical treatment of, that person (such operation, examination or other 
treatment being conducted by or under the supervision of a registered medical practitioner or a 
registered dentist), the requirements of regulations 4, 5, 6(1) and 12(1)(b) do not apply. 

(2) Where the injury or death of a person arises out of or in connection with the movement of a 
vehicle on a road, the requirements of regulations 4, 5, 6 and 12(1)(b) do not apply, unless that 
person— 

(a) was injured or killed by an accident involving a train; 
(b) was injured or killed by exposure to a substance being conveyed by the vehicle; 
(c) was engaged in work connected with the loading or unloading of any article or substance 

onto or off the vehicle at the time of the accident, or was injured or killed by the activities 
of another person who was so engaged; or 

(d) was engaged in, or was injured or killed by the activities of another person who was at the 
time of the accident engaged in, work on or alongside a road. 

(3) In paragraph (2)(d), “work on or alongside a road” means work concerned with the 
construction, demolition, alteration, repair or maintenance of— 

(a) the road or the markings or equipment on the road; 
(b) the verges, fences, hedges or other boundaries of the road; 
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(c) pipes or cables on, under, over or adjacent to the road; or 
(d) buildings or structures adjacent to or over the road. 

(4) The injury, death or diagnosis of a member of the armed forces of the Crown or of a visiting 
force, on duty at the time, is not subject to the requirements of regulation 4, 6, 8, 9, 10 or 12(1)(b) 
(and for the purposes of this paragraph a visiting force has the meaning given by section 12(1) of 
the Visiting Forces Act 1952(a

(5) Except in relation to an offshore workplace, regulations 4 to 9 do not apply to anything 
which shall be notified under— 

)). 

(a) the Nuclear Installations Act 1965(b
(b) the Merchant Shipping Act 1988(

); 
c

(c) Orders and Regulations made or to be made under the enactments in (a) and (b); 
); 

(d) the Civil Aviation (Investigation of Air Accidents and Incidents) Regulations 1996(d
(e) the Ionising Radiations Regulations (Northern Ireland) 2000(

); 
e

(f) the Electricity Safety, Quality and Continuity Regulations (Northern Ireland) 2012(
); 

f
(g) the Civil Aviation (Investigation of Military Air Accidents at Civil Aerodromes) 

Regulations 2005(

); or 

g

Restriction on parallel requirements 

). 

15.—(1) Where the responsible person is under more than one requirement to make a 
notification under these Regulations, only one notification is required if the conditions in 
paragraph (3) are met. 

(2) Where the responsible person is under more than one requirement to make a report under 
these Regulations, only one report is required if the conditions in paragraph (3) are met. 

(3) The conditions referred to in paragraphs (1) and (2) are— 
(a) the facts giving rise to each requirement are identical; 
(b) the information required to be provided by each requirement is provided; 
(c) where the requirements have different time limits, the shortest time limit is complied 

with; and 
(d) in the case of a mine or quarry, all steps referred to in paragraph 4 of Part I of Schedule 1 

are complied with. 
(4) Where the responsible person is under more than one requirement to keep a record under 

these Regulations, only one record is required if the facts giving rise to each requirement are 
identical and the particulars required by each requirement are contained in the record. 

Defence 

16. In proceedings against any person for failing to comply with a requirement of these 
Regulations(h

                                                 
(a) 1952 c.67; the definition of “visiting force” was amended by paragraph 14(1) of Schedule 15 to the Criminal Justice Act 

1988 (c.33). 

), it is a defence for that person to prove that they were not aware of the 
circumstances which gave rise to that requirement, so long as that person had taken all reasonable 
steps to be made aware, in sufficient time, of such circumstances. 

(b) 1965 c.57. 
(c) 1988 c.12. 
(d) S.I. 1996/2798; to which there are amendments not relevant to these Regulations. 
(e) S.R. 2000 No. 375 amended by S.R. 2001 No. 436, S.R. 2006 No. 205 and revoked in part by S.R. 2001 No. 436, S.R. 2003 

No. 510 and S.R. 2003 No. 533 
(f) S.R. 2012 No. 381 
(g) S.I. 2005/2693. 
(h) These Regulations do not contain any offences. However, the contravention of any of these Regulations, or any requirement 

or prohibition imposed under them, is an offence under section 31(1) of the 1978 Order. 
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Certificates of exemption 

17.—(1) Subject to paragraph (2)— 
(a) the Executive; and 
(b) DRD in relation to railway use, 

may exempt any person or class of persons from any requirement of these Regulations by a 
certificate in writing, and any such exemption may be granted subject to conditions and with or 
without limit of time and may be revoked by a certificate in writing at any time. 

(2) Such an exemption may not be granted by the Executive or DRD unless, having regard to the 
circumstances of the case and, in particular, to— 

(a) the conditions, if any, which it proposes to attach to the exemption; and 
(b) any other requirements imposed by or under any relevant enactments, 

it is satisfied that the health and safety of persons who are likely to be affected by the exemption 
will not be prejudiced in consequence of it. 

Revocations, amendments and savings 

18.—(1) The revocations listed in Table 1 of Schedule 4 have effect. 
(2) The amendments listed in Table 2 of Schedule 4 have effect. 
(3) Any record or register required to be kept under any instrument revoked by these 

Regulations shall be kept for the same period as if these Regulations had not been made. 

Application within the territorial sea 

19. Within the territorial sea these Regulations shall apply only to and in relation to the premises 
and activities to which any of paragraphs 2 to 9 of Schedule 5 applies. 
 

 

Sealed with the Official Seal of the Department of Enterprise, Trade and Investment on xx March 
2014 

 
 
 

Jackie Kerr 

 
A senior officer of the Department of Enterprise, Trade and Investment 
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SCHEDULE 1 

REPORTING AND RECORDING PROCEDURES 

 PART I 
REPORTING PROCEDURE 

Regulations 4 to 10 

Injuries, fatalities and dangerous occurrences 

1.—(1) Where required to follow the reporting procedure by regulation 4, 5, 6 or 7 (except in 
relation to a mine or quarry), the responsible person shall— 

(a) notify the relevant enforcing authority of the reportable incident by the quickest 
practicable means without delay; and 

(b) send a report of that incident in an approved manner to the relevant enforcing authority 
within 10 days of the incident. 

(2) Sub-paragraph (1)(a) does not apply to a self-employed person who is injured at premises 
owned or occupied by that self-employed person, and it is sufficient compliance with sub-
paragraph (1)(b) for a self-employed person to make arrangements for the report to be sent to the 
relevant enforcing authority by some other person. 

Diseases 

2.—(1) Where required to follow the reporting procedure by regulation 8 or 10, the responsible 
person shall send a report of the diagnosis in an approved manner to the relevant enforcing 
authority without delay. 

(2) It is sufficient compliance with sub-paragraph (1) for a self-employed person to make 
arrangements for the report to be sent to the relevant enforcing authority by some other person. 

Carcinogens, mutagens and biological agents 

3. Where required to follow the reporting procedure by regulation 9 the responsible person shall 
notify the relevant enforcing authority in an approved manner. 

Mines and quarries 

4.—(1) Where required to follow the reporting procedure by regulation 4, 5, 6 or 7 in the case of 
a mine or quarry, the responsible person shall— 

(a) notify the relevant enforcing authority and any nominated person of the reportable 
incident by the quickest practicable means without delay; and 

(b) send a report of that incident in an approved manner— 
(i) to any nominated person within seven days of the incident; and 

(ii) to the relevant enforcing authority within 10 days of the incident. 
(2) Where the responsible person becomes aware of a person subsequently dying as the result of 

an accident which gave rise to an injury reported in accordance with sub-paragraph (1), the 
responsible person shall notify any nominated person of the death. 
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 PART II 
RECORDS 

Regulation 12 

Particulars to be kept in records of any reportable incident under regulations 4 to 7 

5. The date and time of the accident or dangerous occurrence. 

6. In respect of an accident injuring a person at work, that person’s— 
(a) full name; 
(b) occupation; 
(c) injury. 

7. In respect of an accident injuring a person not at work, that person’s— 
(a) full name; 
(b) status (for example “passenger”, “customer”, “visitor” or “bystander”); and 
(c) injury, 

unless these are not known and it is not reasonably practicable to ascertain them. 

8. The place where the accident or dangerous occurrence happened. 

9. A brief description of the circumstances in which the accident or dangerous occurrence 
happened. 

10. The date on which the accident or dangerous occurrence was first notified or reported to the 
relevant enforcing authority. 

11. The method by which the accident or dangerous occurrence was first notified or reported. 

Particulars to be kept in records of any diagnosis reportable under regulations 8 to 10 

12. The date of diagnosis of the disease. 

13. The name of the person affected. 

14. The occupation of the person affected. 

15. The name or nature of the disease. 

16. The date on which the disease was first reported to the relevant enforcing authority. 

17. The method by which the disease was reported. 

Particulars to be kept in records of any injuries to be recorded under regulation 12(1)(c) 

18. The date and time of the accident. 

19. The following particulars of the injured person— 
(a) full name; 
(b) occupation; 
(c) injury. 

20. The place where the accident happened. 

21. A brief description of the circumstances in which the accident happened. 
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 SCHEDULE 2 
DANGEROUS OCCURRENCES 

Regulation 7 

PART I 
GENERAL 

Lifting equipment 

1. The collapse, overturning or failure of any load-bearing part of any lifting equipment, other 
than an accessory for lifting. 

Pressure systems 

2. The failure of any closed vessel or of any associated pipework (other than a pipeline) forming 
part of a pressure system as defined by regulation 2(1) of the Pressure Systems Safety Regulations 
(Northern Ireland) 2004(a

Overhead electric lines 

), where that failure could cause the death of any person. 

3. Any plant or equipment unintentionally coming into— 
(a) contact with an uninsulated overhead electric line in which the voltage exceeds 200 volts; 

or 
(b) close proximity with such an electric line, such that it causes an electrical discharge. 

Electrical incidents causing explosion or fire 

4. Any explosion or fire caused by an electrical short circuit or overload (including those 
resulting from accidental damage to the electrical plant) which either— 

(a) results in the stoppage of the plant involved for more than 24 hours; or 
(b) causes a significant risk of death. 

Explosives 

5. Any unintentional— 
(a) fire, explosion or ignition at a site where the manufacture or storage of explosives 

requires a licence or registration, as the case may be, under regulation 9, 10 or 13 of the 
Manufacture and Storage of Explosives Regulations (Northern Ireland) 2006(b

(b) explosion or ignition of explosives (unless caused by the unintentional discharge of a 
weapon, where, apart from that unintentional discharge, the weapon and explosives 
functioned as they were designed to), 

); or 

except where a fail-safe device or safe system of work prevented any person being endangered as 
a result of the fire, explosion or ignition. 

6. The misfire of explosives (other than at a mine or quarry, inside a well or involving a weapon) 
except where a fail-safe device or safe system of work prevented any person being endangered as 
a result of the misfire. 

7. Any explosion, discharge or intentional fire or ignition which causes any injury to a person 
requiring first-aid or medical treatment, other than at a mine or quarry. 
                                                 
(a) S.R. 2004 No. 222 amended by S.R. 2004 No. 241, S.R. 2005 No. 45, S.R. 2006 No. 173, S.R. 2006 No. 205 and S.R. 2010 

No. 160 
(b) S.R 2006 No. 425 amended by S.R. 2009 No. 248 and S.R. 2010 No. 59 
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8.—(1) The projection of material beyond the boundary of the site on which the explosives are 
being used, or beyond the danger zone of the site, which caused or might have caused injury, 
except at a quarry. 

(2) In this paragraph, “danger zone” means the area from which persons have been excluded or 
forbidden to enter to avoid being endangered by any explosion or ignition of explosives. 

9. The failure of shots to cause the intended extent of collapse or direction of fall of a structure 
in any demolition operation. 

Biological agents 

10. Any accident or incident which results or could have resulted in the release or escape of a 
biological agent likely to cause severe human infection or illness. 

Radiation generators and radiography 

11.—(1) The malfunction of— 
(a) a radiation generator or its ancillary equipment used in fixed or mobile industrial 

radiography, the irradiation of food or the processing of products by irradiation, which 
causes it to fail to de-energise at the end of the intended exposure period; or 

(b) equipment used in fixed or mobile industrial radiography or gamma irradiation, which 
causes a radioactive source to fail to return to its safe position by the normal means at the 
end of the intended exposure period. 

(2) In this paragraph, “radiation generator” means any electrical equipment emitting ionising 
radiation and containing components operating at a potential difference of more than 5kV. 

Breathing apparatus 

12. The malfunction of breathing apparatus— 
(a) where the malfunction causes a significant risk of personal injury to the user; or 
(b) during testing immediately prior to use, where the malfunction would have caused a 

significant risk to the health and safety of the user had it occurred during use, 

other than at a mine. 

Diving operations 

13. The failure, damaging or endangering of— 
(a) any life support equipment, including control panels, hoses and breathing apparatus; or 
(b) the dive platform, or any failure of the dive platform to remain on station, 

which causes a significant risk of personal injury to a diver. 

14. The failure or endangering of any lifting equipment associated with a diving operation. 

15. The trapping of a diver. 

16. Any explosion in the vicinity of a diver. 

17. Any uncontrolled ascent or any omitted decompression which causes a significant risk of 
personal injury to a diver. 

Collapse of scaffolding 

18. The complete or partial collapse (including falling, buckling or overturning) of— 
(a) a substantial part of any scaffold more than 5 metres in height; 
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(b) any supporting part of any slung or suspended scaffold which causes a working platform 
to fall (whether or not in use); or 

(c) any part of any scaffold in circumstances such that there would be a significant risk of 
drowning to a person falling from the scaffold. 

Train collisions 

19. The collision of a train with any other train or vehicle, other than a collision reportable under 
Part V of this Schedule, which could have caused the death, or specified injury, of any person. 

Wells 

20. In relation to a well (other than a well sunk for the purpose of the abstraction of water)— 
(a) a blow-out (which includes any uncontrolled flow of well-fluids from a well); 
(b) the coming into operation of a blow-out prevention or diversion system to control flow of 

well-fluids where normal control procedures fail; 
(c) the detection of hydrogen sulphide at a well or in samples of well-fluids where the 

responsible person did not anticipate its presence in the reservoir drawn on by the well; 
(d) the taking of precautionary measures additional to any contained in the original drilling 

programme where a planned minimum separation distance between adjacent wells was 
not maintained; or 

(e) the mechanical failure of any part of a well whose purpose is to prevent or limit the effect 
of the unintentional release of fluids from a well or a reservoir being drawn on by a well, 
or whose failure would cause or contribute to such a release. 

Pipelines or pipeline works 

21. In relation to a pipeline or pipeline works— 
(a) any damage to, accidental or uncontrolled release from or inrush of anything into a 

pipeline; 
(b) the failure of any pipeline isolation device, associated equipment or system; or 
(c) the failure of equipment involved with pipeline works, 

which could cause personal injury to any person, or which results in the pipeline being shut down 
for more than 24 hours. 

22. The unintentional change in position of a pipeline, or in the subsoil or seabed in the vicinity, 
which requires immediate attention to safeguard the pipeline’s integrity or safety. 

PART II 
DANGEROUS OCCURENCES REPORTABLE EXCEPT IN RELATION TO AN 

OFFSHORE WORKPLACE 

Structural collapse 

23. The unintentional collapse or partial collapse of— 
(a) any structure, which involves a fall of more than 5 tonnes of material; or 
(b) any floor or wall of any place of work, 

arising from, or in connection with, ongoing construction work (including demolition, 
refurbishment and maintenance), whether above or below ground. 

24. The unintentional collapse or partial collapse of any falsework. 
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Explosion or fire 

25. Any unintentional explosion or fire in any plant or premises which results in the stoppage of 
that plant, or the suspension of normal work in those premises, for more than 24 hours. 

Release of flammable liquids and gases 

26. The sudden, unintentional and uncontrolled release— 
(a) inside a building— 

(i) of 100 kilograms or more of a flammable liquid; 
(ii) of 10 kilograms or more of a flammable liquid at a temperature above its normal 

boiling point; 
(iii) of 10 kilograms or more of a flammable gas; or 

(b) in the open air, of 500 kilograms or more of a flammable liquid or gas. 

Hazardous escapes of substances 

27. The unintentional release or escape of any substance which could cause personal injury to 
any person other than through the combustion of flammable liquids or gases. 

PART III 
DANGEROUS OCCURRENCES REPORTABLE IN RELATION TO A MINE 

Fires or ignition of gas 

28. Any outbreak of fire below ground. 

29. Any person being caused to leave any place pursuant to regulation 13(1) of the Coal and 
Other Mines (Fire and Rescue) Regulations (Northern Ireland) 1970(a

30. Any fire on the surface which endangers the operation of any winding or haulage apparatus 
installed at a shaft or unwalkable outlet or of any mechanically operated apparatus for producing 
ventilation below ground. 

) or section 79 of the 1969 
Act, as a result of smoke or other indication that a fire may have broken out below ground. 

31. The ignition of any gas (other than in a safety lamp) or dust below ground. 

32. The unintentional ignition of any gas in part of a firedamp drainage system on the surface or 
in an exhauster house. 

Escapes of gas with solid matter 

33. The violent unintentional escape of gas together with coal or other solid matter into the mine 
workings. 

Failures of plant or equipment 

34. The breakage or unintentional uncoupling of any belt, rope, chain, coupling, balance rope, 
guide rope, rope tensioning system, suspension gear or other gear used for or in connection with— 

(a) carrying persons through any shaft or staple shaft; 
(b) transporting persons below ground; or 
(c) a belt conveyor designated by the mine manager as a man-riding conveyor. 

                                                 
(a) S.R. & O. (N.I.) 1970 No 129 amended by S.R. 1981 No. 339, S.R. 1986 No. 247, S.R. 1991 No. 13, S.R. 1997 No. 455 and 

revoked in part by S.R. 1999 No. 173 
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35. The overwinding of— 
(a) any conveyance being used for the carriage of persons; or 
(b) any other conveyance, which becomes detached from its winding rope. 

36. The bringing to rest of any conveyance operated using the friction of a rope on a winding 
sheave by the apparatus provided— 

(a) in the headframe of the shaft; or 
(b) in the part of the shaft below the lowest landing for the time being in use, 

for the purpose of bringing the conveyance to rest in the event of it being overwound. 

37. The stoppage of any ventilating apparatus (other than an auxiliary fan) for over 30 minutes, 
except for planned maintenance, which causes a reduction in mine ventilation resulting in 
dangerous levels of noxious or flammable gases. 

38. The collapse of any headframe, winding engine house, fan house or storage bunker. 

Breathing apparatus 

39. The malfunction of, or development of a defect in, breathing apparatus or a smoke helmet or 
other apparatus serving the same purpose or a self-rescuer where— 

(a) the malfunction or defect causes, or is likely to cause, a significant risk of personal injury 
to the user; or 

(b) immediately after use and as a result of its use any person receives first-aid or medical 
treatment because of that person’s unfitness or suspected unfitness. 

Emergency escape apparatus 

40. The use of any apparatus— 
(a) provided at a mine in accordance with regulation 4 of the Mines (Safety of Exit) 

Regulations (Northern Ireland) 1998(a
(b) used to leave a mine when apparatus and equipment normally so used is unavailable, 

); or 

other than for the purpose of training and practice. 

Inrushes of gas or flowing material 

41. The inrush of noxious or flammable gas from old workings. 

42. The inrush of water or material which flows when wet from any source. 

Insecure tips 

43. Any event (including any movement of material or any fire) which indicates that a tip to 
which Part 1 of the 1969 Act applies is or is likely to become insecure. 

Locomotives 

44. The bringing to rest of an underground locomotive by means other than its safety circuit 
protective devices or normal service brakes, when not used for testing purposes. 

Falls of ground 

45. Any fall of ground which— 
(a) results from a failure of an underground support system; and 

                                                 
(a) S.R. 1998 No. 375 amended by S.R. 1999 No. 150 
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(b) prevents persons travelling through the area affected by the fall, or otherwise exposes 
them to danger, 

other than one which is part of the normal operations at a mine. 

Accidents causing specified injuries 

46. Any accident in which any person suffers a specified injury. 

PART IV 
DANGEROUS OCCURENCES WHICH ARE REPORTABLE IN RELATION TO 

A QUARRY 

Collapse of storage bunkers 

47. The collapse of any storage bunker. 

Sinking of craft 

48. The sinking of any water-borne craft or hovercraft. 

Projection of substances outside quarry 

49.—(1) Following a blasting operation, the projection of any material beyond the designated 
danger zone or the projection of any material which caused or might have caused injury. 

(2) In this paragraph, “danger zone” means the area determined for each blast under the 
shotfiring rules required by regulation 4(2)(a)(i) and (b) of the Quarries (Explosives) Regulations 
(Northern Ireland) 2006(a

Misfires 

). 

