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Remembered

his report aims to provide a summary of the fire at Paul’s Hair and Beauty World, Oldham
Street, Manchester, which broke out on Saturday, July 13, 2013, and tragically claimed the life
of Firefighter Stephen Hunt.

Stephen was a proud and valued part of Greater Manchester Fire and Rescue Service (GMFRS).
He was a professional Firefighter and hero who was a much loved member of Blue Watch at
Philips Park Community Fire Station. He made the ultimate sacrifice in service and his loss was
felt widely throughout the organisation, as well as the fire and rescue service community across
the world.

GMFRS remains utterly devastated by Stephen’s death but at the heart of every investigation into
this complex incident is a family which has lost a son, brother, dad, uncle and friend.

We cannot bring Stephen back or turn back time to change the sequence of events that led to his
death, as much as we would give everything that we have to do so.

We can however be open and transparent about what happened, what didn’t happen that should
have and what now needs to change to ensure anything similar never happens again.
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Executive
Summary

Greater Manchester Fire and Rescue Service has supported, co-operated and worked openly
with Greater Manchester Police, the Health and Safety Executive and HM Coroner in the years
that have passed since Stephen’s death to support a range of investigations including the Inquest
in May 2016. The ultimate aim of this work has been to help establish what happened. This has
been about finding the truth for Stephen’s family, for his legacy and ensuring that we understand,
so far as possible, exactly what happened that day. That learning will be used to ensure that
everything possible is done to prevent anything like this from happening again.

The following provides a summary of the key issues identified from the investigation, based on
all the information available to the investigation team, including details from Stephen’s breathing
apparatus (BA) partner about what he remembers from inside the fire.

The lack of an assurance process by the command team to ensure that functional roles and
control measures were maintained or removed with justification.

e The control measure to supervise the duration of BA wears that existed during the day shift
that was not carried forward into the night shift.

e The use of a 2nd Safety Officer as a control measure to ensure that BA wearers were
monitored during the day was not carried forward into the night shift.

e |ack of identification and understanding by BA wearers, of the signs that would indicate
physiological deterioration, both in self and others.

e The lack of action when concerns were raised relating to the safety of BA crews.

¢ The briefings of BA crews by two separate officers where specific words were used in one
brief but not the other.

e The exchange of information between BA crews and entry control officers (ECO).

e The application of basic BA procedures to ensure safety at incidents.

¢ Individual officers not fulfilling the responsibilities of their functional roles.
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e The actions of Sector Commanders and their communications with other sectors.

¢ The recording and communication of hazard and control measures to ensure critical actions
and information was carried forward.

Part 1 of this report provides an introduction, putting context to the incident and outlines the
sequence of events from the discovery of the fire up to and including actions taken following the
BA emergency. Part 2 provides details of actions taken, by multiple agencies post incident. Part 3
of the report draws together conclusions made by the Accident Investigation Team and provides
a response to the conclusions made by the Inquest jury. Finally, Part 4 details the lessons learnt
by GMFRS and an update on actions taken to address them.
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Introduction
and Context

Part 1. Firefighting Operations

Section 1: Incident summary
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1.1.2

1.1.3

By way of an overview, this section provides a summary of the incident background,
type of premises, what was involved in fire, as well as a timeline which details

fire appliance mobilisations, informative messages and key time stamps from the
discovery of the fire to the action taken when the BA Emergency was declared.

At the time of the fire on the July 13, 2013 Paul’s Hair and Beauty World premises
were located within a multi occupied building on Oldham Street Manchester. The
building, known as Plaintree House consists of four floors and a basement. Due

to being built on sloping ground the front elevation has three storeys whilst the

rear of the building is four. At the rear, ground floor level of the building is six steps
above the ground level with the basement only partly below ground. Figure 1 below
illustrates a side elevation of the building, showing this change in floor level.