50. Any misfire, as defined by regulation 2 of the Quarries (Explosives) Regulations (Northern 
Ireland) 2006. 

Insecure tips 

51. Any event (including any movement of material or any fire) which indicates that a tip to 
which the 2006 Regulations apply is or is likely to become insecure. 

Movement of slopes or faces 

52. Any movement or failure of an excavated slope or face which— 
(a) could cause the death of any person; or 
(b) adversely affects any building, contiguous land, transport system, footpath, public utility 

or service, watercourse, reservoir or area of public access. 

Explosion or fire in vehicles or mobile plant 

53. Any explosion or fire in— 
(a) a dump truck with a load capacity of at least 50 tonnes; or 
(b) an excavator with a bucket capacity of at least 5 cubic metres, 

                                                 
(a) S.R. 2006 No. 204 amended by S.R. 2006 No. 425 
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which results in the stoppage of that vehicle or plant for more than 24 hours, and which affects— 
(i) any place where persons normally work; or 

(ii) the route of egress from such a place. 

PART V 
DANGEROUS OCCURRENCES WHICH ARE REPORTABLE IN RESPECT OF A 

RAILWAY 

Collision or derailment of passenger trains 

54. Any collision between a passenger train and another train. 

55. The derailment of the whole or part of a passenger train. 

Collision or derailment not involving passenger trains 

56. Any collision between non-passenger trains— 
(a) on a running line, which causes damage to a train; or 
(b) in a siding, which causes damage to a train and an obstruction to a running line. 

57. The derailment of a non-passenger train— 
(a) on a running line, except a derailment during shunting operations which does not obstruct 

any other running line; or 
(b) in a siding, which causes an obstruction to a running line. 

Accidents involving any train 

58. Any collision between a train and a buffer stop which causes damage to the train, except a 
collision in a siding. 

59. A train striking any cattle or horse, whether or not damage is caused to the train, or striking 
any other animal which causes damage necessitating immediate temporary or permanent repair 
(including damage to the windows of the driver’s cab but excluding other damage consisting 
solely in the breakage of glass). 

60. A train on a running line striking or being struck by any object which causes damage 
necessitating immediate temporary or permanent repair (including damage to the windows of the 
driver’s cab but excluding other damage consisting solely in the breakage of glass) or which might 
have been liable to derail the train. 

61. A train, other than one on a railway, striking or being struck by a road vehicle. 

62. A passenger train, or a non-passenger train not fitted with continuous self-applying brakes, 
becoming unintentionally divided. 

Failure of train parts 

63. The failure of— 
(a) an axle; 
(b) a wheel or tyre, including a tyre loose on its wheel; 
(c) a rope or the rope’s fastenings; 
(d) a winding plant or equipment involved in working an incline; or 
(e) any part of a train which is likely to cause an accident to that or any other train, or to 

cause personal injury to any person, 
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which occurs or is discovered whilst the train is on a running line. 

Fire 

64. Any fire— 
(a) in or on any part of a passenger train or a train carrying dangerous goods within the 

meaning of the Carriage of Dangerous Goods and Use of Transportable Pressure 
Equipment Regulations (Northern Ireland) 2010(a

(b) in or on any part of a non-passenger train which was extinguished by a fire-fighting 
service; 

); 

(c) seriously affecting the functioning of signalling equipment; or 
(d) affecting the permanent way or works of a railway which necessitates the suspension of 

services over any line, or the closure of any part of a station or signal box or other 
premises, for a period— 
(i) of more than 30 minutes in the case of any part of a railway below ground; and 

(ii) in any other case, of more than 1 hour. 

Severe electrical arcing or fusing 

65. Severe electrical arcing or fusing— 
(a) in or on any part of any train; or 
(b) which seriously affects the functioning of signalling equipment. 

Level crossings 

66. Any train striking a road vehicle or gate at a level crossing. 

67. Any train running onto a level crossing when not authorised to do so. 

68. The failure of equipment at a level crossing which could cause a significant risk of personal 
injury to users of the road or path crossing the railway. 

The permanent way and other works 

69. The failure of a rail in a running line or of a rack rail, which results in— 
(a) a complete fracture of the rail through its cross-section; or 
(b) in a piece becoming detached from the rail which requires the immediate stoppage of 

traffic or the immediate imposition of a lower speed restriction. 

70. The buckle of a running line which requires the immediate stoppage of traffic or the 
immediate imposition of a lower speed restriction. 

71. An aircraft or vehicle of any kind either landing on, running onto or coming to rest across 
the line, or damaging the line, so as to cause damage— 

(a) which obstructs the line; or 
(b) to any railway equipment at a level crossing. 

72. The runaway of an escalator, lift or passenger conveyor. 

73. The following classes of accident where they are likely to cause an accident to a train or a 
significant risk of personal injury to any person— 

(a) the failure of a tunnel, bridge, viaduct, culvert, station or other structure or any part of it 
including the fixed electrical equipment of an electrified relevant transport system; 

                                                 
(a) S.R. 2010 No. 160 amended by S.R. 2011 No. 365 
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(b) any failure in the signalling system which could cause a significant risk to the safe 
passage of trains other than a failure of a traffic light controlling the movement of 
vehicles on a road; 

(c) a slip of a cutting or of an embankment; 
(d) flooding of the permanent way; 
(e) the striking of a bridge by a vessel or by a road vehicle or its load; or 
(f) the failure of any other portion of the permanent way or works. 

Incidents of signals passed without authority 

74. Any train, travelling on a running line or entering a running line from a siding, passing a 
signal displaying a stop aspect without authority, unless the stop aspect was not displayed in 
sufficient time for the driver to stop safely at the signal. 

PART VI 
DANGEROUS OCCURRENCES WHICH ARE REPORTABLE IN RESPECT OF 

AN OFFSHORE WORKPLACE 

Release of petroleum hydrocarbon 

75. The unintentional release of petroleum hydrocarbon on or from an offshore installation 
which— 

(a) results in— 
(i) a fire or explosion; or 

(ii) the taking of action to prevent or limit the consequences of a potential fire or 
explosion; or 

(b) could cause a specified injury to, or the death of, any person. 

Fire or explosion 

76. Any fire or explosion at an offshore installation, other than one caused by the release of 
petroleum hydrocarbon, which results in the stoppage of plant or the suspension of normal work. 

Release or escape of dangerous substances 

77. The unintentional or uncontrolled release or escape of any substance (other than petroleum 
hydrocarbon) on or from an offshore installation which could cause a significant risk of personal 
injury to any person. 

Collapses 

78. Any unintentional collapse or partial collapse of any offshore installation or of any plant on 
an offshore installation which jeopardises the overall structural integrity of the installation. 

Equipment 

79. The failure of equipment required to maintain a floating offshore installation on station 
which could cause a specified injury to, or the death of, any person. 
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Dropping objects 

80. The dropping of any object on an offshore installation or on an attendant vessel or into the 
water adjacent to an installation or vessel which could cause a specified injury to, or the death of, 
any person. 

Weather damage 

81. Any damage to or on an offshore installation caused by adverse weather conditions and 
which could cause a specified injury to, or the death of, any person. 

Collisions 

82. Any collision between a vessel or aircraft and an offshore installation which causes damage 
to the installation, the vessel or the aircraft. 

83. Any occurrence with the potential for a collision between a vessel and an offshore 
installation where, had a collision occurred, it might have jeopardised the overall structural 
integrity of the installation. 

Subsidence or collapse of seabed 

84. Any subsidence or collapse of the seabed likely to affect the foundations or the overall 
structural integrity of an offshore installation. 

Loss of stability or buoyancy 

85. Any incident which causes the loss of stability or buoyancy of a floating offshore 
installation. 

Evacuation 

86. The partial or complete evacuation of an offshore installation in the interests of safety. 

Falls into water 

87. Any fall of a person into water from more than 2 metres. 
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 SCHEDULE 3 
DISEASES REPORTABLE OFFSHORE 

Regulation 10 

1. Chickenpox. 

2. Cholera. 

3. Diphtheria. 

4. Dysentery (amoebic or bacillary). 

5. Acute encephalitis. 

6. Erysipelas. 

7. Food poisoning. 

8. Legionellosis. 

9. Malaria. 

10. Measles. 

11. Meningitis. 

12. Meningococcal septicaemia (without meningitis). 

13. Mumps. 

14. Paratyphoid fever. 

15. Plague. 

16. Acute poliomyelitis. 

17. Rabies. 

18. Rubella. 

19. Scarlet fever. 

20. Tetanus. 

21. Tuberculosis. 

22. Typhoid fever. 

23. Typhus. 

24. Viral haemorrhagic fevers. 

25. Viral hepatitis. 
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 SCHEDULE 4 
REVOCATIONS AND AMENDMENTS 

Regulation 18 

Table 1 

Revocations 

Title of Regulations Reference Revocation 
The Reporting of Injuries, Diseases and 
Dangerous Occurrences Regulations 
(Northern Ireland) 1997 
 

S.R. 1997 No. 455 The whole rule 

The Diving at Work Regulations (Northern 
Ireland) 2005 
 

S.R. 2005 No. 45 Paragraph 4 of Schedule 3 

The Quarries Regulations (Northern 
Ireland) 2006 

S.R. 2006 No. 205 The entries in Schedule 2 
relating to the Reporting of 
Injuries, Diseases and 
Dangerous Occurrences 
Regulations (Northern 
Ireland) 1997 
 

The Ionising Radiations Regulations 
(Northern Ireland) 2000 
 

S.R. 2000 No. 375 Paragraph 6 of Schedule 10 

The Radiation (Emergency Preparedness 
and Public Information) Regulations 
(Northern Ireland) 2001 
 

S.R. 2001 No. 436 Paragraph 8 of Schedule 11 

The Manufacture and Storage of Explosives 
Regulations (Northern Ireland) 2006 
 

S.R. 2006 No. 425 Paragraph 28 of Part 2 of 
Schedule 6 

The Offshore Installations (Safety Case) 
Regulations (Northern Ireland) 2007 
 

S.R. 2007 No. 247 Paragraph 4 of Schedule 10 
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Table 2 

Amendments 

Title of Regulations Reference Amendment 
The Safety Representatives 
and Safety Committees 
Regulations (Northern 
Ireland) 1979 

S.R. 1979 No. 437 For the first “a” in regulation 6(1) substitute 
“an over three day injury,”; and for regulation 
6(3) substitute “(3) In this regulation— 
“notifiable accident or dangerous occurrence” 
and “notifiable disease” mean any accident, 
dangerous occurrence or disease, as the case 
may be, notice of which is required to be 
given by virtue of any of the relevant 
statutory provisions within the meaning of 
Article 2 of the 1978 Order; and 
“over three day injury” means an injury 
required to be recorded in accordance with 
regulation 12(1)(b) of the Reporting of 
Injuries, Diseases and Dangerous 
Occurrences Regulations (Northern Ireland) 
2014.”. 
 

The Mines (Safety of Exit) 
Regulations (Northern 
Ireland) 1998 

S.R. 1998 No. 375 In regulation 3(5)(c) for the words “person, if 
any, for the time being nominated under 
Schedule 5 to the Reporting of Injuries, 
Diseases and Dangerous Occurrences 
Regulations (Northern Ireland) 1997” 
substitute “nominated person, if any, within 
the meaning of regulation 2(1) of the 
Reporting of Injuries, Diseases and 
Dangerous Occurrences Regulations 
(Northern Ireland) 2014”; and in regulation 
7(5)(b) for the words “person, if any, 
nominated under Schedule 5 to the Reporting 
of Injuries, Diseases and Dangerous 
Occurrences Regulations (Northern Ireland) 
1997” substitute “nominated person, if any, 
within the meaning of regulation 2(1) of the 
Reporting of Injuries, Diseases and 
Dangerous Occurrences Regulations 
(Northern Ireland) 2014”. 
 

The Offshore Installations 
(Safety Representatives 
and Safety Committees) 
Regulations 1989 

S.I. 1989/971 After “notifiable incident” in regulation 
17(3)(a) insert “or an over three day injury”; 
and for regulation 17(6) substitute “(6) In this 
regulation— 
“notifiable incident” means any death, injury, 
disease or dangerous occurrence which is 
required to be reported under the Reporting of 
Injuries, Diseases and Dangerous 
Occurrences Regulations (Northern Ireland) 
2014; and 
“over three day injury” means an injury 
required to be recorded in accordance with 
regulation 12(1)(b) of the Reporting of 
Injuries, Diseases and Dangerous 
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Occurrences Regulations (Northern Ireland) 
2014.”. 
 

The Gas Safety 
(Management) Regulations 
(Northern Ireland) 1997 

S.R. 1997 No. 195 In regulation 7(14) for the words “regulation 
6(1) of the Reporting of Injuries, Diseases 
and Dangerous Occurrences Regulations 
(Northern Ireland) 1986” substitute 
“regulation 11(1) of the Reporting of Injuries, 
Diseases and Dangerous Occurrences 
Regulations (Northern Ireland) 2014”. 
 

The Offshore Installations 
and Wells (Design and 
Construction, etc.) 
Regulations (Northern 
Ireland) 1996 

S.R. 1996 No. 228 In regulation 9(2) for the words “the 
Reporting of Injuries, Diseases and 
Dangerous Occurrences Regulations 
(Northern Ireland) 1986” substitute “the 
Reporting of Injuries, Diseases and 
Dangerous Occurrences Regulations 
(Northern Ireland) 2014”. 
 

The Health and Safety 
(Consultation with 
Employees) Regulations 
(Northern Ireland) 1996 

S.R. 1996 No. 511 In regulation 5(2)(b) for the words 
“regulation 7 of the Reporting of Injuries, 
Diseases and Dangerous Occurrences 
Regulations (Northern Ireland) 1997” 
substitute “regulation 12 of the Reporting of 
Injuries, Diseases and Dangerous 
Occurrences Regulations (Northern Ireland) 
2014”. 
 

The Control of Major 
Accident Hazards 
Regulations (Northern 
Ireland) 2000 

S.R. 2000 No. 93 In regulation 15(4) for the words “the 
Reporting of Injuries, Diseases and 
Dangerous Occurrences Regulations 
(Northern Ireland) 1997” substitute “the 
Reporting of Injuries, Diseases and 
Dangerous Occurrences Regulations 
(Northern Ireland) 2014”. 
 

The Quarries Regulations 
(Northern Ireland) 2006 

S.R. 2006 No. 205 In regulation 34(3) for the words “the 
Reporting of Injuries, Diseases and 
Dangerous Occurrences Regulations 
(Northern Ireland) 1997” substitute “the 
Reporting of Injuries, Diseases and 
Dangerous Occurrences Regulations 
(Northern Ireland) 2014”. 
 

The Construction (Design 
and Management) 
Regulations (Northern 
Ireland) 2007 

S.R. 2007 No. 291 In regulation 19(2)(d) for the words “the 
Reporting of Injuries, Diseases and 
Dangerous Occurrences Regulations 
(Northern Ireland) 1997” substitute “the 
Reporting of Injuries, Diseases and 
Dangerous Occurrences Regulations 
(Northern Ireland) 2014”. 
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 SCHEDULE 5 
 

Regulation 19 

PREMISES AND ACTIVITIES WITHIN THE TERRITORIAL SEA 

Interpretation 

1.—(1) In this Schedule— 
“activity” includes a diving project and standing a vessel by; 
“designated area” means any area designated by Order under section 1(7) of the Continental 
Shelf Act 1964(a
“diving project” has the meaning assigned to it by regulation 2(1) of the Diving at Work 
Regulations (Northern Ireland) 2005(

) and “within a designated area” includes over and under it; 

b

“gas importation and storage zone” has the meaning assigned to it by section 1(5) of the 
Energy Act 2008(

) save that it includes an activity in which a person 
takes part as a diver wearing an atmospheric pressure suit and without breathing in air or other 
gas at a pressure greater than atmospheric pressure; 

c
“offshore installation” shall be construed in accordance with paragraph 2(2) and (3); 

); 

“supplementary unit” means a fixed or floating structure, other than a vessel, for providing 
energy, information or substances to an offshore installation; 
“vessel” includes a hovercraft and any floating structure which is capable of being navigated. 

(2) For the purposes of this Schedule, any structures and devices on top of a well shall be treated 
as forming part of the well. 

(3) Any reference in this Schedule to premises and activities includes a reference to any person, 
article or substance on those premises or engaged in, or, as the case may be, used or for use in 
connection with any such activity, but does not include a reference to an aircraft which is airborne. 

Offshore installations 

2.—(1) This paragraph shall apply within the territorial sea, a designated area or a gas 
importation and storage zone to and in relation to— 

(a) any offshore installation and any activity on it; 
(b) any activity in connection with, or any activity immediately preparatory to an activity in 

connection with, an offshore installation, whether carried on from the installation itself, in 
or from a vessel or in any manner, other than an activity falling within sub-paragraph (4); 

(c) a diving project involving— 
(i) the survey and preparation of the sea bed for an offshore installation; 

(ii) the survey and restoration of the sea bed consequent on the removal of an offshore 
installation. 

(2) Subject to sub-paragraph (3), in this paragraph, “offshore installation” means a structure 
which is, or is to be, or has been, used while standing or stationed in water, or on the foreshore or 
other land intermittently covered with water— 

(a) for the exploitation, or exploration with a view to exploitation, of mineral resources by 
means of a well; 

                                                 
(a) 1964 c. 29; section 1 was amended by the Oil and Gas (Enterprise) Act 1982 (1982 c. 23), Schedule 3, paragraph 1 and by 

the Energy Act 2011 (c. 16), section 103 
(b) S.R. 2005 No. 45, as amended by S.R. 2007 No. 247 
(c) 2008 c. 32; section 1(5) is prospectively amended by the Marine and Coastal Access Act 2009 (c. 23), Schedule 4 Part 1, 

paragraph 5(1) and (2). Section 1(5) of the Energy Act 2008 would continue to define the term “gas importation and storage 
zone” after the amendment 
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(b) for undertaking activities falling within paragraph 6(2); 
(c) for the conveyance of things by means of a pipe; 
(d) for undertaking activities that involve mechanically entering the pressure containment 

boundary of a well: or 
(e) primarily for the provision of accommodation for persons who work on or from a 

structure falling within any of the provisions of heads (a) to (d), 

together with any supplementary unit which is ordinarily connected to it, and all the connections. 
(3) Any reference in sub-paragraph (2) to a structure or supplementary unit does not include— 

(a) a structure which is connected with dry land by a permanent structure providing access at 
all times and for all purposes; 

(b) a well; 
(c) a mobile structure which has been taken out of use and is not yet being moved with a 

view to its being used for any of the purposes specified in sub-paragraph (2); 
(d) any part of a pipeline; and 
(e) a structure falling within paragraph 8(c). 

(4) Subject to sub-paragraph (5), the following activities fall within this paragraph— 
(a) transporting, towing or navigating an installation; 
(b) any of the following activities carried on in or from a vessel— 

(i) giving assistance in the event of an emergency; 
(ii) training in relation to the giving of assistance in the event of an emergency; 

(iii) testing equipment for use in giving assistance in the event of an emergency. 
(iv) putting or maintaining a vessel on stand-by ready for an activity referred to in any of 

sub-heads (i) to (iii). 
(5) Sub-paragraph (4)(b) does not apply in respect of a vessel in or from which an activity is 

carried on in connection with, or any activity that is immediately preparatory to an activity in 
connection with, an offshore installation other than an activity falling within sub-paragraph 4(b). 

Wells 

3.—(1) Subject to sub-paragraph (2), this paragraph applies to and in relation to— 
(a) a well and any activity in connection with it; and 
(b) an activity which is immediately preparatory to any activity in head (a). 

(2) Sub-paragraph (1) includes keeping a vessel on station for the purpose of working on a well 
but otherwise does not include navigation or an activity connected with navigation. 

Pipelines 

4.—(1) This paragraph applies to and in relation to— 
(a) any pipeline; 
(b) any pipeline works; 
(c) the following activities in connection with pipeline works— 

(i) the loading, unloading, fuelling or provisioning of a vessel; 
(ii) the loading, unloading, fuelling, repair and maintenance of an aircraft on a vessel, 
being in either case a vessel which is engaged in pipeline works; or 
(iii) the moving, supporting, laying or retrieving of anchors attached to a pipe-laying 

vessel including the supervision of those activities and giving of instruction in 
connection with them. 
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(2) In this paragraph— 
“pipeline” means a pipe or system of pipes for the conveyance of any thing, together with— 
(a) any apparatus for inducing or facilitating the flow of any thing through, or through part 

of, the pipe or system; 
(b) any apparatus for treating or cooling any thing which is to flow through, or through part 

of, the pipe or system; 
(c) valves, valve chambers and similar works which are annexed to, or incorporated in the 

course of, the pipe or system; 
(d) apparatus for supplying energy for the operation of any such apparatus or works as are 

mentioned in heads (a) to (c); 
(e) apparatus for the transmission of information for the operation of the pipe or system; 
(f) apparatus for the cathodic protection of the pipe or system; and 
(g) a structure used or to be used solely for the support of a part of the pipe or system; 
but not including a pipeline of which no initial or terminal point is situated in the United 
Kingdom, within the territorial sea adjacent to the United Kingdom, or within a designated 
area; 
“pipeline works” means— 
(a) assembling or placing a pipeline or length of pipeline including the provision of internal 

or external protection for it; 
(b) inspecting, testing, maintaining, adjusting, repairing, altering or renewing a pipeline or 

length of pipeline; 
(c) changing the position of or dismantling or removing a pipeline or length of pipeline; 
(d) opening the bed of the sea for the purposes of the works mentioned in heads (a) to (c), and 

tunnelling or boring for those purposes; 
(e) any activities incidental to the activities described in heads (a) to (d); 
(f) a diving project in connection with any of the works mentioned in heads (a) to (e) or for 

the purpose of determining whether a place is suitable as part of the site of a proposed 
pipeline and the carrying out of surveying operations for settling the route of a proposed 
pipeline. 

Mines 

5.—(1) This paragraph applies to and in relation to a mine within the territorial sea or extending 
beyond it, and any activity in connection with it, while it is being worked. 

(2) In this paragraph “mine” has the same meaning as in the Mines Act (Northern Ireland) 
1969(a

Gas Importation and Storage 

). 

6.—(1) Subject to sub-paragraph (3), this paragraph applies within a gas importation and storage 
zone to and in relation to any activities connected with or immediately preparatory to the activities 
set out in sub-paragraph (2). 

(2) The activities are— 
(a) the unloading of gas to an installation or pipeline; 
(b) the storage of gas, whether temporary or permanent, in or under the shore or bed of any 

water; 
(c) the conversion of any natural feature for the purpose of storing gas, whether temporarily 

or permanently; 

                                                 
(a) 1969 c. 6 (N.I.) 
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(d) the recovery of gas stored; 
(e) exploration with a view to, or in connection with, the carrying on of activities within 

heads (a) to (d). 
(3) Sub-paragraph (1) does not apply to an activity falling within sub-paragraph (2) if the 

provisions of this Schedule apply to or in relation to that activity by virtue of paragraph 2(1). 
(4) In this sub-paragraph— 

“gas” means any substance which is gaseous at a temperature of 15°C and a pressure of 
101.325 kPa (1013.25 mb); and 
“installation” includes any floating structure or device maintained on a station by whatever 
means. 

(5) For the purposes of sub-paragraphs (2) and (4), references to gas include any substance 
which consists wholly or mainly of gas. 

Production of Energy from Water or Wind 

7.—(1) This paragraph applies within a renewable energy zone to and in relation to any energy 
structure or activities connected with or preparatory to— 

(a) the exploitation of those areas for the production of energy from water or wind, 
(b) the exploration of such areas with a view to, or in connection with, the production of 

energy from water or wind, or 
(c) the operation of a cable for transmitting electricity from an energy structure. 

(2) In this paragraph— 
“energy structure” means a fixed or floating structure or machine, other than a vessel, which 
is, or is to be, or has been, used for producing energy from water or wind; and 
“renewable energy zone” has the meaning given by section 84(4) of the Energy Act 2004(a

Underground Coal Gasification 

) 
and “within a renewable energy zone” includes over and under it. 

8.   This paragraph applies within a designated area to and in relation to— 
(a) underground coal gasification and any activity in connection with it; 
(b) any activity which is immediately preparatory to any activity in sub-paragraph (a); and 
(c) any fixed or floating structure which is, or is to be, or has been, used in connection with 

the carrying on of activities within sub-paragraphs (a) and (b). 

Other activities 

9.—(1) Subject to sub-paragraph (2), this paragraph applies to and in relation to— 
(a) the construction, reconstruction, alteration, repair, maintenance, cleaning, use, operation, 

demolition and dismantling of any building, or other structure, not being in any case a 
vessel, or any preparation for any such activity; 

(b) the transfer of people or goods between a vessel or aircraft and a structure (including a 
building) mentioned in head (a); 

(c) the loading, unloading, fuelling or provisioning of a vessel; 
(d) a diving project; 
(e) the laying, installation, inspection, maintenance, operation, recovery or repair of a cable; 

                                                 
(a) 2004 c.20; section 84(4) is prospectively amended by the Marine and Coastal Access Act 2009 (c. 23), Schedule 4, Part 1, 

paragraph 4. Section 84(4) of the Energy Act 2004 would continue to define the term “renewable energy zone” after the 
amendment. 
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(f) the construction, reconstruction, finishing, refitting, repair, maintenance, cleaning or 
breaking up of a vessel except when carried out by the master or any officer or member of 
the crew of that vessel; 

(g) the maintaining on a station of a vessel which would be an offshore installation were it 
not a structure to which paragraph 2(3)(c) applies; 

(h) the transfer of people or goods between a vessel or aircraft and a structure mentioned in 
head (g). 

(2) This paragraph does not apply— 
(a) to a case where paragraph 2, 3, 4, 5, 6, 7 or 8 applies; or 
(b) to vessels which are registered outside the United Kingdom and are on passage through 

the territorial sea. 
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EXPLANATORY NOTE 

(This note is not part of the Regulations) 

1. These Regulations revoke and replace, with amendments, the Reporting of Injuries, Diseases 
and Dangerous Occurrences Regulations (Northern Ireland) 1997 (S.R. 1997 No. 455) (“the 1997 
Regulations”). They maintain requirements that the responsible person must notify, and 
subsequently send a report to, the relevant enforcing authority by an approved means in relation to 
fatal and certain non-fatal work-related accidents, specified diseases contracted by persons at work 
and certain specified dangerous occurrences. 

2. Regulation 2 defines certain terms in these Regulations, including “dangerous occurrence”, 
“offshore workplace” and the “reporting procedure” (contained in Schedule 1). Regulation 3 
defines the “responsible person” on whom most requirements in these Regulations are imposed. 
The responsible person is, with some exceptions, the employer of an employee involved in an 
accident or dangerous occurrence, or diagnosed with a reportable disease, or the person controlling 
the place in which an accident or dangerous occurrence takes place. 

3. Regulations 4, 5 and 6 identify reportable accidents arising out of or in connection with work. 
Accidents involving workers which give rise to certain specified injuries, accidents after which 
non-workers are taken to a hospital and any accident resulting in a fatality are all reportable. It is 
intended that non-statutory guidance will clarify how burns are to be considered in relation to 
those specified as reportable. Regulation 7 further provides that the “dangerous occurrences” 
identified in Schedule 2 are reportable. Regulations 8, 9 and 10 identify diseases which are 
reportable where a person undertakes specific kinds of work, where they are attributable to an 
occupational exposure to a biological agent, carcinogen or mutagen, or where they occur at an 
offshore workplace. 

4. Regulation 11 describes situations in which deaths, losses of consciousness or injuries 
resulting in any person being taken to hospital in connection with gas that has been distributed, 
filled, imported or supplied are reportable by the gas worker involved in the distribution, filling, 
import or supply of that gas. It further provides that persons approved under the Gas Safety 
(Installation and Use) Regulations (Northern Ireland) 2004 must report any information leading 
them to believe that the design, construction, installation, modification or servicing of a gas fitting 
might or might have caused the death, loss of consciousness or taking to hospital of any person 
because of the accidental leakage, inadequate combustion or inadequate removal of the products 
of gas. 

5. Regulation 12 establishes that the responsible person must keep a record of reportable 
incidents containing the particulars specified in Part II of Schedule 1. Regulation 13 maintains 
identical requirements from the 1997 Regulations not to disturb the site of a reportable incident 
occurring at a mine, quarry or offshore workplace until certain steps have been taken – unless 
necessary to ensure the safety of any person or of the workplace. 

6. Regulation 14 contains certain restrictions on the application of these Regulations, including 
accidents occurring out of medical treatment being undertaken by or under the supervision of a 
registered medical practitioner, certain road-related accidents, accidents involving members of the 
armed forces and anything which is already notifiable by means of certain other enactments. 
Regulation 15 further establishes that parallel requirements do not apply more than once where the 
same incident gives rise to more than one requirement. The defence in regulation 16 provides for 
persons who have failed to comply with these Regulations because of a lack of knowledge of the 
facts giving rise to the requirements. The defence only applies where the person upon whom the 
requirement is imposed had taken all reasonable steps to have been made aware of such facts. 
Regulation 17 allows the Health and Safety Executive or DRD to grant individual certificates of 
exemption from any requirement of these Regulations to any person or class of persons. 

7. Regulation 18 provides for the revocation of the 1997 Regulations, together with enactments 
amending it in other statutes. It also provides for other consequential amendments (the details of 
which are contained in Schedule 4). Regulation 18 also provides that records which were required 
to be maintained by the Regulations which these Regulations revoke must continue to be kept. 
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8. Regulation 19 and Schedule 5 provides for the Application of these Regulations within the 
territorial sea. 

9. In Great Britain the corresponding legislation is the Reporting of Injuries, Diseases and 
Dangerous Occurrences Regulations 2013 (S.I. 2013/1471). The Great Britain Health and Safety 
Executive has prepared a full impact assessment of the effect that these Regulations will have on 
the costs of business and is available from the Health and Safety Executive for Northern Ireland, 
83 Ladas Drive, Belfast, BT6 9FR. A copy is annexed to the Explanatory Memorandum which is 
available alongside these Regulations at www.legislation.gov.uk. 
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Title: 

Impact Assessment for Proposed Changes to the RIDDOR 
Reporting System 

IA No: HSE0072 

Lead department or agency: 

Health and Safety Executive (HSE) 

Other departments or agencies:  

Office of Rail Regulation (ORR) 

Impact Assessment (IA) 

Date: 08/02/2013 

Stage: Final 

Source of intervention: Domestic 

Type of measure: Secondary Legislation 

Contact for enquiries: 

David.Charnock@hse.gsi.gov.ukDavid.Charnock@hse.gsi.gov.ukDavid.Charnock@hse.gsi.gov.ukDavid.Charnock@hse.gsi.gov.uk    
Kyran.Donald@hse.gsi.gov.ukKyran.Donald@hse.gsi.gov.ukKyran.Donald@hse.gsi.gov.ukKyran.Donald@hse.gsi.gov.uk 

 

 

 

 

 

 

Summary: Intervention and Options  RPC Opinion: Green 

 
Cost of Preferred (or more likely) Option 

Total Net Present 
Value 

Business Net 
Present Value 

Net cost to business per 
year (EANCB on 2009 prices) 

In scope of One-In, 
Two-Out? 

Measure qualifies as 
 

£1.30m £0.27 £-0.03 Yes OUT 

What is the problem under consideration? Why is government intervention necessary? 

The Reporting of Injuries, Diseases and Dangerous Occurrences Regulations 1995 (as amended) 
(RIDDOR) came into force in 1996.  A public consultation in 2005, and two subsequent reviews of the 
British occupational health and safety system by Lord Young (2010) and Professor Löfstedt (2011) showed 
a need to simplify and clarify the reporting and recording requirements.  These proposals, as informed by 
the 2012 public consultation, aim to achieve this, thereby meeting the Government’s commitment to 
implement the two reports’ recommendations while retaining information with respect of HSE's areas of key 
priority. As part of the Red Tape Challenge process, the Government has made a commitment to have 
revised regulations in place by 2013. 

 
What are the policy objectives and the intended effects? 

HSE primarily aims to simplify and clarify the RIDDOR reporting requirements for occupational accidents, 
dangerous occurrences and diseases, as recommended by Professor Löfstedt in his report, “Reclaiming 
Health and Safety for All.” In addition, the proposed changes seek to ensure the continued availability of 
information required for effective regulation, whilst removing reporting requirements for data which is rarely 
used, or could be otherwise obtained. The regulations also serve to implement a number of EU Directive 
requirements. The proposals have been modified in light of consultation responses, including responses 
from businesses, Trades Unions and co-regulators. The revised proposals address particular concerns 
associated with serious accidents to members of the public, work-related ill health and rail incidents.   

 
What policy options have been considered, including any alternatives to regulation? Please justify preferred 
option (further details in Evidence Base) 

The three policy options considered in this impact assessment are 1) Do Nothing, 2) Amend RIDDOR as 
originally proposed in the public Consultative Document and 3) Amend RIDDOR largely as originally 
proposed, but with modified reporting requirements for accidents to members of the public, work-related ill 
health and rail-specific dangerous occurrences.  Policy Option 3 is preferred as it addresses significant 
concerns raised through the consultation process while still reducing burdens on business, delivers a small 
OUT under the Government's One-In Two-Out policy and meets the government Red Tape Challenge 
commitment to implement the recommendations of the two reviews of the health and safety system in Great 
Britain. In addition to the options considered in this impact assessment, a range of options were considered 
at both the policy development stage and post-consultation, but were not taken further as they were not 
deemed to be feasible or the potential benefits were not felt to justify the associated costs.  

 

Will the policy be reviewed?  It will be reviewed.  If applicable, set review date:  05/17 

Does implementation go beyond minimum EU requirements? Yes 

Are any of these organisations in scope? If Micros not 
exempted set out reason in Evidence Base. 

Micro 
Yes 

< 20 
 Yes 

Small 
Yes 

Medium 
Yes 

Large 
Yes 

What is the CO2 equivalent change in greenhouse gas emissions?  
(Million tonnes CO2 equivalent)   

Traded:    

NA 
Non-traded:    

NA 

I have read the Impact Assessment and I am satisfied that, given the available evidence, it represents a 
reasonable view of the likely costs, benefits and impact of the leading options. 
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Signed by the responsible Minister:   Date:       
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Summary: Analysis & Evidence Policy Option 1 
Description:  Do Nothing 

FULL ECONOMIC ASSESSMENT 

Price Base 
Year  NA 

PV Base 
Year  NA 

Time Period 
Years  NA 

Net Benefit (Present Value (PV)) (£m) 

Low: NA High: NA Best Estimate: 0 
 

COSTS (£m) Total Transition  
 (Constant Price) Years 

 

Average Annual  
(excl. Transition) (Constant Price) 

Total Cost  
(Present Value) 

Low  NA 

NA 

NA NA 

High  NA NA NA 

Best Estimate NA NA NA 

Description and scale of key monetised costs by ‘main affected groups’  

This is the baseline, and therefore there are no monetised costs. 

Other key non-monetised costs by ‘main affected groups’  

There is a reputational risk to HSE for failing to implement Government policy. 

BENEFITS (£m) Total Transition  
 (Constant Price) Years 

 

Average Annual  
(excl. Transition) (Constant Price) 

Total Benefit  
(Present Value) 

Low  NA 

NA 

NA NA 

High  NA NA NA 

Best Estimate NA NA NA 

Description and scale of key monetised benefits by ‘main affected groups’  

This is the baseline, and therefore there are no monetised benefits. 

Other key non-monetised benefits by ‘main affected groups’  

This is the baseline, and therefore there are no non-monetised benefits. 

Key assumptions/sensitivities/risks Discount rate (%) 

 

NA 

NA 

 
BUSINESS ASSESSMENT (Option 1) 

Direct impact on business (Equivalent Annual) £m:  In scope of OITO?   Measure qualifies as 

Costs: NA Benefits: NA Net: NA No NA 
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Summary: Analysis & Evidence Policy Option 2 
Description:  Reporting only of Fatal Injuries to workers and members of the public, Major Injuries (revised list) 
and Over-7-Day Injuries to workers and certain Dangerous Occurrences and Gas Events 

FULL ECONOMIC ASSESSMENT 

Price Base 
Year  2012 

PV Base 
Year  2013 

Time Period 
Years  10 

Net Benefit (Present Value (PV)) (£m) 

Low: 10.86 High: 13.67 Best Estimate: 12.26 
 

COSTS (£m) Total Transition  
 (Constant Price) Years 

 

Average Annual  
(excl. Transition) (Constant Price) 

Total Cost  
(Present Value) 

Low  1.4 

1 

NA 1.4 

High  4.2 NA 4.2 

Best Estimate 2.8 NA 2.8 

Description and scale of key monetised costs by ‘main affected groups’  

The costs to business accrue from familiarisation, which totals a best estimate of £2.4 million and updating 
IT systems with a best estimate of £320 thousand.  There are costs to HSE and the ORR from facilitating 
the changes of an estimated £90 thousand.  These are all one-off costs. 

Other key non-monetised costs by ‘main affected groups’  

Since consultation, HSE has given further consideration to the impact on employers’ management of health 
and safety and its own regulatory requirements. Based on responses from the public and co-regulators, 
HSE assesses that there is likely to be a significant negative operational impact from the changes originally 
proposed at consultation stage. In addition, the original proposals did not sufficiently implement certain EU 
legal obligations. HSE now seeks to address these issues through the proposal of Option 3. This is 
discussed further in the evidence base.    

BENEFITS (£m) Total Transition  
 (Constant Price) Years 

 

Average Annual  
(excl. Transition) (Constant Price) 

Total Benefit  
(Present Value) 

Low  NA 

NA 

NA NA 

High  NA NA NA 

Best Estimate NA 1.7 15.0 

Description and scale of key monetised benefits by ‘main affected groups’  

There are annual cost savings resulting from the reduced number of RIDDOR reports submitted of £1.7 
million per annum.  Of this, it is estimated that business would save £880 thousand annually and 
government would save £860 thousand annualy. This gives rise to present value savings of about £15 
million, of which around £7.6 million accrues to business and £7.4 million to Government. Cost savings 
have been calculated on best estimates without a range of uncertainty as HSE have taken a simplified 
approach to modelling and the results are not particularly sensitive to arbitrary levels of uncertainty. 

Other key non-monetised benefits by ‘main affected groups’  

It is expected that the simplification of the reporting requirements under RIDDOR would yield a benefit to 
reporters through reduced effort in determining whether incidents are reportable or not. It is also anticipated 
that, with clearer requirements, the number of reports submitted for non-reportable incidents would reduce. 

Key assumptions/sensitivities/risks Discount rate (%) 

 

3.5 

There is a risk that if the compliance rate with RIDDOR increases as a result of the proposed changes and 
simplifications then the cost savings will reduce.  As HSE has no way of estimating the likely increase in 
compliance rates, it is assumed that compliance does not change.  This is discussed further in the evidence 
base. 

 
BUSINESS ASSESSMENT (Option 2) 

Direct impact on business (Equivalent Annual) £m:  In scope of OITO?   Measure qualifies as 

Costs: 0.3 Benefits: 0.9 Net: 0.6 Yes OUT 



ANNEX C 

80 
 

Summary: Analysis & Evidence Policy Option 3 
Description:  Revision of list of reportable Major Injuries, Ill Health conditions and certain Dangerous 
Occurrences and Gas Events 

FULL ECONOMIC ASSESSMENT 

Price Base 
Year  2012 

PV Base 
Year  2013 

Time Period 
Years  10 

Net Benefit (Present Value (PV)) (£m) 

Low: £0.78 High: £1.82 Best Estimate: £1.30 
 

COSTS (£m) Total Transition  
 (Constant Price) Years 

 

Average Annual  
(excl. Transition) (Constant Price) 

Total Cost  
(Present Value) 

Low  £0.5 

1 

NA £0.5 

High  £1.5 NA £1.5 

Best Estimate £1.0 NA £1.0 

Description and scale of key monetised costs by ‘main affected groups’  

The costs to business arise from familiarisation with a best estimate cost of £580 thousand and updating IT 
systems with a best estimate cost of £320 thousand. Familiarisation costs are lower under Option 3 than 
Option 2 due to the reduced scope of the proposed amendments. There are costs to HSE and the ORR 
from facilitating the changes of an estimated £90 thousand.  These are all one-off costs. 

Other key non-monetised costs by ‘main affected groups’  

HSE considers that the retention of certain reporting requirements in respect of accidents to members of the 
public, work-related ill health and rail-specific dangerous occurrences will mitigate the operational and legal 
risks posed by the proposals under Option 2.  

BENEFITS (£m) Total Transition  
 (Constant Price) Years 

 

Average Annual  
(excl. Transition) (Constant Price) 

Total Benefit  
(Present Value) 

Low  NA 

NA 

NA NA 

High  NA NA NA 

Best Estimate NA £0.3 £2.3 

Description and scale of key monetised benefits by ‘main affected groups’  

It is expected that reduced RIDDOR reporting under Option 3 would yield cost savings of around £265 
thousand per annum. Of this, it is estimated that £135 thousand accrue to business and £130 thousand to 
Government. This gives rise to present value savings of £2.3 million, of which £1.17 million accrues to 
business and £1.1 million to Government. Cost savings have been calculated on best estimates without a 
range of uncertainty as HSE have taken a simplified approach to modelling and the results are not 
particularly sensitive to arbitrary levels of undertainty.  