TIB STREET OLDHAM STREET
(REAR OF BUILDING) (FRONT OF BUILDING)
THIRD FLOOR

SECOND FLOOR SECOND FLOOR
FIRST FLOOR FIRST FLOOR

GROUND FLOOR
GROUND FLOOR GROUND LEVEL

GROUNDLEVEL | - — — — = = = = = = — — = = = 7

BASEMENT

Figure 1: Side elevation of building

The building is of traditional brick and concrete construction and has adjoining
buildings on either side. To the south-west side is Sachas Hotel and to the north-
east side is The Manchester Coffee Company café. Afflecks Palace (Emporium)
adjoins this café and is in close proximity to Plaintree House at the rear of the
premises.
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1.1.5

1.1.6

(Photograph 1)
Aerial view showing rear of Paul’s Hair World

As stated, the building at the time of the incident was multi occupancy. Paul’s Hair
and Beauty World occupied the ground floor along with Blue Rinse Clothing. First
and third floors were occupied by Ticket Line, with the second floor being occupied
by various organisations, including a language college, Alcoholics Anonymous and
an acting agency.

The ground floor had its main entrance via the shop front on Oldham Street. This
door led to the shop floor which was laid out with counters, with storage and display
of products, in a squared off ‘U’ configuration to three sides. To the left hand side of
the shop floor there was also a long shelved aisle that shoppers could also access,
where mainly shampoos and hair treatments were displayed.

To the right hand side of the shop floor and behind the serving counter, at ground
level, were offices and access, via two staircases, to a mezzanine level, with further
office space, staff facilities and a separate store room.




1.1.7

1.1.8

1.1.9

To the rear of the ground floor was the stock room for Paul’s Hair and Beauty
World. This stock room was accessed by staff from the shop floor and consisted of
wooden racking approximately 3 metres in height. This racking spanned the entire
width of the shop, constructed in a library shelving configuration with narrow aisles
separating them. There was a large amount of heavily compacted stock in this room,
mainly consisting of natural and synthetic hair pieces.

Accessed from this store room was the rear fire exit for the shop. From the store
room, descending six steps led to a final exit which allowed egress from the rear of
the building. The exit consisted of two fire doors, operated internally by push bar
mechanisms. With both doors open and looking from outside the building, there was
a metal cage construction behind the left hand door, used for cardboard storage. It
was within the cardboard storage that the fire was first discovered on July 13, 2013.
Going through the right hand door, a couple of strides led to the bottom of the six
steps which led back to the store room. From the exit and extending up the steps
was further racking which was stocked primarily with synthetic hair pieces. It was
this configuration and cardboard storage and stock loading immediately behind the
rear fire exit that played a major contributory factor in the development of the fire.
This exit was also the only escape route from the rear of the shop and was one of
the main areas of operation throughout the incident.

The plan (Figure 2) overleaf shows the layout of Paul’s Hair and Beauty World,
locations of entrance / exit doors along with the location of staircases. (1.1.9
provides a key to the description and any significance of these locations)
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(Photograph 2)
Aerial view showing front of Paul’s Hair World
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1.1.10

Key to figure 2

Doorway A - located at the rear of the building on the north corner. It is where the
first crews entered the building and was the entry point from Sector One.

Doorway B - the main shop entrance to Pauls Hair & Beauty World from Oldham
Street, Sector Three.

Doorway C - located at the rear on the south-west corner of the building.
Became the entry point to Sector Four and is where crews entered to rescue FF
Hunt and his BA Partner.

Staircase A is a short flight of six steps connecting the rear car park with the
ground floor Pauls Hair & Beauty World on the north corner. This was used to
access the ground floor from doorway ‘A’ in Sector One.

Staircase C is a protected staircase at the rear which serves ground, first, second
and third floors and discharges through doorway C into an alleyway adjacent to
Sachas Hotel. At the time of the fire, access to Pauls Hair & Beauty World on the
ground floor was blocked off with racking and storage covering the inside. Also,
a roller-shutter door between the staircase and Pauls Hair & Beauty World was in
the closed position.

The basement nightclub stairs are within stairwell C, but are completely
separated and do not communicate with the ground or upper floors.

Staircase D leads from the ground floor to the mezzanine and was ascended by
FF Hunt.