Other key non-monetised benefits by ‘main affected groups’  

It is expected that the simplification of the reporting requirements under RIDDOR would yield a benefit to 
reporters through reduced effort in determining whether incidents are reportable or not. It is also anticipated 
that, with clearer requirements, the number of reports submitted for non-reportable incidents would reduce. 

Key assumptions/sensitivities/risks Discount rate (%) 

 

3.5 

Given the small anticipated net benefit to business, this position is particularly sensitive to the cost of 
familiarisation, which forms the majority of business costs.  
There is a risk that if the compliance rate with RIDDOR increases as a result of the proposed changes and 
simplifications then the cost savings will reduce.  As HSE has no way of estimating the likely increase in 
compliance rates, it is assumed that compliance does not change.  This is discussed further in the evidence 
base. 

 
BUSINESS ASSESSMENT (Option 3) 

Direct impact on business (Equivalent Annual) £m:  In scope of OITO?   Measure qualifies as 

Costs: £0.1 Benefits: £0.1 Net: £0.0 Yes OUT 
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Evidence Base (for summary sheets) 

Problem under Consideration 
 

1. HSE aims to simplify, clarify and improve Britain’s occupational accident and disease 
reporting requirements, under the Reporting of Injuries, Diseases and Dangerous 
Occurrences Regulations 1995 (as amended) (RIDDOR).  The current regulations have 
been in force since 1996, and place duties on employers, occupiers of work premises 
and the self employed which require: 

 

• The prompt reporting of all fatal accidents, and those which result in “major injuries” 
to workers as defined; 

• The reporting of accidents which result in non-workers being taken to hospital for 
treatment; 

• The reporting of certain diseases when diagnosed by a doctor and associated with 
the work being undertaken by the sufferer; 

• The reporting of any accidents resulting in the incapacitation of a worker for a 
specified period. (In April 2012, the relevant period of incapacitation was extended 
from over-3-days to over-7-days); 

• The reporting of various other incidents in specific industry sectors, such as 
offshore hydrocarbon releases and dangerous gas fittings. 

 
2. HSE is seeking to address a number of issues and concerns which have arisen over time 

in respect of the RIDDOR requirements, and in particular are responding to a clear 
commitment by HM Government to have a simpler accident reporting regime in place by 
2013.  

 

Rationale for Intervention 
 

3. In October 2010, the Government report, “Common Sense, Common Safety” 
recommended that HSE re-examine the operation of RIDDOR to ensure that it was the 
best approach to providing an accurate national picture of workplace accidents. This 
report also mandated the specific change in the reporting requirements relating to the 
incapacitation of a worker from over-3-days to over-7-days.  

 
4. In 2011, Professor Löfstedt in his report “Reclaiming Health and Safety for All: An 

independent review of health and safety legislation” identified a number of issues 
associated with the RIDDOR regulations. In particular, the report identified concerns that 
the categories of reportable accidents were unnecessarily complicated, and that it was 
often time consuming for organisations to determine if accidents and incidents should be 
reported. Professor Löfstedt recommended that RIDDOR be amended to provide clarity 
for businesses on how to comply, by reducing ambiguity over reporting requirements, 
particularly in relation to incidents involving members of the public. The Government 
accepted this recommendation, and have undertaken to do this by 20131. Responses to 
the 2012 public consultation on the present proposals to amend RIDDOR have 
reinforced the finding that the existing requirements create difficulties for those with 
reporting duties. 61% of respondents answered “yes” to the question “Has your 
organisation ever experienced difficulty or uncertainty in determining whether incidents 
must be reported under RIDDOR?”  38% of those who answered “yes” were from 
business.  

                                            
1
 http://www.dwp.gov.uk/docs/lofstedt-report-response.pdf 
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5. In the same report, Professor Löfstedt also recommended that the self-employed should 

be exempted from health and safety law, where their work poses no potential risk of harm 
to others. The Government accepted this recommendation, and undertook to implement 
this by 2013.  It is proposed that the self employed who pose no potential risk of harm to 
others will be made exempt from RIDDOR but the costs and benefits of doing so will be 
captured in a separate impact assessment explicitly looking at this policy. 

 
6. The above reports and government commitments represent key factors in the rationale 

for changing the existing regulations. These are complemented by the findings of both 
the 2012 public consultation on the proposals to revise RIDDOR, and a previous 2005 
public consultation, which also showed a need to simplify and clarify the reporting and 
recording requirements.2  

 
7. In addition to the need to simplify and clarify the requirements, analysis of the operation 

of the existing reporting regime has also identified issues with compliance, and the 
quality of information received. Compliance with RIDDOR is known to be low. While the 
enforcing authorities are informed about almost all relevant fatal workplace injuries, it is 
known that non-fatal injuries are substantially under-reported. Currently, it is estimated 
that just over half of all such injuries to employees are actually reported, with the self-
employed reporting a much smaller proportion. Stakeholder engagement suggests that 
this is attributable to the complexity of the requirements; perceived fears of over-zealous 
enforcement; and confusion over whether reports required from other agencies satisfy 
the RIDDOR reporting requirements.3  

 
8. The quality and reliability of the information received via RIDDOR is also often poor in 

comparison with other data sources. For example, the information regarding reported 
incidents of occupational disease is: 

 

• frequently received too late to act as a reliable trigger for investigation by the 
regulatory authority; and 

• so incomplete that it is not regarded as an appropriate data set for statistical analysis 
of occupational ill health in Britain. 

 
9. The rationale for intervention can therefore be summarised as: 
 

• To simplify and clarify the reporting requirements in accordance with the findings of 
two recent Government reports and the findings of a fundamental review of the 
RIDDOR regulations conducted in 2005; 

• To reduce the legislative reporting burden on business by removing reporting 
requirements where the information is not used or could be better obtained from other 
sources4; and 

• To address issues associated with poor compliance and poor data quality with the aim 
to improve them both through clearer and simpler requirements.  

 

Policy Objective 
 

                                            
2
 Results and discussion of the 2005 consultation are published [ http://www.hse.gov.uk/aboutus/meetings/hscarchive/2005/061205/ca10.htm ] 

3
 For more information, please see HSE (2007) An Investigation of Reporting of Workplace Accidents Under RIDDOR Using the Merseyside 

Accident Information Model [ http://www.hse.gov.uk/research/rrpdf/rr528.pdf ] 
4
 Including removing the legislative reporting burden from the self-employed whose work poses no risk to others, in accordance with a clear 

Government commitment. This is discussed in a separate impact assessment. 
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10.  The primary objective of the proposal to revise the RIDDOR regulations is to simplify, 
clarify and improve the regulatory system for the reporting of workplace accidents, 
incidents and diseases. It is vital to ensure that the supply of useful information is 
retained, and to facilitate improved reporting of such information. However, businesses 
should not be required to provide information which is either not used or could be better 
obtained from other sources.  

 
11. To this end, it is considered that any new reporting requirements should: 
 

• Reflect the operational information requirements of enforcing authorities including HSE 
and Local Authorities (i.e. requiring the reporting of individual incidents which are 
serious, which are unlikely to be brought to regulators’ attention by other means, and 
which reflect established priorities for regulatory attention.) 

• Provide sufficient data for HSE and others to prioritise work and act in a risk-based 
manner. 

• Continue to provide sufficient data for statistical and intelligence purposes, including to 
meet European and other international obligations. 

• Simplify and clarify reporting requirements, by: 
o Removing duties to report matters where the information is of little use or 

unreliable (e.g. in relation to some occupational diseases.) 
o Removing duties to report matters where there are other legally binding or 

established mechanisms in place to inform other agencies and regulators 
about incidents and issues. 

o Reviewing and clarifying the language of the regulations, to make 
compliance easier.5 

 
12. The proposed revision is intended to provide a reporting mechanism that is appropriate 

for HSE’s current and anticipated needs, which allows regulators including HSE and local 
authorities to operate effectively, and which is proportionate in its demands upon 
business.  

 
13. The proposals do not represent any fundamental change to established HSE policy or 

strategic objectives. As such, there is no intention to widen the scope of the existing 
RIDDOR requirements, e.g. into areas where HSE and other enforcing authorities do not 
have primacy, such as work-related road traffic accidents.  

 

Description of Options Considered 
 

14. The RIDDOR requirements are complex, and have a broad scope applying across all 
industry sectors. In furtherance of the government commitment to Professor Löfstedt’s 
recommendation that RIDDOR and its associated guidance be amended, and in 
accordance with obligations under the Health and Safety at Work etc, Act 1974, HSE 
was required to consult upon a specific proposal for legislative change. The HSE Board 
agreed proposals which would meet the policy objectives outlined above, as presented 
within the Consultation Document (Option 2, below). The intention underlying the public 
consultation was to present this proposal as a suite of changes, and to elicit comment on 
each aspect of the proposal in order to inform further consideration and development by 
HSE.  

 
15. In light of the consultation feedback and also in response to certain EU legal obligations, 

specific aspects of the consultation proposal represented by Option 2 have been 

                                            
5
 As footnote 4, the additional revocation of reporting requirements from the self-employed whose work poses no harm to others will be 

discussed in a separate impact assessment. 
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modified. These modifications are presented as Option 3, and represent HSE’s 
considered proposal following consultation and discussion both internally and with co-
regulators including Local Authorities. In early 2013, this revised position was agreed by 
the HSE Board as fulfilling the stated Government commitment while addressing the 
significant concerns raised through consultation.  

 

Option 1 – Do Nothing 

 
16. Option 1 is the ‘Do Nothing’ or baseline option. Under this option, no changes to 

RIDDOR would be made and the status-quo would continue. Given the clear policy 
commitment to simplify and clarify the regulations, this option is considered purely as a 
baseline against which the impact of the revised regulations can be assessed. 

 

Option 2 – Reporting only of Fatal Injuries to workers and members of the 
public, Major Injuries (revised list) and Over-7-Day injuries to workers and 
certain Dangerous Occurrences and Gas Events  

 
17. This option would remove the RIDDOR reporting requirement in respect of occupational 

diseases, and would reduce the scope of reporting requirements in respect of both major 
injuries and dangerous occurrences. For example, the dislocation of a joint or a 
temporary loss of sight would no longer be classed as a major injury. Certain dangerous 
occurrences, which are not associated with major hazard sectors or high risk activities, 
would no longer require reporting.  Employers and persons in control of work premises 
would only report the following that are currently within the scope of RIDDOR: 

 

• All deaths to both workers and people not at work  

• All major injuries (the revised list which can be found in paragraphs 69 to 77) to 
people at work 

• Over-seven day (O7D) injuries to people at work. 

• Dangerous occurrences associated with higher-risk industries and activities. 

• Domestic gas events. 
 

18. Those self-employed who pose no risk to others will be made exempt from RIDDOR.  
The analysis of this change is considered in the impact assessment that looks at the 
policy of exempting this group of self employed people from health and safety legislation 
more generally, and so is not considered further in this impact assessment to avoid 
double counting of costs and benefits.6 

 

Option 3 - Revision of list of reportable Major Injuries, Ill Health conditions 
and certain Dangerous Occurrences and Gas Events 

 
19. This option would be to revise the reporting requirements with respect to major injuries 

and dangerous occurrences in the same manner as Option 2. However, it would retain 
the status quo for reporting of non-fatal injuries to non-workers, and rather than revoking 
the reporting requirements for occupational ill health would seek to revise and simplify 
the list of reportable ill health conditions from the current 47 specified conditions to eight. 
Two of these implement specific requirements of EU Directives on Biological Agents and 
work-related cancers, and the remaining six represent the most frequently reported types 

                                            
6
 The consultation-stage impact assessment for the exemption of the self-employed is published at Appendix A at the following address 

 [ http://consultations.hse.gov.uk/gf2.ti/f/16802/442789.1/PDF/-/CD242%20Complete.pdf  ] 
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of ill health under the existing reporting requirements. This information is of value to 
regulators in targeting and prioritising regulatory interventions in a risk-based manner.  In 
addition, in the light of EU rail incident reporting requirements, and revised information 
from the Office of Rail Regulation, it is now proposed to retain all but one of the railways-
specific dangerous occurrences that would have been revoked under Option 2.  

 
20. Employers and persons in control of work premises would only report the following that 

are currently within the scope of RIDDOR: 
 

• All deaths to both workers and people not at work  

• All major injuries (the revised list which can be found in paragraphs 69 to 77) to 
people at work 

• Over-seven day (O7D) injuries to people at work. 

• Dangerous occurrences associated with higher-risk industries and activities. 

• Domestic gas events. 

• Non-fatal injuries to non-workers requiring hospital treatment 

• The following ill health conditions: 
o Hand Arm Vibration Syndrome 
o Carpal tunnel syndrome 
o Dermatitis 
o Severe cramp of the arm 
o Tendonitis  
o Occupational asthma 
o Any work-related cancer 
o Any disease arising from a work-related exposure to a Biological Agent. 

 
21. This option addresses concerns raised through the public consultation process, including 

dialogue with co-regulators and regulatory specialists within HSE. With respect to non-
fatal injuries to members of the public, the key aspects of the consultation analysis 
are presented below: 

 

• 56% of respondents in consultation did not agree with removing the requirement 
to report non-fatal accidents to non-workers, with representatives from “public-
facing” industries including fairgrounds and the rail sector expressing particular 
concern, on the basis that in such industries it is predominantly non-workers who 
may be most at risk from work-related accidents.  

• Whilst it was generally agreed that such a change would make compliance 
easier, a number of potential negative consequences were identified, including: 
o A reduction in the information available to regulatory bodies, and 

consequently their ability to promptly investigate individual incidents. 
o The loss of data or intelligence that is of some value at national, sector or 

company level. 
o The potential for significant failures to be missed, posing continued risk to 

workers and non-workers alike.  
o Concern that such changes could ultimately lead to lower standards and 

afford less protection to non-workers. 
  

22. In light of these concerns, HSE considered several alternative thresholds for reporting 
accidents to members of the public, including sector-specific requirements, and 
requirements based on the severity of injury. However, these were considered 
inappropriate by HSE due to their impracticality and because they represented no 
significant simplification of the reporting requirements. The proposal under Option 3 is to 
make no change. Option 3 is the best way of ensuring the continued supply of important 
information, whilst minimising unnecessary burdens on business arising from legislative 
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change (i.e. it avoids some familiarisation time and cost associated with new 
requirements for non-worker accidents under Option 2).  

 
23. For occupational ill health, whilst there was overall support for the proposal under 

Option 2 to remove most reporting requirements from businesses, strong concerns were 
expressed across a range of industry sectors, including Local Authority co-regulators and 
trades unions. Consultation responses suggested that: 

• The proposed change would have a detrimental impact on standards and hazard 
control, since reporting requirements serve to raise awareness of health issues 
among dutyholders and ultimately a lesser priority may be afforded to such risks; 
and  

• The proposed change would result in a significant loss of information to regulatory 
bodies, compromising their ability to investigate where there is a continuing risk and 
to identify trends and set priorities. 

 
24. In light of these concerns, reporting requirements are proposed which retain a limited list 

of short-latency diseases where immediate intervention is justified and where the 
information is of significant use for regulatory purposes. The proposal is to add these to 
the list containing the two categories of long-latency health conditions where reports are 
required by virtue of EU requirements on Occupational Cancer and Biological Agents. 
The short latency conditions are given in paragraph 20. 

 
25. Following publication of the Consultative Document, revised information was received 

from the Office of Rail Regulation (ORR) regarding those incidents that they require 
reporting to them from a regulatory perspective. In particular, whilst there are alternative 
mechanisms in place allowing the collection of relevant information from major rail 
operators, such systems are not in place for other dutyholders in the sector, such as the 
operators of tram-systems or heritage railways. The consultation process also highlighted 
the relevance of the reporting requirements associated with the Common Safety 
Indicators established through EU Directive 2004/49/EC.  

 
26. In light of this new information, revised reporting requirements relating to the rail sector 

are proposed by ORR. Under Option 2, reporting requirements for thirteen rail-specific 
Dangerous Occurrences were to be removed. Under Option 3, it is proposed by ORR to 
retain all but one of these rail-specific Dangerous Occurrences (the one exception being 
for Dangerous Occurrence 71 (DO 71), which deals with passenger congestion at 
stations rather than the risk to train movements). The impact of all option on the railways 
is discussed fully in the ORR impact assessment at Annex 1. 

 

Analysis of Costs and Benefits 
 

Assumptions 

 
27. This impact assessment considers costs and benefits that extend into the future.  

Consequently, it is important for any monetised impacts to be expressed in present 
values to enable comparison between policy options.  The discount rate used to generate 
these present values is defined in the Green Book7 as 3.5% per annum for any appraisal 
period of less than 30 years. 

 

                                            
7
 http://www.hm-treasury.gov.uk/d/green_book_complete.pdf 
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28. Guidance issued by the Department for Business, Innovation and Skills8 states that 
where a policy has costs and benefits that extend into the future and the policy has no 
identifiable end point, the impacts of the policy should be appraised over ten years.  As 
this is the case for this policy, an appraisal period of ten years is used when considering 
the impact of costs and benefits in the future. 

 
29. Where an individual or company is required to spend time doing something identified in 

this impact assessment, the value of their time (referred to as the opportunity cost of 
time) is approximated using wage data from the Annual Survey of Hours and Earnings 
(ASHE)9.  The wage data extracted from ASHE is then uprated by 30% to reflect non-
wage costs such as employer pension or National Insurance contributions, in line with 
guidance from the Green Book.  The exception is where time spent by HSE is valued, in 
which case an internal source of data, the Global Ready Reckoner, is used.  The wage 
data extracted from this source is not uprated by 30% as it already contains all non-wage 
costs. 

 

Calculation of the Cost of a RIDDOR Report 

 
30. A previous impact assessment10 was conducted in 2011 that estimated the impact of 

changing the RIDDOR reporting requirement for lost time injuries from over 3 days to 
over 7 days.  In that impact assessment, which was deemed fit for purpose by the 
Regulatory Policy Committee11, assumptions were made about the cost of submitting a 
RIDDOR report for HSE, Local Authorities (LAs) and employers.  These assumptions 
have been updated to reflect the latest data available on wages and to take account of 
new evidence, but the underlying methodology has remained the same. 

 
31. The average cost of a RIDDOR report to industry is estimated to be 33-and-a-half 

minutes of a manager’s time taken to complete a report.  This is based on evidence from 
HSE experts and quantitative data supplied by individuals submitting RIDDOR reports. 
The time includes 10 minutes to fill in the accident book following the accident, 10 
minutes to gather the additional required information and prepare to submit the report, 11 
minutes to fill the e-form in (the method now used to submit reports to HSE) and 2-and-a-
half minutes to print the completed form off and file it. The time taken to fill in the online 
form is four minutes less than assumed under the consultation stage impact assessment. 
This is due to recent evidence gathered by HSE via a questionnaire attached to the 
online RIDDOR form that asked people how long they had taken to complete it at the 
point of submission. The questionnaire received over two thousand responses.  

 
32. Responses in consultation did not provide compelling evidence for altering the other 

components of the 33-and-a-half minute assumption. Estimates from consultation of the 
total time to complete a RIDDOR report indicated a substantial agreement on a period of 
between 15 and 45 minutes.  

 
33. Reporting is assumed to be completed by a manager, at a full economic cost of 

approximately £31.12 per hour12 giving a total cost per report of £17.38.  Were an 
accident to occur that did not require reporting, the employer still has a duty under law to 
record it in the accident book, which takes 10 minutes to complete, at a cost of £5.19. 
For each report not submitted following the proposed change, there would 
therefore be a cost saving of £12.19. In consultation, HSE asked respondents whether 

                                            
8
 http://www.bis.gov.uk/assets/biscore/better-regulation/docs/i/11-1112-impact-assessment-toolkit.doc paragraphs 82-84 

9
 http://www.ons.gov.uk/ons/publications/re-reference-tables.html?edition=tcm%3A77-235202 

10
 http://www.legislation.gov.uk/uksi/2012/199/pdfs/uksifia_20120199_en.pdf 

11
 RPC opinion issued on 1

st
 November 2011, reference number RPC10-HSE-0749(2) 

12
 Source: ASHE 2011, SOC 4 digit, mean salary for a production manager (code 112) uprated by 30% to reflect non-wage costs 
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they had any additional information to inform this assumption. While there was no 
conclusive evidence from cost estimates submitted in that process, there was a 
significant agreement that the cost would be ‘minimal’ or ‘limited’ and as such the 
assumed cost is considered appropriate. 

 
34. All RIDDOR reports are submitted electronically to HSE and the IT system used to gather 

those costs around £0.40 per report.  This is based on data gathered from within HSE 
and is the average cost of a report being received by the system. While HSE is not 
‘charged’ £0.40 per report received as such, if there were a substantial fall in reports 
received then it is expected that costs would fall approximately in line with this estimate. 
This cost applies to all reports submitted regardless of whether they are then processed 
by HSE or LAs. 

 
35. The Over 7 Day RIDDOR impact assessment assumed that the cost to HSE of 

processing each report submitted could be calculated by estimating the time spent 
processing lost time injury reports in aggregate, applying a cost to this time and then 
dividing by the number of lost time injury reports submitted.  It is not believed that the 
length of time taken to process RIDDOR reports that are not lost time injuries is any 
different to that for lost time injuries, and so we use the same method, albeit with updated 
values for wages, to generate a cost to HSE per report of £10.9313. This cost reflects 
the work done processing a RIDDOR report that arrives in HSE, such as collating all 
reports in regional offices and deciding whether or not to instigate an investigation. 

 
36. HSE and Local Authorities share responsibility for the regulation of workplace health and 

safety and either may process RIDDOR reports once received by HSE. The enforcement 
body for any given workplace is determined by the Health and Safety (Enforcing 
Authority) Regulations 1998.  We assume that the time taken to process a RIDDOR 
report is the same in LAs as it is in HSE, the only difference being the wage rate of those 
involved with processing these reports.  Taking the full economic wage rate of an 
inspector of factories, utilities and trading standards14 of approximately £23.89 per hour 
and applying this to the estimated 23-and-a-half minutes per report generates a cost 
estimate for Local Authorities of processing one RIDDOR report of around £9.40. 

 
37. This means that the overall cost of a RIDDOR report to society is between 

approximately £22 and £23.50 depending whether an LA or HSE processes it.  This 
reflects costs to business from reporting of around £12.19 and a processing cost of either 
£9.40 to LAs or £10.93 to HSE, plus the £0.40 cost to HSE from receiving. 

 
38. HSE is aware that these costs were calculated based upon a RIDDOR report for a lost 

time injury rather than for a report such as a dangerous occurrence or disease.  
However, it is not believed that the cost saving from not reporting the latter types of 
RIDDOR report will differ in any significant manner from the cost saving for a lost time 
report. This is due to the fact that the length of form that needs to be filled in for RIDDOR 
reports is roughly the same length no matter what is being reported, and any other work 
required should take roughly the same time regardless of the type of report. 

 
39. Evidence gathered during the process of producing the consultation stage impact 

assessment suggested that roughly 5% of RIDDOR reports were submitted via automatic 
systems. More recent evidence from the monitoring of reports actually submitted to HSE 
has led this figure to be revised slightly to 4%. These RIDDOR reports would result in no 
cost to firms as an employee would simply input the data into a programme for internal 

                                            
13

 It should be noted that this cost is slightly lower than the cost in the Over 7 Day RIDDOR impact assessment completed in 2011 as the wage 

of a Band 6 administrator has decreased on average within the organisation, bringing the cost down. It is suspected that this will have resulted 
from those on higher wages having left the organisation, reducing the average wage per person. 
14

 Source: ASHE 2011, SOC 4 digit, mean salary for an inspector of factories, utilities and trading standards (code3565) uprated by 30% to 

reflect non-wage costs 
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record keeping and reporting, which would store it and send a report to HSE if it was 
required.  We have therefore reduced the number of RIDDOR reports that result in a cost 
saving to firms by 4% for each option when calculating the cost savings.  These 4% of 
reports are, however, considered when analysing the cost savings to LAs and HSE. 

 

Calculation of Number of RIDDOR Reports 

 
40. Unless stated otherwise, the number of RIDDOR reports that would be submitted each 

year has been calculated based on an average from the last three years for the category 
of report considered.  For example, with fatal RIDDOR reports (for employees, self-
employed or members of the public), there were just over 600 in 2008/09, 540 in 2009/10 
and 490 in 2010/11, giving a total of just over 1,630 over the three years, or an average 
of around 540 per annum. 

 
41. When projecting forward, we have based the number of RIDDOR reports submitted each 

year on the number currently submitted, so in this example we would expect to see in the 
region of about 5,400 fatal RIDDOR reports submitted over the next ten years.  Over 7 
Day reports have only been submitted since April 2012. Projections for these reports 
have been estimated based on both the number of non-major injuries that resulted in 
reports of more than seven days off work over the last three years and observation of 
actual Over 7 Day reports submitted since April 2012.   

 
42. A long-term trend has not been added to total projected RIDDOR reports because many 

factors affect the level of reported injuries (including the state of the economy15) and HSE 
cannot be certain as to the trend we would expect to see in RIDDOR reports.    

 
43. The number of lost time reports that would not be submitted has been based on the 

calculations in the Over 7 Day impact assessment.  Again, this is based on a three-year 
average and we assume no trend change in the number of reports submitted. This is 
discussed in more detail in paragraphs 139 to 141. 

 
44. The estimated number of reports expected to be received under Option 2 are in 

paragraphs 67-84 and under Option 3 are in paragraphs 100-103. 
 

Consultation 
 

45. HSE is keen to ensure that the information used when producing cost and benefit 
estimates in impact assessments is as accurate as possible. In order to achieve this, the 
consultation regarding the changes to RIDDOR that were proposed specifically sought 
comments on the assumptions and calculations presented within the impact assessment. 
Evidence from consultation is presented alongside assumptions and calculations where 
appropriate. 

 

Calculation of Costs and Cost Savings 
 

Option 1 – Do Nothing 

 

                                            
15

 For more information, please see http://www.hse.gov.uk/research/rrpdf/rr386.pdf 



ANNEX C 

90 
 

Costs of Option 1 

 
46. As the Do Nothing option and baseline scenario, the status quo continues and as such, 

there are no additional costs to society. 
 

Benefits of Option 1 

 
47. As the Do Nothing option and baseline scenario, the status quo continues and as such, 

there are no additional benefits to society. 
 

Option 2 – Reporting only of Fatal Injuries to workers and members of the 
public, Major Injuries (revised list) and Over-7-Day Injuries to workers and 
certain Dangerous Occurrences and Gas Events  

Costs of Option 2 

Cost to Business 

 
Familiarisation Costs 
 

48. The Over 7 Day impact assessment for the changes to RIDDOR lost time reporting 
assumed that all business sites with more than 250 employees would spend some time 
familiarising themselves with the changes to RIDDOR reporting systems and all those 
with fewer than 100 employees would not spend any time due to the infrequency of 
reports they have to make.  This familiarisation was assumed to take place via the 
reading of updated guidance. For those business sites with between 100 and 250 
employees it was assumed that those in an industry where the injury rate (according to 
RIDDOR data) was more than 500 per 100,000 workers would spend time familiarising 
and those with an injury rate of less than 500 per 100,000 workers would not. This came 
to approximately 18-and-a-half thousand sites. These assumptions were accepted by the 
Regulatory Policy Committee during its review of the impact assessment. 

 
49. Given that the changes to RIDDOR under Option 2 are broader than those analysed 

previously, it is believed that more businesses will spend some time familiarising 
themselves with the changes by reading the guidance.  For this impact assessment, we 
assume that all business sites with 100 employees or more will spend time familiarising 
themselves with the changes, and that no business site with fewer than 50 employees 
will.  These business sites will be less aware of their duties to report under RIDDOR 
generally and thus will only familiarise when an employee actually becomes injured (or 
there is a case of disease or dangerous occurrence etc) and they decide to check if they 
need to take any further action.  For those business sites with between 50 and 100 
employees, it is assumed that any business site in an industry where the injury rate is 
greater than 500 per 100,000 will spend time familiarising and any that is in an industry 
where the injury rate is lower than this will not. 

 
50. This methodology is similar to that already seen by the Regulatory Policy Committee, and 

results in an estimated 38 thousand business sites familiarising themselves with the 
changes.  In this instance, business sites are defined as any unit that is VAT or PAYE 
registered, according to the Inter-Departmental Business Register (IDBR).  This means 
that if a firm has more than one site then this is picked up in the data.  

 
51. It is assumed that for each business site, between 1 and 3 hours will be spent 

familiarising with the changes to RIDDOR and taking any steps necessary to 
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communicate these further within the firm.  This is longer than the 30 minutes assumed 
under the Over-7-Day impact assessment due to the greater scope of proposed change 
under Option 2. Assuming that the person familiarising with the changes is a manager 
with a full economic cost of around £31.12 per hour, the overall familiarisation cost 
associated with the changes to RIDDOR under Option 2 is between £1.2 million and £3.5 
million (based on 1 and 3 hours spent per business site familiarising respectively).   

 
52. Assuming a best estimate of each business site spending 2 hours familiarising with the 

changes, the cost per site is £62.24 and the best estimate for total familiarisation 
costs is around £2.4 million.  This is a one-off transitional cost that occurs in Year 1. 
Responses regarding this assumption in consultation indicated that, while a small 
minority felt costs per site would be much larger than the average of £62.24 assumed, 
most of those who answered believed the cost to be ‘very small’ or ‘zero’. HSE considers 
the assumption of £62.24 per site to be reasonably in line with these descriptions. 

 
Changes to ICT systems 
 

53. Some firms choose to submit their RIDDOR forms using a computer system that 
automatically sends reports to HSE if necessary.  If the requirements to report under 
RIDDOR change then any firms using automatic computer reporting will be required to 
update their software. HSE is able to monitor the proportion of RIDDOR reports 
submitted automatically and in the consultation stage impact assessment this proportion 
was assumed to be 5%. In the light of more recent observations, this assumption has 
been revised down slightly to 4%.   

 
54. The consultation stage impact assessment did not contain an assumption as to what the 

cost of ICT system updates would be due to uncertainty over the cost of updating 
systems and the number of firms that would need to do so. Firms were invited to provide 
details in consultation and it was believed that their experience of changing ICT systems 
as a result of the change in reporting requirements for lost time injuries would help them 
to make an estimation. 

 
55. Based on consultation responses, HSE has estimated that the mean average one-off 

cost of updating ICT systems is just below £1,840 per business. This is based on an 
interpretation of both the qualitative and numerical cost estimates received. Out of 450 
responses to the consultation, only ten estimated a cost for this assumption that was 
above zero. However, a further 88 responses commented on the scale of cost without 
giving a specific estimate. These comments together accounted for 20% of all responses. 

 
56. HSE has estimated a numerical interpretation for these responses based on the scale of 

the ten enumerated responses. A value of £0 was assigned to those respondents who 
commented that the cost would be ‘zero’ and a value of £500 was assigned to 
respondents who said the cost would be ‘minimal’ or ‘limited’. To the respondents who 
said the cost would be ‘large’ a value of £10 thousand was assigned. As this was above 
the mean average numerical response of £7 thousand, it was considered an appropriate 
estimate for a ‘large’ value.  Combined with the numerical estimates, the mean average 
was just under £1,840 per business. There is considerable uncertainty surrounding the 
quantitative interpretation of the 88 qualitative comments as the method used to assign 
values was arbitrary and is intended to be illustrative. However, the estimate of a little 
under £1,840 is consistent with consultation responses that generally agreed the cost 
would not be large, while taking a conservative approach in ensuring that the estimated 
cost is above what would be considered ‘minimal’.  

 
57. There is considerable uncertainty also around the number of businesses needing to 

update their systems. It is estimated by HSE that the automatic RIDDOR software is 
developed and supplied by between 30 and 40 companies, but that it is used for 
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reporting by about 280 businesses. It is unclear whether updates will only have to be 
made by the software suppliers or whether action will be required on the part of some or 
all of the companies using the software. As such, it is assumed that between 30 and 280 
businesses will need to update their systems with a best estimate of 155. This gives an 
estimated one-off cost of between £55 thousand and £515 thousand with a best 
estimate of £280 thousand. 

 
Costs to the rail industry 
 

58. The impact assessment produced by Office of Rail Regulation (ORR) can be found in 
Annex 1.  The costs calculated by ORR to rail businesses are estimated at just under £43 
thousand in transitional costs and relate to familiarisation costs for the rail industry of 
just over £9 thousand and costs of software updates of a little over £33 thousand.  

 

Costs to Government 

 
59. The ability to produce usable and reliable statistics will not be affected as many of the 

categories that are being changed (for example dangerous occurrences and 
occupational diseases) are not regularly used for statistical purposes.  For those 
categories that are used more frequently (notably major injuries) HSE statisticians do not 
believe that the suggested alterations will have a significant negative impact. More 
details are given in paragraphs 117-123. 

 
60. Whilst the changes to RIDDOR may require some modification of specific operational 

practices, the proposed changes bring closer alignments between those incidents that 
are reportable, and those incidents that HSE prioritise for operational intervention.  For 
example, the proposed list of reportable major injuries now reflects the published incident 
selection criteria16 that HSE uses to decide which investigations to undertake. 

 
Costs to HSE 
 

61. It is estimated that it will take 4 months of a Band 4 (HEO) statistician’s time to update 
the statistical outputs that HSE produces and a further 7 months to update the RIDDOR 
database and Labour Force Survey questions asked by HSE.  The full economic cost of 
a Band 4 statistician is around £36 thousand per annum, meaning that the full cost to the 
statistics branch in HSE of making these changes is £33 thousand.  In addition, there is 
the cost of making the changes to the ICT system, which is estimated at £50 thousand.  
Thus, the full cost of making the appropriate changes to statistics is estimated to be £83 
thousand. This is a one off transitional cost occurring in Year 1 of the appraisal period. 

 
62. There are also costs from updating HSE guidance that refers to RIDDOR.  It is estimated 

that this work will take 3 weeks of a Band 3 (SEO) administrator’s time at a total 
economic cost of around £297 per day.  This gives a total cost of updating HSE guidance 
of just under £4-and-a-half thousand. 

 
63. The total cost to HSE from facilitating the changes to RIDDOR is estimated to be just 

over £87 thousand.  This is a one-off transitional cost. 
 

Costs to the Government in respect of the railways sector 
 
64. As calculated in the ORR impact assessment in Annex 1, the Rail Safety Standards 

Board (RSSB) will incur a cost of £20 thousand updating its software in light of these 

                                            
16

 http://www.hse.gov.uk/lau/lacs/22-13.htm 
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changes. As RSSB is one-third funded by Department for Transport, one third of this cost 
– about £7 thousand – is expected to fall to Government. 

 

Summary of Costs of Option 2  

 
65. The overall costs of the proposed changes to RIDDOR including those calculated by 

ORR are estimated to be between £1.4 million and £4.2 million with a best estimate of 
£2.8 million.  These costs are all transitional, occurring in Year 1 of the appraisal period. 
Of the total, it is estimated that between £1.3 and a little under £4.1 million will fall on 
business, with a best estimate of the cost to business of £2.7 million. Total costs and cost 
savings are summarised in Tables 2 to 4, below. 

 

Cost Savings of Option 2 

 
66. Employers and persons in control of work premises would report the following that are 

currently within the scope of RIDDOR: 
 

• All deaths to both workers and people not at work  

• All major injuries (revised list) to people at work 

• Over-seven day (O7D) injuries to people at work. 

• Dangerous occurrences that occur in 1) the major hazard sectors or activities, i.e. major 
accident precursor events, or 2) higher risk sectors or activities,  

• Domestic gas events 
 
Number of Reports Expected to be submitted under Option 2 
 

67. The following paragraphs provide details as to the number of reports that HSE would 
expect to be submitted under this option (the proposed changes to major injuries would 
be as indicated in paragraphs 69 to 77). Only the estimate of the number of Over 7 Day 
reports has been modified since the consultation stage impact assessment. All estimates 
are based on a three-year average to 2010/11 unless otherwise stated. 

 
68. Reporting of deaths to employees, the self employed and members of the public – the 

annual average number of RIDDOR reports submitted regarding the death of an 
employee or member of the public (based on three years of data) is roughly 540.  This 
estimate is based on actual RIDDOR reports submitted to HSE. 

 
69. Fractures other than to fingers, thumbs or toes – the annual average number of non-fatal 

RIDDOR reports submitted regarding fractures other than to fingers, thumbs or toes 
(based on three years of data) is roughly 20 thousand.  This estimate is based on actual 
RIDDOR reports submitted to HSE. 

 
70. Amputations – the annual average number of non-fatal RIDDOR reports submitted 

regarding amputations (based on three years of data) is roughly 620.  This estimate is 
based on actual RIDDOR reports submitted to HSE. 

 
71. Crush injuries leading to internal organ damage – the annual average number of non-

fatal RIDDOR reports submitted regarding crush injuries leading to internal organ 
damage (based on three years of data) is roughly 100.  This estimate is based on 
RIDDOR reports submitted to HSE that were classified as concussion / internal injuries 
and were not sited on the neck or head. 
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72. Head injuries resulting in loss of consciousness – the annual average number of non-
fatal RIDDOR reports submitted regarding head injuries that result in the loss of 
consciousness (based on three years of data) is roughly 440.  This estimate is based on 
actual RIDDOR reports submitted to HSE. 

 
73. Burns or scalds covering more than 10% of the body’s surface area – the annual average 

number of non-fatal RIDDOR reports submitted regarding burns or scalds covering more 
than 10% of the body’s surface area (based on three years of data) is roughly 460.  This 
estimate is based on RIDDOR reports submitted to HSE that have been classed as major 
burns.  This category was chosen as there is no information collected as to the surface 
area of the body covered by a burn, and this was deemed the best surrogate. 

 
74. Permanent blinding in one or both eyes – the annual average number of non-fatal 

RIDDOR reports submitted regarding blinding in one or both eyes (based on three years 
of data) is roughly 90.  This estimate is based on RIDDOR reports submitted to HSE 
regarding both temporary and permanent blindness.  As a result, this estimate will be 
higher than if permanent blinding only was considered, however this is the most accurate 
data available. 

 
75. Any degree of scalping – the annual average number of non-fatal RIDDOR reports 

submitted regarding scalping (based on three years of data) is roughly 1,100.  This 
estimate is based on RIDDOR reports submitted to HSE for lacerations to the head, 
which was deemed the best surrogate for the data required. 

 
76. Asphyxiation from whatever cause – the annual average number of non-fatal RIDDOR 

reports submitted regarding asphyxiation (based on three years of data) is roughly 240.  
This estimate is based on actual RIDDOR reports submitted to HSE. 

 
77. Injury arising from working in a confined space resulting in hypothermia, heat induced 

illness, requiring resuscitation or admittance to hospital for more than 24 hours - the 
annual average number of non-fatal RIDDOR reports submitted regarding injuries arising 
from working in a confined space (based on three years of data) is roughly 50.  This 
estimate is based on actual RIDDOR reports submitted to HSE using search terms to try 
to identify injuries that arose from working in a confined space. 

 
78. Any diagnosed illness requiring medical treatment, which is reliably attributable to a work-

related exposure to a biological agent or its toxins or infected material – the average 
annual number of non-fatal RIDDOR reports submitted to HSE regarding illness relating 
to work-related exposure to biological agents is estimated to be around 10.  This is based 
on estimations made by statisticians looking at RIDDOR data. 

 
79. Reporting of Over 7 Day Injuries - The consultation stage impact assessment estimated 

that there would be roughly 75 thousand lost time (i.e. over seven day) RIDDOR reports 
submitted each year.  This was based on the best estimate calculated in the Over 7 Day 
impact assessment. However, HSE has now been receiving over seven day reports for 
several months and are able to produce a more accurate estimation based on observed 
reports on a three year average for 2009/10 - 2011/12. This updated estimate is 70 
thousand lost time RIDDOR reports submitted annually. 

 
80. Major Injuries That Would Be Reported as Over 7 Day – It has been estimated that 46% 

of major RIDDOR reports that are submitted would still be submitted to HSE as O7D 
reports.  Based on the 3,200 major reports that would no longer be submitted each year 
on average (calculated by subtracting the estimated number of major reports submitted 
under Option 2 from the estimated number currently submitted of 26,296, both based on 
three year averages), it is estimated that of these 1,500 would be submitted as Over 7 
Day injuries.  These are all major injuries to employees. 
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81. Reporting of incidents involving gas that leads to death or loss of consciousness or a 

person attending hospital after the incident for treatments – for this category, we use the 
number of RIDDOR reports submitted as a proxy for the number that would be received 
following the change.  This is because the reporting requirements are being aligned with 
the reporting practices that currently occur.  The annual average number of RIDDOR 
reports submitted regarding the involvement of gas that leads to death or loss of 
consciousness or a person attending hospital after the incident for treatments (based on 
three years of data) is roughly 3,100.  This estimate is based on actual RIDDOR reports 
submitted to HSE. 

 
82. Reporting of Dangerous Occurrences DO1, DO2, DO4, DO5, DO6, DO7, DO9, DO10, 

DO11, DO12, DO13, DO14, DO18, DO19, DO20 and DO21 under schedule 2 part 1 – 
the following table presents estimates for the number of reports that would be submitted 
for each Dangerous Occurrence under schedule 2 part 1 that would still require it.  The 
estimates are based on actual RIDDOR reports submitted to HSE. 