Staircase E also leads from the ground floor, but at the opposite end of the
mezzanine.

Staircase F is in between Pauls Hair & Beauty World and Blue Rinse clothing and
only serves the basement nightclub.

Staircase G discharges onto Oldham Street at the front and serves the basement,
first and second floors. It is a protected staircase (enclosed in fire-resisting
construction).

Staircase H is located on the south-west wall and serves the first and third floors
only. This staircase is not shown in detail on the attached plan as it does not
return to ground level, although it may have done previously.
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1.1.11 The following timeline is a summary of the sequence of events from the discovery of
the fire by shop staff to actions taken during the BA Emergency.
1.1.12 Conditions on the day of the fire were clear and warm with a day time temperature
recorded at 25.2 Celsius in Manchester City Centre.
1.1.13 NB: Text in italics throughout this document indicates actual radio messages, phone
calls or direct quotations.
Highlights Assistance messages from the fire ground
Highlights Informative messages from the fire ground
Highlights key points in fire fighting operations
. . Duration
Time Descriptor hh:mm
14:38 Two individuals seen on CCTV approaching rear exit doors of building 00:00
14:44 Fire is discovered by staff member 00:06
14-49 Time of initial call to Fire Control - 3 pumps were mobilised as per the 00:11
' pre-determined attendance (PDA) for a commercial property '
14:50 G17P1 Appliance from Blackley mobilised 00:12
14:51 G13P1 Moss Side and G58P1 Salford mobilised 00:13
14-59 Furthgr call to Control - Persons reported — nearest SM/GM 00-14
mobilised as per PDA
14:53 Mobilised appliances informed - Persons reported 00:15
) G58P1 Salford in attendance at incident — Day Shift Sector 1 Sector )
14:55 , 00:17
Commander in charge
14-56 G17P1 Black!ey in attendance at incident — Initial Incident 00:18
Commander in charge
14:58 The first BA team to the rear through doorway ‘A’ 00:20
. Two Firefighters entered the building at the front wearing BA and )
15:00 . 00:22
began to search for the missing manager
) G13P1 Moss Side in attendance at incident — Day Shift Sector 3 )
15:00 . 00:22
Sector Commander in charge
15:02 Assistance Message from Initial Incident Commander; Make pumps 4 00:24
for BA
15:05 Group Manager arrived at the incident and carried out initial risk 00:07
assessment.
15:07 Group Manager now taken charge of the incident. 00:29
15-08 Fourth pump to arrive was G13P2 Moss Side 2nd Appliance Officer in 00:30
charge
. |

12




Duration

Time Descriptor P
) Assistance Message; From Incident Commander Make Pump x 6, .
15:14 ; : 00:36
Aerial Appliance x 1
From Incident Commander - fire involves ground floor of city centre
15:20 shop unit, eight BA in use commencing firefighting operations; four 00:42
' hose-reels and safety jet laid, Sectors 1 and 3 now in operations, both ’
sectors in offensive mode
15:20 An aerial appliance (G16A1) arrives 00:42
. Assistance Message; Attendance of Enhanced Rescue Unit, Stihl saw .
15:23 , ; 00:45
required to gain access
15:29 From Incident Commander - make pumps 12 for BA 00:51
From Incident Commander - crews making good progress in Sector
15:34 1, platform carrying out observations of upper floors. Sachas Hotel 00:56
now evacuated due to smoke
15-37 Message; Operational Support Unit (OSU) now contact point for inci- 00:59
dent
15-38 Area Manager mobilised to take over the role of IC as per 12 pump 01-00
PDA
15:40 Fire Control informed Assistant Chief Fire Officer (ACFO) of the fire, he 01:02
' decides to open the Operations room at FSHQ )
15:46 12 Pumps, HP, ERU in attendance 01:08
From Incident Commander - eight BA wearers conducting firefighting
and search procedures, fire involves whole of ground floor of city
centre shop unit, fire involves large amount of stock, enhanced
15:50 response unit gaining access through roller shutter in Sector 3, 01:12
external electrical supply affected, request electricity northwest to
attend, one male aged 40 years suffering slight burns, being treated
by the ambulance in attendance
) Additional Area Manager informed of informative message, in attend- ]
15:53 01:15
ance Ops room
) Ops Room established by Additional Area Manager at Fire Service HQ .
16:00 01:22
(FSHQ)