 
Table 1: Estimated Dangerous Occurrences Reports Expected Annually under Option 2 
 

Dangerous  
Occurrence 

Estimated Number of  
RIDDOR Reports 

DO1 910 

DO2 110 

DO4 90 

DO5 210 

DO6 140 

DO7 360 

DO9 130 

DO10 30 

DO11 30 

DO12 5 

DO13 50 

DO14 220 

DO18 75 

DO19 220 

DO20 200 

DO21 730 

Total 3,480 

 
Note: Table may not sum due to rounding 

 
83. Reporting of Dangerous Occurrences under schedule 2 parts 2, 3 and 5 - the annual 

average number of RIDDOR reports submitted regarding dangerous occurrences under 
schedule 2 parts 2, 3 and 5 (based on three years of data) is roughly 470 (70 for part 2, 
60 for part 3 and 340 for part 5).  This estimate is based on actual RIDDOR reports 
submitted to HSE. 

 
Total Number of RIDDOR Reports 
 

84. Under Option 2, HSE would expect to receive a total of 102 thousand reports submitted 
each year.  HSE currently receives a little over 177 thousand reports each year (based 
on an average using three years’ data and including the estimated change in reports 
from the amendments to reporting requirements for lost time injuries). This means that 
under Option 2, there would be just over 75 thousand fewer reports submitted annually.  
The majority of these reports no longer submitted will be injuries to members of the 
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public, certain occupational diseases, certain dangerous occurrences and major injuries 
that are neither covered by the categories above nor would be classed as an over seven 
day injury. 

 
 
Calculation of Cost Savings 
 

85. Each report not submitted will result in a cost saving to employers of around £12.19 from 
the reduced time that has to be spent informing HSE of an injury or case of ill health 
when one arises.  There will be a reduction in the number of reports submitted to HSE of 
just over 75 thousand, so overall, firms will experience reduced cost burden associated 
with reporting.  Given that 4% of RIDDOR reports are submitted electronically using 
automatic software, it is not expected that there will be any cost saving associated with 
3,000 of the reports.  This means that there are a total of a little over 72 thousand 
RIDDOR reports that will no longer be submitted by firms that actually represent a cost 
saving.  Consequently, the annual cost saving to firms from this option is calculated to be 
£880 thousand. In present values, this cost saving is £7.6 million over the appraisal 
period. 

 
86. It is estimated based on internal HSE data sources that roughly 70% of the 75 thousand 

reports no longer submitted under this option would have been dealt with by HSE and the 
remaining 30% by LAs.  This means that HSE will reduce the number of reports it 
processes by 52-and-a-half thousand and LAs by 22-and-a-half thousand.  Thus, cost 
savings to HSE are estimated to be £610 thousand per annum. Of this, around £580 
thousand is due to the reduced costs of processing the 52-and-a-half thousand reports 
no longer processed by HSE at £10.93 each and £30 thousand comes from the reduction 
in costs from receiving 75 thousand fewer reports, whether subsequently processed by 
HSE or LAs, at £0.40 each.   The cost savings to LAs are estimated to be £210 thousand 
per annum, which is comprised of processing 22-and-a-half thousand fewer reports that 
would have cost £9.40 each. In present value terms, the cost saving to HSE over the 
appraisal period is around £5.2 million and to LAs is £1.8 million, giving £7 million in total 
for Government.   

 
87. There are also the cost savings from changes to RIDDOR reporting accruing to the 

railways sector, which can be found in Annex 1.  These figures are estimated to be an 
additional cost saving of £50 thousand per annum (of which £5 thousand accrues to 
businesses).  Over the ten-year appraisal period the present value of this cost saving is 
£430 thousand, or which £42 thousand accrues to business. Business experiences 
proportionately lower cost savings in the railways sector than in other areas as a much 
higher proportion of reporting is done via automated systems in the railways sector. 

 
Time Savings of Simplified Reporting Requirements 
 

88. It is expected that the simplification of the reporting requirements will result in a decrease 
in the time, cost and uncertainty for business spent ascertaining whether an incident is 
reportable. While it has not been possible to accurately estimate a monetised saving, it is 
expected that, even if small for individual cases, the effect in aggregate could be 
substantial. This is because it would affect at least some of both the reports expected to 
continue under Option 2 and those expected to be saved, as well as incidents where no 
report is generated because dutyholders have looked into whether to report and found it 
unnecessary. 

Summary of Cost Savings of Option 2 
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89. The overall savings from this option, including those estimated by ORR, are calculated as 
being around £1.7 million per annum.  In present values, this is equivalent to £15 million 
over the appraisal period.  Of this cost saving, it is estimated that £880 thousand per 
annum will accrue to businesses, a present value of £7.6 million over the appraisal 
period. Costs and cost savings are summarised in the Tables 2 to 4, below. 

 

Summary of Option 2 

 
90. Overall, including the ORR estimates, Option 2 is estimated to impose total costs on 

society between £1.4 million and £4.2 million, with a best estimate of £2.8 million.  These 
are all transitional costs.  It is estimated that there will be an annual cost saving of £1.7 
million or £15 million in present values over the appraisal period.  Option 2 is calculated 
as yielding a net benefit of a little under £12.3 million based on best estimates. Based on 
minimum and maximum cost estimates there is estimated to be a range of just under 
£13.7 million to a little under £10.9 million for the net present value over 10 years. 

 
91. The following tables provide a summary of Option 2’s impact on business, Government 

and society as a whole. 
 
Table 2 – Costs and Cost Savings of Option 2 to Business (£k): 10 year net present value 
 

  Cost / Cost Savings to Business 

  
Minimum 

(£thousands) 

Best 
Estimate 

(£thousands) 
Maximum 

(£thousands) 

Costs       

        

Familiarisation Costs £1,200 £2,400 £3,500 

Costs from updating ICT systems £88 £320 £548 

Costs from altering statistics NA NA NA 

Costs from altering guidance NA NA NA 

        

Total Cost £1,300 £2,700 £4,100 

        

Cost Savings       

        

Cost Savings from reduced number 
of reports £7,600 £7,600 £7,600 

        

Total Cost Savings £7,600 £7,600 £7,600 

        

NET BENEFIT £6,300 £4,900 £3,500 

 
Note: totals may not sum due to rounding 
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Table 3 – Costs and Cost Savings of Option 2 to Government (£k) 10 year net present value 
 

  Costs / Cost Savings to Government 

  
Minimum 

(£thousands) 

Best 
Estimate 

(£thousands) 
Maximum 

(£thousands) 

Costs       

        

Familiarisation Costs NA NA NA 

Costs from updating ICT systems £7 £7 £7 

Costs from altering statistics £83 £83 £83 

Costs from altering guidance £4 £4 £4 

        

Total Cost £94 £94 £94 

        

Cost Savings       

        

Cost Savings from reduced number 
of reports £7,400 £7,400 £7,400 

        

Total Cost Savings £7,400 £7,400 £7,400 

        

NET BENEFIT £7,300 £7,300 £7,300 

 
Note: totals may not sum due to rounding 
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Table 4 – Total Costs and Cost Savings of Option 2 to Society (£k) 10 year net present value 
 

  Total Costs 

  
Minimum 

(£thousands) 

Best 
Estimate 

(£thousands) 
Maximum 

(£thousands) 

Costs       

        

Familiarisation Costs £1,200 £2,400 £3,500 

Costs from updating ICT systems £95 £325 £554 

Costs from altering statistics £83 £83 £83 

Costs from altering guidance £4 £4 £4 

        

Total Cost £1,400 £2,800 £4,200 

        

Cost savings       

        

Cost savings from reduced number 
of reports £15,000 £15,000 £15,000 

        

Total Cost Saving £15,000 £15,000 £15,000 

        

NET BENEFIT £13,700 £12,300 £10,900 

 
Note: totals may not sum due to rounding 
 

 

Option 3 - Revision of list of reportable Major Injuries, Ill Health conditions 
and certain Dangerous Occurrences and Gas Events 

Costs of Option 3 

Costs to Business 

 
Familiarisation Costs 
 

92. As the changes to RIDDOR under Option 2 were broader than those considered in the 
Over 7 Day impact assessment, so too would be the burden of familiarisation. It is 
therefore logical to assume that as the changes to RIDDOR proposed under Option 3 are 
less broad, in this case there will be a smaller burden of familiarisation costs.  

 
93. Therefore, it is assumed that under Option 3 the number of business sites familiarising 

with the changes to RIDDOR will be more in line with the number that familiarised in the 
Over 7 Day impact assessment due to the reduced scope of the amendments. This 
assumption is that all business sites with more than 250 employees would spend some 
time familiarising themselves with the changes to the RIDDOR reporting systems and 
none with fewer than 100 employees would spend any time due to the infrequency of 
reports they have to make.  This familiarisation is assumed to take place via the reading 
of updated guidance. For those business sites with between 100 and 250 employees, it 
is assumed that those in an industry where the injury rate (according to RIDDOR data) 
was more than 500 per 100,000 workers would spend time familiarising and those with 
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an injury rate of less than 500 per 100,000 workers would not. This comes to a little over 
18-and-a-half thousand sites.  

 
94. As the changes proposed under Option 3 are somewhat broader than the Over 7 Day 

change, it is expected that the time taken per site to familiarise will be somewhat greater 
than the 30 minutes that impact assessment assumed. However, as Option 3 is less 
sweeping than Option 2, it is expected that the time taken will be less than the best 
estimate of 2 hours assumed for that option. Therefore, it is assumed that between 30 
minutes and 1.5 hours will be spent per site familiarising with a best estimate of 1 hour. 

 
95. Assuming that this is undertaken by a manager at a full economic cost of £31.12 per 

hour, this gives familiarisation costs of between £290 thousand and £870 thousand, with 
a best estimate of around £580 thousand. This is reduced from a best estimate under 
Option 2 of around £2.4 million. 

 
Updating ICT Systems 
 

96. The cost of updating ICT systems is expected to be unchanged from Option 2, as 
discussed in paragraphs 53-57. Costs are expected to be between £55 thousand and 
£515 thousand with a best estimate of £280 thousand. 

 

Costs to Government 

 
97. It is not expected that the costs to Government under Option 3 will be different from the 

costs assumed under Option 2. One-off costs to Government are expected to be £87 
thousand and are discussed in paragraphs 59-63. 

 

Costs to the Railways Sector 

 
98. It is not expected that the costs to either business or Government with respect of the 

railways will be altered under Option 3 from the position under Option 2 discussed in 
Annex 1 and paragraphs 58 and 64, with the exception of business familiarisation. In line 
with the reduced assumed familiarisation time assumed above, familiarisation costs are 
expected to be around £5 thousand under Option 3. This leads to revised total costs to 
the railways of £45 thousand, of which £38 thousand falls on business and £7 thousand 
on Government. 

Summary of Costs of Option 3 

 
99. Total costs under Option 3, including those calculated by ORR, are expected to be 

between £480 thousand and £1.5 million with a best estimate of £990 thousand, all in 
one-off transitional costs. Of the best estimate, it is expected £900 thousand will be 
borne by business and £94 thousand by Government. 

 

Cost Savings of Option 3 

 
Number of Reports Expected to be Submitted Under Option 3 
 

100. In addition to the 102 thousand reports expected to be received by HSE annually 
under Option 2 (see paragraphs 68 – 84), the following reports would also continue to be 
received under Option 3. All estimates are based on a three-year average to 2010/11. 
The numbers of reports for the revised list of ill health conditions in paragraph 102 do not 
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include the two ill health conditions implementing EU requirements relating to 
occupational cancer and biological agents. This is because they also continue to be 
reportable under Option 2 and are so accounted for in the 102 thousand given above. 

 
101. Reporting of non-fatal injuries to non-workers – the annual average number of 

RIDDOR reports submitted regarding non-fatal injuries to people not at work (based on 
three years of data) is roughly 62 thousand. This estimate is based on actual RIDDOR 
reports submitted to HSE. 

 
102. Reporting of revised list of ill health conditions – the following table presents 

estimates for the number of reports that would be submitted for each of the ill health 
conditions that would continue under Option 3. Based on three years of data, it is 
expected that roughly 1,650 ill health reports would continue to be received. This  
accounts for 90% of the approximately 1,850 ill health reports currently received each 
year and is based on actual RIDDOR reports submitted to HSE. 

 
Table 5: Ill Health Reports Expected Annually under Option 3 

 

Ill Health Condition 
Estimated Number of 
RIDDOR Reports 

Hand Arm Vibration Syndrome 860 

Dermatitis 240 

Carpel Tunnel 220 

Severe Cramp of Hand/Forearm 190 

Tendonitis 90 

Asthma 55 

Total 1,650 
 
Note: Table may not sum due to rounding 
 

Total Number of RIDDOR Reports 
 

103. In total, HSE would expect to receive around 165 thousand reports annually 
under Option 3. HSE currently receives a little over 177 thousand reports each year. This 
means that under Option 3, there would be around 11-and-a-half thousand fewer 
reports submitted to HSE each year. These will be due to the revisions to the major 
injury, ill health and dangerous occurrences reporting requirements. 

 
Calculation of Cost Savings 
 

104. Each report saved will result in a saving to business of about £12.19. Accounting 
for the 4% or reports submitted automatically and which yield no saving to business, 
businesses will make roughly 11 thousand fewer reports each year. This results in annual 
savings to business of about £135 thousand or about £1.17 million in present values. 

 
105. It is estimated based on internal HSE data that roughly 70% of RIDDOR reports 

are dealt with by HSE and the remaining 30% by LAs. As such, HSE will reduce the 
number of reports it processes by about 8 thousand and this gives rise to annual cost 
savings of about £93 thousand. Of this, £88 thousand would be due to no longer 
processing 8 thousand reports per year at £10.93 each and £5 thousand would be due to 
longer receiving all 11-and-a-half thousand reports at £0.40 each, whether subsequently 
processed by HSE or LAs. 

 
106. LAs would have received 30% of the total 11-and-a-half thousand reports saved 

per year. This is around 3-and-a-half thousand reports per year with a unit saving of 
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£9.40, saving around £33 thousand annually. In total, annual saving to Government 
would be around £125 thousand giving a present value of about £1.1 million. 

 
107. In addition, it is estimated that approximately 460 reports would be saved annually 

in the railways sector. This is discussed fully in Annex 1, but cost savings are 
summarised as £6 thousand per annum or £51 thousand in present values, of which £5 
thousand accrues to business. Savings to business are proportionately lower in the rail 
sector than elsewhere due to the higher proportion of reports made via automatic 
systems. 

 
Time Savings of Simplified Reporting Requirements 
 

108. It is expected that the simplification of the reporting requirements will result in a 
decrease in the time, cost and uncertainty for business spent ascertaining whether an 
incident is reportable, just as with Option 2 (discussed in paragraph 88). While it has not 
been possible to accurately estimate a monetised saving, it is expected that any savings 
experienced under Option 3 would be somewhat less than those under Option 2 due to 
the retention of some or all of the reporting requirements for ill health and members of 
the public.  

 

Summary of Cost Savings of Option 3 

 
109. In total and including the estimates made by the ORR, annually cost savings 

under Option 3 are expected to be around £265 thousand, of which £135 thousand 
accrues to business and £130 thousand to Government. This is equivalent to £2.3 million 
over the appraisal period, of which around £1.17 million accrues to business and £1.1 
million to Government. 

Summary of Option 3 

 
110. In total, including estimates from the railways, one-off costs are expected to be 

between £480 thousand and £1.5 million, with a best estimate of £990 thousand. Of the 
best estimate, £900 thousand is borne by business and £94 thousand by Government.  

 
111. Total annual savings are expected to be around £265 thousand per year, of which 

£135 thousand is observed by business and £130 thousand by Government. Present 
value cost savings are expected to be approximately £2.3 million, of which about £1.17 
million is observed by business and £1.1 million by Government. 

 
112. The total Net Benefit of Option 3 is expected to be between £780 thousand and 

£1.8 million with a best estimate of about £1.3 million. Of this best estimate, it is expected 
that Government will observe a net benefit of about £1 million. For business the net 
position is expected to be between a net loss of £250 thousand and a net benefit of 
about £790 thousand. The best estimate is about a positive net benefit of £270 thousand. 
Costs and benefits are summarised over the following Tables 6 to 8, below. 
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Table 6 – Costs and Cost Savings of Option 3 to Business (£k): 10 year present value 
 

  Cost / Benefits to Business 

  
Minimum 

(£thousands) 

Best 
Estimate 

(£thousands) 
Maximum 

(£thousands) 

Costs       

        

Familiarisation Costs £290 £580 £870 

Costs from updating ICT systems £88 £320 £548 

Costs from altering statistics NA NA NA 

Costs from altering guidance NA NA NA 

        

Total Cost £380 £900 £1,400 

        

Benefits       

        

Benefits from reduced number of 
reports £1,170 £1,170 £1,170 

        

Total Benefit £1,170 £1,170 £1,170 

        

NET BENEFIT £790 £270 -£250 

Note: table may not sum due to rounding  
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Table 7 – Costs and Cost Savings of Option 3 to Government (£k): 10 year present value 
 

  Costs / Benefits to Government 

  
Minimum 

(£thousands) 

Best 
Estimate 

(£thousands) 
Maximum 

(£thousands) 

Costs       

        

Familiarisation Costs NA NA NA 

Costs from updating ICT systems £7 £7 £7 

Costs from altering statistics £83 £83 £83 

Costs from altering guidance £4 £4 £4 

        

Total Cost £94 £94 £94 

        

Benefits       

        

Benefits from reduced number of 
reports £1,100 £1,100 £1,100 

        

Total Benefit £1,100 £1,100 £1,100 

        

NET BENEFIT £1,000 £1,000 £1,000 

Note: table may not sum due to rounding  

 



ANNEX C 

105 
 

Table 8 – Costs and Cost Savings of Option 3 to Society (£k): 10 year present value 
 

  Total Costs 

  
Minimum 

(£thousands) 

Best 
Estimate 

(£thousands) 
Maximum 

(£thousands) 

Costs       

        

Familiarisation Costs £290 £580 £870 

Costs from updating ICT systems £95 £325 £554 

Costs from altering statistics £83 £83 £83 

Costs from altering guidance £4 £4 £4 

        

Total Cost £480 £990 £1,500 

        

Benefits       

        

Benefits from reduced number of 
reports £2,300 £2,300 £2,300 

        

Total Benefit £2,300 £2,300 £2,300 

        

NET BENEFIT £1,800 £1,300 £780 

Note: table may not sum due to rounding  

 

Non-Monetised Impacts of Options 2 and 3 
 
 

113. In addition to the monetised estimated costs and cost savings, above, there are 
several unquantified potential costs and benefits of Options 2 and 3. These have not 
been monetised due to uncertainty around their size and whether or not they will actually 
occur. The non-monetised impacts of both options with respect of the railways are 
discussed in the ORR’s impact assessment at Annex 1. 

Impacts on Uses of Data on Reportable Incidents 

 
114. The proposal under both options is to remove an administrative procedure of 

reporting certain injuries, diseases and dangerous occurrences arising from accidents at 
work to the enforcing authority. 

 
115. Reporting and recording incidents contribute in two areas: 

 

• The national health and safety system enforced and promoted by the national and local 
regulators.  Here reports of incidents can be used by the enforcing authorities to 
intervene where individual incidents indicate an ongoing risk and enforce standards in 
line with national and local enforcement policies and incident investigation selection 
criteria.  The information also provides data to help enable enforcing authorities to target 
their activities and to advise employers on strategies to help prevent injuries. 
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• Employers’ and others’ own health and safety management systems. Employers and 
other dutyholders record incidents to feed into the dutyholder’s health and safety 
management system, allowing them to check that the arrangements they have are 
effective. 

 

Impact on Regulators 

 
116. This section deals with the impacts on regulators of all options except Option 1 - 

the ‘Do Nothing’ option. The impact on ORR of all options is discussed in the impact 
assessment in Annex 1. 

  
117. Option 2 aligns the major injury reporting requirements more closely with HSE’s 

and ORR’s incident investigation selection criteria17 (ISC). It is HSE’s view therefore that 
there would be little overall impact upon regulators’ ability to investigate specific incidents 
leading to major injuries in workers. However, there will, inevitably be some loss of data 
under Option 2, particularly in relation to ill-health reports, for which investigation is 
currently mandated under the ISC.  Option 3’s retention of 90% of ill health reports is 
expected to maintain information relating to HSE’s areas of key concern. Thus, there may 
by some marginal impact on the ability of regulators to respond to a specific incident 
which would no longer be reportable. However, considered more broadly this would not 
fundamentally undermine the ability of HSE and others to regulate effectively.  