16-08 From Incident Commander - all BA crews withdrawn from Sectors 1 01-30
: and 3 due to deteriorating conditions, offensive mode in operation ’
16:11 Area Manager now in attendance carrying out risk assessment 01:33

From Incident Commander - BA main control in operation; Sector 1
16:28 in offensive mode, three jets and six BA wearers. Sector 3 in offensive 01-50
' mode, four BA wearers. Electrical supply to main building now ’
isolated
ACFO in attendance at incident. He first met with Area Manager and
16:30 Incident Commander. ACFO (who was not mobilised to the incident) 01:52

then left to go to the Ops room at FSHQ

13




Time

Descriptor

Duration
hh:mm

16:36

From Incident Commander - fire involving ground floor of City Centre
unit contained within Building Approx. 200M x 100M 4 floors of con-
crete and brick construction, fire contained to ground floor area

01:58

16:51

Message; from Environment Agency representative at the scene, all
water runoff from this incident would only enter the foul sewer system
due to the area it is in, no water runoff will enter any rivers. Environ-
ment Agency have asked Fire Control to inform United Utilities of this
to make them aware.

02:13

17:02

From Incident Commander - Sector 4 now being established in offen-
sive mode

02:24

17:24

From Incident Commander - good firefighting progress being made
in all three Sectors; 14 BA, safety jets in place and ventilation ports
being opened in Sector 1

02:46

17:53

From Incident Commander - crews in Sector 1 facing difficult con-
ditions in gaining entry due to heavy stock load involving hair care
products; inform Environment Agency regarding water run-off, which
is currently being contained by fire service personnel

03:15

18:10

From Incident Commander - Multi agency meeting held to discuss
required support services

03:32

18:17

Message; can control contact workshops and arrange for some diesel
to be delivered asap as they have 3 pumps that are very low on fuel

03:39

18:33

From Incident Commander - firefighting operations continuing in Sec-
tors 1 and 3; BA wearers being constantly refreshed, in the region of
50 BA wears up to this point

03:55

18:38

From Incident Commander — 8 pump relief required for change of
watch, Operational Support Unit and support pump crew, one GM
and three SMs also required at change of watch. Rendezvous point
is Oldham Street. All appliances to proceed down Oldham Street off
Great Ancoats Street.

04:00

18:44

BA team 4 FF A and B enter doorway ‘A’

04:06

18:50

BA team 4 FF A and B withdraw and talk to Day Shift Sector 1
Sector Commander, 2nd Safety Officer Sector 1, and 1st Operational
Assurance Officer.

04:12

18:55

BA team 4 FF A and B re-enter doorway ‘A’, from 19:02 to being
relieved at 19:10 they can be seen on CCTV working just inside the
doorway

04:17

18:58

Tactical ventilation in Sector 3 smashing of windows of PHW

04:20

19:07

From Incident Commander - firefighting crews having difficulty in
gaining access to seat of fire due to heavy stock load of haircare
products, natural ventilation taking place, 12 BA wearers, four jets and
safety jets in use

04:29

19:10

BA team 3 FF A and B enter Sector 1 Entry Point, from entering and
up to 19:23 they are seen operating just inside doorway ‘A’

04:32

19:14

From Incident Commander - Make Aerial Appliances two, rendezvous
point Tib Street