 
118. With respect of non-fatal accidents to non-workers, the public consultation 

suggested that there could be potential negative consequences associated with 
removing this reporting requirement entirely under Option 2, including loss of intelligence 
and a compromising of the ability of regulators to investigate specific incidents. HSE 
believes that a loss of such information in an area of key priority and in the presence of 
ongoing risk would result in a danger of HSE being unable to identify significant failures, 
thereby posing an ongoing risk to workers and non-workers alike. Annually, HSE 
investigate approximately 260-270 RIDDOR reported injuries to members of the public 
(including fatalities but excluding ORR data). This compares with around 2,700 
investigations per year into injuries and fatalities involving workers, and over 260 
resultant prosecutions. However, whilst accurate figures are not available, it is reported 
that Local Authority regulators investigate a significant proportion of non-fatal accidents 
to members of the public. Strong concerns were articulated through the consultation 
process that removal of this notification requirement would impact upon regulators’ ability 
to investigate very serious injuries, and could be perceived as a lowering of priorities 
relating to ensuring public safety. Whilst many of the more serious non-fatal accidents to 
non-workers are brought to regulators’ attention by other means, such as through 
complaints, via the media, or from the emergency services, this was not considered to be 
a suitably robust alternative to regulatory reporting requirements.  

 
119. The position regarding effects on LAs’ ability to regulate is difficult to clarify, as 

different Local Authorities operate in different ways. Some have adopted the HSE’s 
selection criteria, while others have their own approach and are currently resourced to 
investigate all RIDDOR reports they receive.  Anecdotal evidence provided in responses 
to the 2012 consultation suggest that a higher proportion of accidents to non-workers 
may be investigated in the Local Authority enforced sector; this is supported by figures  
provided by a small number of LAs.  These would include injuries to members of the 
public at retail premises and businesses in the leisure industry, as well as residents in 
care homes. However, overall enforcement following such investigations was low, 

                                            
17

 see http://www.hse.gov.uk/enforce/incidselcrits.pdf 
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comparable with that of HSE, and the figures cannot be taken as representative of Local 
Authorities in general as only a very small number provided such details.  

 
120. With respect of ill health reporting, HSE proposes under Option 2 to remove the 

requirement to report cases of occupational disease other than those required under EU 
Directives on Biological Agents and Occupational Cancers, which will remain reportable 
as Dangerous Occurrences.  Reporting levels for most reportable diseases are very low 
with HSE receiving only around 1,600 reports every year and LAs 200 (i.e. around one 
report for every two LAs each year). Of these, 90% are accounted for by 6 specific 
diseases, as listed for retention under Option 3. Estimates from the Labour Force Survey 
for 2011/12 put the total number of new cases of work-related illness among people who 
have worked in the last twelve months at 0.5 million per year.  HSE’s approach to 
regulating occupational health risks has developed through using other data sources for 
targeted initiatives to raise awareness and improve standards18.   Given the extremely 
low number of ill-health reports received in the Local Authority sector, even an 
assumption of a 100% investigation rate would mean that removing the reporting 
requirement would have a negligible impact on Local Authority regulatory practices.    

 
121. Nevertheless, the consultation responses did identify some potential negative 

consequences associated with removing this requirement. Primarily, consideration within 
HSE and concerns raised by co-regulators were associated with the potential 
presentational impact of reduced reporting requirements being interpreted as a reduction 
in the priority being afforded to occupational health generally. However, it was also 
highlighted that RIDDOR data differs from other sources in identifying the incidence of ill 
health with specific organisations and processes. For short-latency diseases, it also 
facilitates the investigation of specific cases by regulators, thereby helping to ensure that 
ongoing risks to workers are adequately controlled. It therefore has a particular value in 
facilitating investigations and targeting other intervention activities. Whilst it is possible to 
plan and target regulatory intervention work in the absence of RIDDOR report 
information, Option 3 provides a mechanism for ensuring that the ill health data that is 
currently used for such purposes, particularly at industry sector level and in relation to the 
investigation of specific cases, is preserved. 

 
122. There are relatively small numbers of dangerous occurrences (DOs) reported to 

HSE.  However, some DOs reported by the major hazard industries (e.g. offshore and 
onshore petro-chemical facilities, explosives manufacture and mining and quarrying) are 
precursor events for major accidents or disasters.  The proposed changes to DO types 
retain these key performance indicators for the major hazards sector along with specific 
DOs in other high risk industries such as construction.  Therefore, the proposed changes 
under Options 2 and 3 to the list of DOs merely remove those categories that historically 
have not been key operationally or for targeting, intelligence and statistical purposes. 
Some respondents to the consultation misinterpreted the proposal as meaning that the 
reporting of DOs would only be required in major-hazards sectors. In reality, the proposal 
is much less radical than this, and amounts to the clarification through legal-redrafting of 
most DOs, with the removal of a small number which duplicate other requirements, or 
which have not provided significant useful information historically.  

 
123. Overall, Option 2 would not significantly adversely affect HSE’s ability to spot 

trends in the areas of major injuries and dangerous occurrences. However, RIDDOR 
reports allow regulators to monitor the health and safety management of individual 
dutyholders, and the reports received would continue to provide a statistically valid basis 
for analysis that give a greater emphasis to HSE’s main areas of priority. The revocation 
of members of the public reporting under Option 2, therefore, would represent an 
unacceptable loss of intelligence to HSE and other regulators at the national, sectoral 
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 See http://www.hse.gov.uk/statistics/preferred-data-sources.htm. 
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and company level. Such intelligence would be retained under Option 3. Ill-health data is 
not currently used for national trend analysis, but is used internally by HSE to identify 
issues at industry sector level.  Option 3 would allow HSE to continue to monitor priorities 
at both sector and dutyholder level, while trends at the higher level would continue to be 
supplemented with additional data. The relatively small number of DO reports currently 
received are again not useful for statistical trend analysis.   No changes are proposed to 
the requirement to report deaths (except for suicides on the railways) and the reduction 
in the “major injury” category is not judged to have a significant adverse impact 
operationally or statistically.   

 

Impact on Health and Safety Standards for Duty Holders 

 
124. This section deals with the impact on health and safety standards of all of the 

proposed options with the exception of Option 1, the ‘Do Nothing’ option. The impact on 
dutyholders in the railways sector is discussed fully in the ORR impact assessment in 
Annex 1. 

 
125. The reporting regulations do not of themselves seek to set or improve 

occupational health and safety standards.  Some concerns were expressed by 
respondents to the consultation for both this proposal and the implementation of the 
change from over 3 day to over 7 day reporting in 2011 that removing a reporting 
requirement would also remove a driver for internal investigation and improvement.  
Similar views were expressed by respondents to the Health and Safety Commission’s 
(HSC) 2005 discussion document on reviewing RIDDOR.  

 
126. However, there is little evidence to support this concern.  HSE followed up the 

2005 consultation by conducting focus groups involving interviews with medium to large 
manufacturing companies.  These groups said that there were other drivers, more 
important than RIDDOR, for the investigation and prevention of incidents, such as 
pressures from parent companies or insurance premiums. 53% of respondents to the 
2012 consultation stated that the revised regulations would not have any impact on their 
management of health and safety. Research by the Health and Safety Laboratory (HSL) 
into the previous RIDDOR change from over-three-day to over-seven-day absence 
reporting involving interviews with both reporters and non-reporters did not find any 
evidence of a significant impact on broader health and safety management. The results 
of this research will be published shortly. 

 
127. Irrespective of reporting requirements, organisations have access to internal 

records and data of accidents, incidents and ill health that are much more significant than 
RIDDOR reports as a source of information for informing the management of health and 
safety. The vast majority of employers only make a RIDDOR report infrequently.  The 
analysis of the RIDDOR database for the change from over 3 day to over 7 day RIDDOR 
reporting showed that employers with fewer than 250 employees will only make one 
RIDDOR report of an injury to a worker on average every two years.  Only 0.1% of 
employers employ more than 25019.  Those employers in the industry with the highest 
incidence rate of reported injuries (the waste and recycling industry) will still only make 
three reports every year. 

 
128. The infrequency of the need to report for most employers means that no reliable 

picture can be built up by businesses and organisations based solely on their own 
RIDDOR data.  Therefore, additional sources, such as an organisation’s internal systems 
for recording injuries and “near miss” events must be used, supplemented by other 
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 Business Population Estimates for UK and the Regions 2012 (Department for Business Innovation and Skills) 

http://www.bis.gov.uk/assets/BISCore/statistics/docs/B/12-92-bpe-2012-stats-release.pdf 
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guidance and information produced by the regulator, professional and trade bodies, 
trades unions, et al. 

 
129. Given that HSE investigates only around 3.5% of reported injuries to workers, it 

seems unlikely that the perception of the threat of a follow-up visit by HSE would be 
significantly altered as a consequence of any changes to reporting requirements within 
either of the options proposed.  However, HSE is aware that there are key presentational 
issues around the proposed changes, and will carefully publicise the changes to ensure 
that duty holders understand that the removal or amendment of certain categories under 
RIDDOR does not imply any altering of regulatory priorities, nor should it imply that any 
such risks should be subject to a lower standard of control. HSE affords a high priority 
and significant resources to ensuring the adequate control of existing risks that tend not 
to give rise to RIDDOR reportable incidents, such as asbestos and noise. It will be made 
clear that removing reporting duties does not signal the removal of regulatory attention. 
Should the additional reporting requirements outlined within Option 3 be adopted, the 
potential for dutyholders to misinterpret the changes as a radical refocusing of regulatory 
priorities away from public safety or work-related ill health will be proportionately reduced.    

Direct Costs and Cost Savings to Business (One In; Two Out) 
 

Option 3 - Revision of list of reportable Major Injuries, Ill Health conditions 
and certain Dangerous Occurrences and Gas Events 

 
130. It is estimated that direct one-off costs to business due to familiarisation and 

updating ICT systems would be between £380 thousand and £1.4 million, with a best 
estimate around £900 thousand. 

 
131. Cost savings to business are estimated at around  £1.17 million in present values 

due to the reduction in reporting.  
 

132. The net benefit to business over the appraisal period is estimated at around £270 
thousand on best estimates. This equates to an equivalent annual net benefit of £0.03 
million, which is the size of the proposed “out”. 

Micro Business Exemption 
 

133. As the changes to RIDDOR will reduce burdens on all businesses, regardless of 
the number of people they employ, micro businesses will not be made exempt.  It is not 
expected that there will be any costs to micro businesses from this proposal as they are 
assumed only to familiarise with RIDDOR when they have an accident they think may be 
reportable.  This is assumed to be the same as under the baseline scenario.  In addition, 
it is not expected that micro businesses will be affected by the cost of updating automatic 
reporting systems as these are a feature only of larger firms who make several reports 
each year. 

 
134. Therefore, it is expected that micro businesses will either incur no costs or benefits 

(in the scenario whereby they experience no reportable accidents) or will incur a benefit 
without cost (in the scenario whereby they experience an accident that would be 
reportable under the baseline but not under Option 2 or 3). 

 

Rationale for Level of Analysis Undertaken 
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135. Given the level of data available and the time constraints that HSE is operating 
under, it is felt that the level of analysis conducted for this final stage impact assessment 
is appropriate.  Statistical data has been provided to the most accurate level possible and 
many of the cost estimates and assumptions have already been approved by the RPC.  
All the estimates and assumptions were further tested during consultation, and the 
results have been used to further strengthen the analysis in this final stage impact 
assessment. 

 

Risks and Uncertainty 
 

136. A key risk to the accuracy of the analysis presented is that changes to RIDDOR 
may result in an increase in compliance rates.  This could result from people conducting 
general familiarisation, increasing their awareness of what is required of them, but also 
from the simplification of requirements.  Were the compliance rates to increase then 
there would be a reduction in the net benefit and the size of the “out”. 

 
137. It is not known whether any increase in compliance will be close to the magnitude 

necessary to reduce the “out” to a level approaching zero and there could be a counter-
effect of familiarisation and simplification leading to a reduction of reports for non-
reportable incidents.  Indeed, HSE have already begun a program to reduce over-
reporting through engagement with reporters which has had some early success in 
reducing the reporting of non-fatal injuries to non-workers. Overall, it is considered that 
the most likely outcome is for compliance levels to remain constant, and for the “out” to 
be of the magnitude analysed in the main body of this impact assessment. 

 
138. At the same time, there is also a risk that compliance may actually fall, increasing 

the cost savings associated with this policy.  This outcome could arise as firms become 
aware of the fact that the RIDDOR reporting requirements are aligned with HSE incident 
selection criteria, and therefore any RIDDOR report they do submit is more likely to lead 
to an inspection being carried out.  Therefore, firms might be less likely to submit 
RIDDOR reports in a bid to decrease the chances of them receiving an inspection.  HSE 
currently has no data on, and no way to approximate, the likelihood of this occurring. 

 
139. The trend of RIDDOR reporting has been assumed flat over the next ten years in 

this impact assessment as HSE is unable to anticipate likely changes over the medium 
term. The level of reporting is affected by several factors including the state of the 
economy and compliance rates as well as actual injury and ill health incidence and it has 
not been possible to make a reasonable judgement as to the direction of reporting in the 
future.  

 
140. This impact assessment has therefore frozen the absolute relationship between 

anticipated reporting numbers and the baseline, rather than applying a proportional 
relationship. This would have seen a saving of a proportion of total reports rather than an 
absolute number, as applied above. As no trend has been assumed in baseline reports, 
the two approaches are equivalent. 

 
141. However, if baseline reporting numbers were to decline over the next ten years in 

the categories amended in Options 2 and 3, there is a risk that the cost savings 
calculated above will not occur in full as some of the reports expected to be saved due to 
the RIDDOR amendments will already have been lost through natural decline. 
Conversely, if there were an increase in baseline RIDDOR reporting over the next ten 
years, the cost savings would be greater as savings would be experienced against a 
greater numbers of reports in amended categories. Sensitivity tests suggest that 
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introducing arbitrary levels of trend would not substantially change the results of the cost 
benefit analysis given above.   

 

Consideration of Wider Impacts 
 

142. A consideration of the wider impacts of these proposals has been conducted and 
it is not believed that there will be any negative impacts as a result.  An equality impact 
assessment screening has been conducted which did not identify any potential issues. 

 
143. As small firms are not expected to spend any time familiarising themselves with 

the changes to RIDDOR, but are expected to benefit from reduced number of reports, 
then they will observe benefits from this change.  The rationale behind this can be found 
in paragraphs 133 to 134. 

 
144. Having considered the impact of the proposal on competition between firms within 

the framework recommended by the Office of Fair Trading (OFT) it is not anticipated that 
the proposed changes to RIDDOR will have any impact.20 

 

Summary and Preferred Option 
 

145. The preferred option is Option 3, which meets HSE’s commitment to amend to 
RIDDOR reporting requirements and delivers an ‘out’ for business while retaining incident 
data on those areas HSE considers a priority and where intervention in the instance of 
ongoing risk will be most effective. 

 
146. Present value costs over the appraisal period are £990 thousand and cost savings 

are £2.3 million. The best estimate for the net benefit based on present values over the 
appraisal period is £1.3 million.  

 
147. A summary of this preferred option can be found in Tables 6 to 8. 
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 For the OFT’s brief guidance on competition assessment please see http://www.oft.gov.uk/shared_oft/reports/comp_policy/Quick-Guide1-

4.pdf 
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DETI EQUALITY SCREENING FORM 
 
Part 1. Policy scoping 
 
The first stage of the screening process involves scoping the policy 
under consideration. The purpose of policy scoping is to help prepare 
the background and context and set out the aims and objectives for 
the policy, being screened. At this stage, scoping the policy will help 
identify potential constraints as well as opportunities and will help the 
policy maker work through the screening process on a step by step 
basis. 
 
Public authorities should remember that the Section 75 statutory 
duties apply to internal policies (relating to people who work for the 
authority), as well as external policies (relating to those who are, or 
could be, served by the authority). 
 
Information about the policy 
 
Name of the policy 
 
Proposal to revise and amend the Reporting of Injuries, Diseases 
and Dangerous Occurrences Regulations (Northern Ireland) 1997. 
 
Is this an existing, revised or a new policy? 
 
Existing 
 
What is it trying to achieve? (intended aims/outcomes) 
 
To improve the effectiveness of occupational incident reporting and 
provide a reporting mechanism which is appropriate for HSENI’s 
current and anticipated needs, which is proportionate in its 
demands upon business, and which allows HSENI, District 
Councils and other regulators to operate effectively. 
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Are there any Section 75 categories which might be expected to 
benefit from the intended policy? 
If so, explain how. 
 
No. There is no evidence to support that there will be a benefit on 
any particular category. 
 
Who initiated or wrote the policy? 
 
The proposals are to be submitted to DETI for the making of Health 
and Safety Regulations under the Health and Safety at Work 
(Northern Ireland) Order 1978. HSENI is responsible for devising 
and delivering the proposals for the NI implementing legislation to 
DETI. If DETI accepts the proposals, it is responsible for enacting 
the legislation. 
 
Who owns and who implements the policy? 
 
HSENI owns the policy. Both HSENI and District Councils are 
enforcing authorities. 
 
Implementation factors 
 
Are there any factors which could contribute to/detract from the 
intended aim/outcome of the policy/decision? 
 
If yes, are they 
 
 financial 

 legislative 

 other, please specify _________________________________ 

 
Main stakeholders affected 
 
Who are the internal and external stakeholders (actual or potential) 
that the policy will impact upon? 
 
 staff 
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 service users 

 other public sector organisations 

 voluntary/community/trade unions 

 other, please specify – The intended impact is to reduce the 

regulatory burden on organisations and individuals with 

responsibilities for reporting work-related incidents. Consequently this 

could affect any trade, business or other undertaking. 

 
Other policies with a bearing on this policy 
 
• what are they? 
 
None 
 
• who owns them? 
 
N/A 
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Available evidence 
 
Evidence to help inform the screening process may take many forms. 
Public authorities should ensure that their screening decision is 
informed by relevant data. 
 
What evidence/information (both qualitative and quantitative) have 
you gathered to inform this policy? Specify details for each of the 
Section 75 categories. 
 
Section 75 
category 
 

Details of evidence/information 
 

Religious 
belief 
 

• HSENI and district council annual statistics based on 
reports made under RIDDOR; 

• HSEGB and GB local authority annual statistics based on 
reports made under RIDDOR; 

• HSL Research Report into the impact of the GB change to 
RIDDOR from over-three day to over-seven day reporting; 

• The Government report, "Common sense, Common Safety" 
(2010); and 

• Professor Löfstedt's report "Reclaiming health and safety 
for all: An independent review of health and safety 
legislation " (2011). 

Political 
opinion 
 

As above. 

Racial group 
 

As above. 

Age 
 

As above. 

Marital status 
 

As above. 

Sexual 
orientation 
 

As above. 

Men and 
women 
generally 
 
 

As above. 
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Disability 
 

As above. 

Dependants 
 

As above. 

Needs, experiences and priorities 
 
Taking into account the information referred to above, what are the 
different needs, experiences and priorities of each of the following 
categories, in relation to the particular policy/decision? Specify details 
for each of the Section 75 categories 
 
Section 75 
category 
 

Details of needs/experiences/priorities 
 

Religious 
belief 
 

The proposals are designed to improve the 
effectiveness of the occupational incident reporting 
and provide a reporting mechanism that is appropriate 
and would apply equally to all Section 75 categories. 

Political 
opinion 
 

As above. 

Racial group 
 

As above. 

Age 
 

As above. 

Marital status 
 

As above. 

Sexual 
orientation 
 

As above. 

Men and 
women 
generally 
 

As above. 

Disability 
 

As above. 

Dependants 
 

As above. 
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Part 2. Screening questions 
 
Introduction 
 
In making a decision as to whether or not there is a need to carry out 
an equality impact assessment, the public authority should consider 
its answers to the questions 1-4 detailed below. 
 
If the public authority’s conclusion is none

 

 in respect of all of the 
Section 75 equality of opportunity and/or good relations categories, 
then the public authority may decide to screen the policy out. If a 
policy is ‘screened out’ as having no relevance to equality of 
opportunity or good relations, a public authority should give details of 
the reasons for the decision taken. 

If the public authority’s conclusion is major

 

 in respect of one or more 
of the Section 75 equality of opportunity and/or good relations 
categories, then consideration should be given to subjecting the 
policy to the equality impact assessment procedure. 

If the public authority’s conclusion is minor

 

 in respect of one or more 
of the Section 75 equality categories and/or good relations 
categories, then consideration should still be given to proceeding with 
an equality impact assessment, or to: 

• measures to mitigate the adverse impact; or 
• the introduction of an alternative policy to better promote equality of 

opportunity and/or good relations. 
 
In favour of a ‘major’ impact 
 
a) The policy is significant in terms of its strategic importance; 
b) Potential equality impacts are unknown, because, for example, 

there is insufficient data upon which to make an assessment or 
because they are complex, and it would be appropriate to conduct 
an equality impact assessment in order to better assess them; 

c) Potential equality and/or good relations impacts are likely to be 
adverse or are likely to be experienced disproportionately by 
groups of people including those who are marginalised or 
disadvantaged; 
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d) Further assessment offers a valuable way to examine the evidence 
and develop recommendations in respect of a policy about which 
there are concerns amongst affected individuals and 
representative groups, for example in respect of multiple identities; 

e) The policy is likely to be challenged by way of judicial review; 
f)  The policy is significant in terms of expenditure. 
 