04:36

14




Duration

Time Descriptor P
19-14 G18P2 in attendance with a crew of 4 including FF Hunt and his BA 04:36
Partner
From Incident Commander — All BA withdrawn from inside the build-
19-18 ing due to worsening conditions. Fire has broken through to the first 04:40
: floor. Aerial appliance and jets being directed through the first floor ’
windows.
19:08 2 jets continue to be trained through the ground and 1st floors in 04:50
Sector 3
) Hydraulic Platform Vehicle cage goes up and starts to train monitor )
19:30 , 04:52
through 1st floor window Sector 3
From entering Sector 1 Entry Point (EP), viewed from CCTV, a FF from
19:35 BA team 3 step out to have discussion with 2nd Safety Officer Sector 04:55
1, he remains under air and re-enters building one minute after
19:41 FF Hunt and his BA Partner dismount and leave appliance G18P2 05:03
19:43 Handover of Sector Commander Sector 3 (Day Shift Sector 3 Sector 05:05
' Commander to Night Shift Sector 3 Sector Commander) '
19-45 FF Hunt apd his BA Partner arrived in Sector 1 and attend the entry 05:07
control point (ECP)
19:52 BA team 3 FF A and B exit doorway ‘A’ 05:14
Incident Commander briefing his relief Night Shift Incident Command-
19:57 er in Sector 3. Operations Commander is also present for part of this 05:18
discussion.
FF Hunt and his BA Partner (under air) at doorway ‘A’ with 2nd Safety
19:59 Officer Sector 1, waiting four minutes for water and testing the branch 05:19
before entering
20:00 G19P2 pump exchanged with a relief pump G33P2 in Sector 1 05:55
20:02 ECO from day shift hands over to ECO from night shift in Sector 1 05:24
20:04 FF Hunt and his BA Partner enter building in Sector 1 05:26
Incident Commander, Night Shift Incident Commander and Oper-
20:06 ations Commander walk around the incident ground as part of the 05:28
command team handover.
2nd Safety Officer Sector 1 leaves doorway ‘A’ and his role as 2nd
Safety Officer in Sector One. He can be seen on CCTV pointing to
20:06 doorway ‘A’, briefing Night Shift Sector 1 Sector Commander. This 05:28
discussion lasts for a total of 5 minutes and are joined by members of
the Command Team part way through (see 20:09)
20:07 FF Hunt’s BA Partner’s BA set lost telemetry with the ECB and 05:29

this was not re-established

15




. . Duration
Time Descriptor P
Incident Commander, Night Shift Incident Commander, Operations
20:09 Commander, 2nd Safety Officer Sector 1, and Night Shift Sector 1 05:31
Sector Commander all in discussion pointing at doorway ‘A’
Night Shift Sector 1 Safety Officer arrives in Sector One wearing
20:11 Sector Command tabard and enters into discussion with Night Shift 05:33
Sector 1 Sector Commander and 2nd Safety Officer Sector 1
20:15 BA Team 6 FF A and B prepare to go under air. Second Hydraulic 05:37
' Platform Vehicle enters Sector 1 cordon at the rear of the building '
Message; From Incident Commander — relief crews being co-ordinat-
20:17 ed across all Sectors; officers in process of conducting hand over; 05:39
' firefighting operations in Sector 1 now offensive, six BA wearers, three ’
jets committed.

20:17 The HPV monitor directed a jet into the ground floor in Sector 3 05:39
) BA Team 6 FF A and B head to temporary platform in Sector 1 direct )
20:18 L . 05:40

a jet in to the stock room from outside
20:24 A ground monitor jet is directed into the ground floor in Sector 3 05:46
FF Hunt’s BA Partner’s BA set tally was taken out of the board and
20:24 reinserted a second later, as BA Team 5 FF A and B prepare to enter 05:46
the building to relieve FF Hunt and his BA Partner
) BA Team 7 FF A and B are briefed by Night Shift Sector 4 Command- ]
20:25 , . , . 05:47
er - preparing for deployment in Sector 4 to adjust a ground monitor
50:26 BA Team 5 FF A and B entered the building via doorway ‘A’ to relieve 05:48
: FF Hunt and his BA Partner :
20:29 BA Team 7 FF A and B entered Sector 4 via doorway 'C' 05:50
50:29 At approx. this time BA Team 5 FF A and B meet FF Hunt and his BA 05:51
: Partner inside the building for a handover :
20:30 FF Hunt’s Low Pressure Warning Whistle operated 05:52
00:32 BA Team 5 FF A and B emerge from doorway ‘A’ after self-withdraw- 05:54
' ing due to the conditions inside and due to having no TIC or radio '
20:32 Time of Whistle for FF Hunt and his BA Partner (manual calculation) 05:54
20:34 BA Team 7 FF A locates FF Hunt’s BA Partner and raises alarm 05:56
. Night Shift Entry Control Officer Sector 1 presses the evacuation .
20:34 . : 05:56
signal on his Entry Control Board
20:35 FF Hunt’s BA Partner brought out of Sec 4 EP 05:57
20:35 Message; From Night Shift Incident Commander — BA emergency 05:57
20:36 FF Hunt’s ADSU activates 05:58
20:41 FF Hunt brought out of Sec 4 EP 06:03

16




. . Duration
Time Descriptor o
20:44 Crews withdrawn and a roll call is carried out 06:06
50:54 From Night Shift Incident Commander currently carrying out full roll 06:16
: call of all FS personnel on incident ground following BA emergency ’
20:56 From Night Shift Incident Commander - full roll call taken - all person- 06:18
nel accounted for
21:02 NWAS transferred FF Hunt to hospital 06:24
. From Night Shift Incident Commander - firefighting operation recom- .
21:04 . 06:26
menced, no BA committed
21:21 NWAS transferred FF Hunt’s BA Partner to hospital 06:43

Section 2: Discovery of the fire

1.2.1

1.2.2

1.23

1.2.4

At 14:44 the fire was discovered by one of the shop staff, behind the rear fire exit
door. Other shop staff were alerted to the fire and on investigating, found that the
cardboard store behind the rear fire door was already well alight.

Shop staff made their way out of the premises via the front entrance, with the
exception of the shop owner who attempted to fight the fire.

Along with the owner of Paul’s Hair World (PHW), individuals from Afflecks Palace
and other local businesses, continued to fight the fire, using a large number of
extinguishers, buckets and hose reel, for several minutes prior to the arrival of
GMFRS.

With this first aid firefighting taking place a repeat call to Fire Control stated that
there were still people inside the building. This led to Fire Control changing the
designation to persons reported and informing all proceeding appliances.

With the fire being discovered by shop staff at 14:44, a five minute delay to the initial

call meant the first appliance arrived at 14:55. This 11 minute period gave the fire
time to develop significantly, mainly due to high levels of stock and availability of
flammable fuel sources.
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Section 3: From first arrival at 14:55 to 19:00

1.3.1

1.3.2

1.3.3

1.3.4

1.3.5

The first fire appliance to arrive at the incident was from Salford station with a Watch
Manager in charge. Taking account of the information supplied by the initial call to
Fire Control, this appliance arrived at the rear of the premises, where the fire had
started.
The second and third appliances to arrive were from Blackley and Moss Side
stations. Due to the direction they approached the incident they parked up at the
front of the shop on Oldham Street. The fire was well developed at this point with
smoke issuing from the front of the shop.
Shortly after their arrival and following a dynamic risk assessment (DRA) the Watch
Manager at the rear of the premises committed a breathing apparatus (BA) team in
through doorway ‘A’. They were briefed to make the initial attack on the fire from
just inside the doorway and to gather information as to the extent of the fire and
conditions inside.
At the front of the shop the Watch Manager who was in charge of Blackley’s
appliance, committed a BA team in through the front of the shop as crews had been
informed by Fire Control that the shop manager was missing. The Watch Manager
from Salford and the Watch Manager from Blackley were initially unaware of each
other’s attendance. When the Watch Manager arrived on the appliance from Moss
Side station and he completed a 360 degree tour of the incident, it became evident
that three appliances were now at the scene.
All three appliances had a Watch Manager (WM) in charge. Collectively, the three
WM'’s determined who would become Incident Commander (IC) and sectorising the
fire, who would become the Sector Commanders. This allocation of roles led to the
formation of the command structure in figure 3.

bt JLALRY

-I\\_'-.- ‘

(Photograph 3)
Firefighters entering doorway ‘A’
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1.3.6