In favour of ‘minor’ impact 
 
a) The policy is not unlawfully discriminatory and any residual 

potential impacts on people are judged to be negligible; 
b) The policy, or certain proposals within it, are potentially unlawfully 

discriminatory, but this possibility can readily and easily be 
eliminated by making appropriate changes to the policy or by 
adopting appropriate mitigating measures; 

c) Any asymmetrical equality impacts caused by the policy are 
intentional because they are specifically designed to promote 
equality of opportunity for particular groups of disadvantaged 
people; 

d) By amending the policy there are better opportunities to better 
promote equality of opportunity and/or good relations. 

 
In favour of none 
 
a) The policy has no relevance to equality of opportunity or good 

relations. 
b) The policy is purely technical in nature and will have no bearing in 

terms of its likely impact on equality of opportunity or good 
relations for people within the equality and good relations 
categories. 

 
Taking into account the evidence presented above, consider and 
comment on the likely impact on equality of opportunity and good 
relations for those affected by this policy, in any way, for each of the 
equality and good relations categories, by applying the screening 
questions detailed below and indicate the level of impact on the group 
i.e. minor, major or none. 
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Screening questions 
 
1 What is the likely impact on equality of opportunity for those 

affected by this policy, for each of the Section 75 equality 
categories?  minor/major/none 

Section 75 
category 
 

Details of policy impact Level of impact? 
minor/major/none 
 

Religious 
belief 
 

The intended impact is to reduce 
the regulatory burden on 
organisations and individuals with 
responsibilities for reporting work-
related incidents. 

None 

Political 
opinion 
 

As above. None 

Racial 
group 
 

As above. None 

Age 
 

As above. None 

Marital 
status 
 

As above. None 

Sexual 
orientation 
 

As above. None 

Men and 
women 
generally 
 

As above. None 

Disability 
 

As above. None 

Dependants 
 

As above. None 
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2 Are there opportunities to better promote equality of opportunity for 
   people within the Section 75 equalities categories? 
 
Section 75 
category 
 

If Yes, provide details If No, provide reasons 
 

Religious 
belief 
 

 The policy applies equally 
to all Section 75 
categories. There is no 
evidence to suggest that 
there will be a 
disproportionate impact 
on any group. 
Consequently there is no 
opportunity to promote 
equality of opportunity.  

Political 
opinion 
 

 As above. 

Racial 
group 
 

 As above. 

Age 
 

 As above. 

Marital 
status 
 

 As above. 

Sexual 
orientation 
 

 As above. 

Men and 
women 
generally 
 

 As above. 

Disability 
 

 As above. 

Dependants 
 

 As above. 
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3 To what extent is the policy likely to impact on good relations   
between people of different religious belief, political opinion or racial 
group?   

 
Section 75 
category 
 

Details of policy impact Level of impact 
minor/major/none 
 

Religious 
belief 
 

The intended impact is to reduce 
the regulatory burden on 
organisations and individuals with 
responsibilities for reporting work-
related incidents. 

None 

Political 
opinion 
 

As above. None 

Racial 
group 
 

As above. None 

 
4 Are there opportunities to better promote good relations between 

people of different religious belief, political opinion or racial group? 
 
Good 
relations 
category 
 

If Yes, provide details If No, provide reasons 
The proposals are 
intended to improve the 
RIDDOR reporting 
regime. The changes will 
not contribute to or 
detract from the 
promotion of good 
relations. 

Religious 
belief 
 

 As above. 

Political 
opinion 
 

 As above. 

Racial 
group 
 

 As above. 
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Additional considerations 
 
Multiple identity 
 
Generally speaking, people can fall into more than one Section 75 
category.  Taking this into consideration, are there any potential 
impacts of the policy/decision on people with multiple identities? 
(For example; disabled minority ethnic people; disabled women; 
young Protestant men; and young lesbians, gay and bisexual 
people). 
 
 
 
 
Provide details of data on the impact of the policy on people with 
multiple identities. Specify relevant Section 75 categories concerned. 
 
 
 
Available data consists of annual statistics based on reports made 
under RIDDOR and a recent Research Report into the impact of the 
GB change to RIDDOR from over-three day to over-seven day 
reporting. The policy will apply equally to all of the Section 75 Groups 
and there is no evidence to suggest that people with multiple 
identities will be affected. 
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Part 3. Screening decision 
 
If the decision is not to conduct an equality impact assessment, 
please provide details of the reasons. 
 
 
 
 
 
 
 
 
If the decision is not to conduct an equality impact assessment the 
public authority should consider if the policy should be mitigated or an 
alternative policy be introduced. 
 
 
 
 
 
 
If the decision is to subject the policy to an equality impact 
assessment, please provide details of the reasons. 
 
 
 
 
 
 
All public authorities’ equality schemes must state the authority’s 
arrangements for assessing and consulting on the likely impact of 
policies adopted or proposed to be adopted by the authority on the 
promotion of equality of opportunity. The Commission recommends 
screening and equality impact assessment as the tools to be utilised 
for such assessments.  Further advice on equality impact assessment 
may be found in a separate Commission publication: Practical 
Guidance on Equality Impact Assessment. 

The proposed reporting requirements are primarily intended to have a 
positive impact on the "responsible person" as defined within RIDDOR. 
Simplification and clarification of the requirements and guidance will 
contribute to making the reporting of accidents and dangerous occurrences 
at work easier and more effective for those individuals with such duties. 
There is no evidence to suggest that any group will be adversely affected by 
the proposals. 
 

There is no evidence to support that there is a negative impact on any 
particular group. 
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Mitigation 
 
When the public authority concludes that the likely impact is ‘minor’ 
and an equality impact assessment is not to be conducted, the public 
authority may consider mitigation to lessen the severity of any 
equality impact, or the introduction of an alternative policy to better 
promote equality of opportunity or good relations. 
 
Can the policy/decision be amended or changed or an alternative 
policy introduced to better promote equality of opportunity and/or 
good relations? 
 
If so, give the reasons to support your decision, together with the 
proposed changes/amendments or alternative policy. 
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Timetabling and prioritising 
 
Factors to be considered in timetabling and prioritising policies for 
equality impact assessment. 
 
If the policy has been ‘screened in’ for equality impact assessment, 
then please answer the following questions to determine its priority 
for timetabling the equality impact assessment. 
 
On a scale of 1-3, with 1 being the lowest priority and 3 being the 
highest, assess the policy in terms of its priority for equality impact 
assessment. 
 
Priority criterion Rating 

(1-3) 
 

Effect on equality of opportunity and good relations 
 

 

Social need 
 

 

Effect on people’s daily lives 
 

 

Relevance to a public authority’s functions 
 

 

 
Note: The Total Rating Score should be used to prioritise the policy in 
rank order with other policies screened in for equality impact 
assessment.  This list of priorities will assist the public authority in 
timetabling.  Details of the Public Authority’s Equality Impact 
Assessment Timetable should be included in the 
quarterly Screening Report. 
 
Is the policy affected by timetables established by other relevant 
public authorities? 
 
 
If yes, please provide details 
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Part 4. Monitoring 
 
Public authorities should consider the guidance contained in the 
Commission’s Monitoring Guidance for Use by Public Authorities 
(July 2007). 
 
The Commission recommends that where the policy has been 
amended or an alternative policy introduced, the public authority 
should monitor more broadly than for adverse impact (See Benefits, 
P.9-10, paras 2.13 – 2.20 of the Monitoring Guidance). 
 
Effective monitoring will help the public authority identify any future 
adverse impact arising from the policy which may lead the public 
authority to conduct an equality impact assessment, as well as help 
with future planning and policy development. 
 
 
Part 5. Disability Duties 
 
 
Under the Disability Discrimination Act 1995 (as amended by the 
Disability Discrimination (Northern Ireland) Order 2006), public 
authorities, when exercising their functions, are required to have due 
regard to the need: 
 

• to promote positive attitudes towards disabled people; and 
 

• to encourage participation by disabled people in public life. 
 
 
5. Does this policy/legislation have any potential to contribute 

towards promoting positive attitudes towards disabled people or 
towards encouraging participation by disabled people in public 
life?  If yes, please give brief details. 
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Name of consultee                                                                                         
Action on Hearing Loss 
Age NI 
Age Sector Platform 
Agent for the Copyright Libraries 
Airtricity 
Alliance Party 
Allpipe Engineering Ltd. 
Amalgamated Engineering and Electrical Union 
AMEY BPO 
An Munia Tober 
Archbishop of Armagh and Primate of all Ireland 
Ards Business Centre Ltd. 
Argyle Business Centre Ltd. 
Armagh Business Centre Ltd. 
Aspergers Network 
Association of British Insurers 
Association of Consulting Engineers (NI Branch) 
Association of Independent Advice Centres 
Association of Local Authorities of Northern Ireland 
Association of Teachers and Lecturers   
Association of University Teachers 
Atlas Environmental NI 
Attorney General (NI) 
Autism Northern Ireland 
Bakers, Food and Allied Workers Union 
Ballymena Business Centre Ltd. 
Banbridge Enterprise Centre 
Bar Council 
Barnardos 
Belfast Centre for the Unemployed 
Belfast City Centre Management 
Belfast Education and Library Board 
Belfast Harbour Commissioners 
Belfast Health and Social Care Trust 
Belfast Hebrew Congregation 
Belfast Islamic Centre 
Belfast Marine Engineering Employers' Association 
Belfast Solicitors Association 
Bishop of Down and Connor 
Borough Councils 
British Chemical Distributors and Traders Association  
British Clothing Industry Association (NI) 
British Library 
British Medical Association 
British Oxygen Company 
Bryson House 
Budget Energy Ltd. 
Buildhealth NI 
Business in the Community 
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Calor Gas (NI) Ltd. 
Cancer Focus Northern Ireland 
Cara-Friend 
Carers NI 
Carrickfergus Enterprise Agency Ltd. 
Catholic Bishops of Northern Ireland 
Causeway Enterprise Agency Ltd. 
Cedar Foundation 
Central Services Agency 
Chadwyck-Healey Ltd. 
Chartered Institute of Environmental Health, NI 
Chartered Institute of Marketing 
Chemical Business Association 
Chief Constable Police Service of Northern Ireland 
Child Care Northern Ireland 
Children’s Law Centre 
Chinese Chamber of Commerce 
Chinese Welfare Association 
Cinematograph Exhibitors' Association 
City Councils 
Civil Law Reform Division 
Civil Service Occupational Health Service 
Colloide Engineering Systems 
Commission for Victims and Survivors 
Commissioner for Children and Young People for NI 
Commissioner for Older People for Northern Ireland 
Committee on the Administration of Justice 
Communication Access 
Communication Workers' Union (CWU) 
Community Foundation for Northern Ireland 
Community Relations Council 
Community Relations Training Learning Consortium 
Community Union 
Confederation of British Industry  
CONNECT 
Construction Employers' Federation 
Construction Industry Training Board 
Cookstown Enterprise Centre Ltd. 
Coolkeeragh Power Ltd. 
Co-Operation Ireland 
Council for Catholic Maintained Schools 
Countryside Services Ltd. 
Courts and Tribunal Service 
Craigavon Industrial Development Organisation Ltd. 
Creggan Enterprises Ltd. 
Deaf Association Northern Ireland 
Democratic Unionist Party 
Derry Well Woman 
Desmond and Sons Ltd. 
Disability Action 
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District Councils 
Down’s Syndrome Association 
Driver and Vehicle Testing Agency 
Driver Training Services 
Du Pont (UK) Ltd. 
Dungannon Enterprise Centre Ltd. 
East Belfast Community Development Agency 
East Belfast Enterprise Park Ltd. 
East Belfast Partnership Board 
Eastern Group Environmental Health Committee 
Employers For Disability NI 
Electric Ireland 
Energia 
Engineering Employers' Federation NI (EEF) 
Engineering Training Council 
Engineers' and Managers' Association (EMA) 
Equality Coalition 
Equality Commission 
Equipment Hire Association of Northern Ireland Ltd 
Equity 
Evangelical Alliance 
Falls Community Council 
Federation of Small Businesses 
Federation of Petroleum Suppliers 
Federation of the Retail Licensed Trade (NI) 
Fermanagh Enterprise Ltd. 
Fire Brigades Union 
Firmus Energy 
Food Standards Agency Northern Ireland 
Forensic Science Agency of Northern Ireland 
Fortress Pro-Tec Ltd 
Foyle Meats 
Foyle Women's Information Network  
FPA NI (formerly Family Planning Association) 
Freight Transport Association 
General Consumer Council for Northern Ireland 
Gingerbread Northern Ireland 
Glass and Glazing Federation 
GMB 
Graphical Paper and Media Union 
Gray & Adams (Ireland) Ltd 
Greater Shankill Partnership 
Green Party 
Guide Dogs for the Blind Association 
Harland and Wolff Heavy Industries Ltd. 
Health and Safety Executive 
Health and Social Care Board 
Heating and Ventilating Contractors' Association 
Heron Brothers Ltd. 
HM Council of County Court Judges 
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HM Revenue and Customers 
Home Retail Group 
Inclusive Mobility and Transport Advisory Committee (IMTAC) 
INCORE Conflict Resolutions Ltd. 
Indian Community Centre 
Independent Political Parties 
Information Commissioner’s Office 
Institute of Acoustics 
Institute of Directors   
Institute of Directors (NI Division) 
Institute of Professionals, Managers and Specialists (IPMS) 
Institute of Quarrying 
Invest NI 
Irish Bank Officials Association 
Irish National Teachers Organisation 
James G McAlorum Ltd. 
John Mackle (Moy) Ltd. 
Joint Industry Board for the Electrical Engineering Industry 
Judge McKibbin 
Justice for Asbestos Victims 
Kesh Development Association Charitable Trust 
Labour Party 
Labour Relations Agency 
Lagan Group 
Larne Development Forum 
Law Centre (NI) 
Law Society of Northern Ireland 
Lilliput Services 
Local Government Staff Commission for NI (LGSC) 
Lord Chief Justice Office 
Magherafelt Women’s Group 
Mallusk Enterprise Park 
Maritime and Coastguard Agency 
Mastic Asphalt Federation (NI) 
Mr B McClintock 
McGrigors, Solicitors 
MENCAP 
Methodist Church in Ireland 
Mindwise 
Ministry of Defence 
MPs & MEPs (NI) 
Mr George Condell 
Mr Richard Steele 
Multi-Cultural Resource Centre 
Musicians Union 
National Association of Schoolmasters/Union of Women Teachers 
National Association of Teachers in Further and Higher Education 
National Union of Rail, Maritime and Transport Workers 
Newry and Mourne Enterprise Agency 
Newry and Mourne Senior Citizen’s Consortium 
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Newry and Mourne Women 
Newtownabbey Senior Citizen’s Forum 
NI21 
NI-CO (Northern Ireland Public Sector Enterprises Ltd) 
NIGEN 
North Antrim Business Agency 
North Belfast Partnership 
North City Business Centre Ltd. 
North Down Development Organisation Ltd. 
North Eastern Education and Library Board 
North / South Ministerial Council 
North West Community Network 
North West Forum of People with Disabilities 
North West Industrial Health and Safety Group 
Northern Group 
Northern Group Systems 
Northern Health and Social Care Trust 
Northern Ireland African Cultural Centre 
Northern Ireland Agricultural Producers' Association 
Northern Ireland Anti-Poverty Network 
Northern Ireland Assembly Library 
Northern Ireland Assembly Members 
Northern Ireland Association for Mental Health 
Northern Ireland Association for the Care and Resettlement of Offenders 
Northern Ireland Audit Office 
Northern Ireland Authority for Utility Regulation 
Northern Ireland Association of Citizens Advice Bureaux  
Northern Ireland Bakery Council 
Northern Ireland Bankers' Association 
Northern Ireland Centre for Competitiveness 
Northern Ireland Chamber of Commerce 
Northern Ireland Chamber of Trade 
Northern Ireland Committee/Irish Congress of Trade Unions 
Northern Ireland Commissioner for Children and Young People 
Northern Ireland Conservative Association  
Northern Ireland Council for Ethnic Minorities 
Northern Ireland Council for Integrated Education 
Northern Ireland Council for the Curriculum, Examinations and Assessment 
Northern Ireland Council for Voluntary Action 
Northern Ireland Court Service 
Northern Ireland Dairy Association 
Northern Ireland Economic Research Centre 
Northern Ireland Environment Link 
Northern Ireland Fire and Rescue Service 
Northern Ireland Gay Rights Association 
Northern Ireland Hotels Federation 
Northern Ireland Housing Executive 
Northern Ireland Human Rights Commission 
Northern Ireland Judicial Appointments Commission 
Northern Ireland Law Commission 
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Northern Ireland Local Government Association 
Northern Ireland Master Plumbers' Association 
Northern Ireland Occupational Health and Safety Group 
Northern Ireland Oil Federation 
Northern Ireland Polymers Association 
Northern Ireland Prison Service 
Northern Ireland Public Service Alliance (NIPSA) 
Northern Ireland Quarry Owners' Association 
Northern Ireland Railways 
Northern Ireland Resident Magistrates' Association 
Northern Ireland Safety Group 
Northern Ireland Spinners Ltd. 
Northern Ireland Statistics and Research Agency (NISRA) 
Northern Ireland Textiles and Apparel Association Ltd 
Northern Ireland Timber Trades' Association 
Northern Ireland Tourist Board 
Northern Ireland Women's European Platform 
NSPCC, Northern Ireland Regional Office 
NUS/USI 
NW Community Network 
Occupational Health Service 
Office of Industrial Tribunals 
Omagh Enterprise Co. Ltd. 
Omagh Women’s Area Network  
Ormeau Enterprises Ltd. 
Participation Network 
Participation the Practice of Rights Project 
Pass International 
PDA Consultant Engineers 
Peter Scott Health and Safety 
Pharmaceutical Society of Northern Ireland 
Phoenix Natural Gas 
POBAL 
Police Federation for Northern Ireland  
Police Service of Northern Ireland 
Power NI (formerly NIE) 
Premier Power Limited 
Presbyterian Church in Ireland 
PricewaterhouseCoopers 
Prince's Trust 
Progressive Unionist Party 
Public Commerce Services Union (PCS) 
Quarry Products Association NI 
Queen's University 
Richards PLC 
Roads Service 
Roman Catholic Church 
RoSPA 
Roy Coulter Consulting Ltd. 
Royal College of Midwives 
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Royal College of Nursing of the UK (NI Board) 
Royal Institution of Chartered Surveyors in Northern Ireland  
Royal National Institute for the Blind (NI) 
Rural Community Network 
Rural Development Council 
Safety Advice Centre 
Save the Children 
SDLP 
Seagate Technology (Ireland) 
Senior Citizens Consortium Sperrin Lakeland 
Sense NI 
Services Industrial Professional Technical Union (SIPTU) 
Shorts Bombardier PLC 
Sinn Fein 
Skyglaze Architectural Systems Ltd. 
Social Security Agency 
Society of Local Authority Chief Executives 
Society of Occupational Medicine 
South Belfast Partnership Board 
South Eastern Education and Library Board 
South Eastern Health and Social Care Trust 
South West Fermanagh Development Organisation Ltd. 
Southern Education and Library Board 
Southern Group Environmental Health Committee 
Southern Health and Social Care Trust 
Spence Bryson Limited 
SRT Donnelly and Co. 
St John Ambulance NI 
Strabane Industrial Properties Ltd. 
Staff Commission for Education and Library Boards 
Sypol Ltd. 
Tennants Textile Colours Ltd. 
Tesco Stores Ltd. 
Thermomax Ltd. 
Townsend Enterprise Park Ltd. 
Traditional Unionist Voice 
Trainfield Construction Ltd. 
Training for Women Network Ltd. 
Translink 
Transport Salaried Staff Association 
Transport Training Services Ltd. 
Transtec Automotive (Campsie) Ltd. 
UK Independence Party 
UK National Committee of UN Women 
Ulster Farmers' Union 
Ulster Furniture Federation 
Ulster Scots Community Network 
Ulster Teachers' Union 
Ulster Unionist Party 
Union of Construction, Allied Trades and Technicians (UCATT) 
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Union of Shop, Distributive and Allied Workers (USDAW) 
UNISON (Northern Ireland) 
Unite the Union 
University of Ulster at Coleraine 
Volunteer Centre 
Volunteer Now 
Visual Access NI (Braille, Audio and DAISY) 
Water Service 
West Belfast Development Trust Ltd. 
West Belfast Partnership Board 
Western Education and Library Board 
Western Group Environmental Service 
Western Health and Social Care Trust 
Westlink Enterprise Ltd. 
William Keown Trust 
Women's Forum NI 
Women's Information NI 
Women's Resource and Development Agency 
Women's Support Network 
Women’s Training, Enterprise and Childcare 
Workers' Party 
Workspace 
Youth Action Northern Ireland Gender Equality Unit 
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