1.3.7

1.3.8

1.3.9

1.3.10

1.3.11

1.3.12

Incident Commander

WM Blackley
Sector Commander Sector Commander
Sector 1 Sector 3
WM Salford WM Moss Side
(Figure 3)

Command Structure at 3 Pumps
The incident was split into two sectors. Sector One was designated at the rear, due
to that being the location of the fire, and the front on Oldham Street as Sector Three.
At 15.00 hours, the Initial Incident Commander received information from two
Greater Manchester Police (GMP) Officers that the missing person, the manager
of the shop, was now out of the building. Due to the deteriorating conditions, he
decided to withdraw the BA team from Sector Three although one thing that could
not be determined at this point was whether all customers had exited the building.
Due to this the incident remained as persons reported.
At 15:02 the Initial Incident Commander determined that there were not enough
resources available to carry out the tactical plan, and sent a make pumps four
message.
At 15:05, the Group Manager, who was mobilised at the time the incident became
persons reported, arrived at the scene and commenced his initial assessment of the
incident and review of the tactical plan.
On arrival, as part of his initial assessment, the Group Manager received a briefing
from the Initial Incident Commander. He recalls being told that PHW manager had
completed a staff roll call and confirmed that the shop staff were all out of the
premises. However, the manager could not confirm whether all the shoppers were
out. This information remained at the forefront of the decision making throughout the
early stages of the incident; the Group Manager later stated that if anyone was in the
building they would be in great difficulties due to the worsening conditions.
During this briefing the Group Manager observed thick black acrid smoke issuing
from the front of the building. With the knowledge that the fire had started at the rear
of the premises, he concluded that the fire involved most of the shop area.
Once the Group Manager had completed his assessment and obtained the brief
from the Initial Incident Commander he made the decision almost immediately to
take over command of the incident due to the location within the City Centre and
visual indications of the fire. He confirmed the incident command structure and
appointed the Initial Incident Commander (WM) as Operations Commander (OC).
The incident command structure now looked as follows;
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1.3.13

1.3.14

1.3.15

Incident Commander
Group Manager

Operations Commander

WM Blackley
Sector Commander Sector Commander
Sector 1 Sector 3
WM Salford WM Moss Side
(Figure 4)

Command Structure at 3 Pumps

Now the Incident Commander, the Group Manager communicated with the
Operations Commander (WM), the Sector One Sector Commander, and the Sector
Three Sector Commander and confirmed his tactical plan was to locate and
extinguish the fire in Sector One and search and locate any missing persons in
Sector Three.

At this stage the Incident Commander was aware of rapid fire growth due to the
amount of smoke exiting the front of the building. Despite being informed the fire
was at the rear, from his observation, he reasoned that the whole shop was involved
and that the rapid fire growth was due to the products being sold by the business.
Whilst gathering hazard information, crews were informed that acetone and
peroxides may be involved in the fire. This specific information from shop staff was
not recorded and it never appeared on the analytical risk assessments (ARA). The
information was recorded in less detail on the Sector One Incident Command Board
(ICB) and the ARA as ‘flammable substances suspected’ ‘room above rear entrance’.
Evidence from shop staff, confirmed that both acetone and peroxide (in an aqueous
solution) were stored and sold in the shop. During the Inquest shop staff explained
that a small amount of peroxide was stored at the front of the shop and acetone in a
small store room on the mezzanine floor.
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(Photograph 4)

Sector One Incident Command Board
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1.3.16 At 15:08 the fourth appliance, Moss Side’s second appliance, arrived with a Crew
Manager in charge. Like the third appliance it arrived at the front of the building and
initially committed their BA team, BA Team 1 FF ‘A’ and ‘B’, in Sector Three. After a
brief search of the café next door they were redeployed to Sector One to assist with
firefighting efforts there.
Incident Commander
GM
| | |
Operations Commander Functional
WM Commanders
Ops Support Officer
Sector 1 Commander Sector 3 Commander SM
WM WM
Ops Support Unit
— WM
BA ECO BA ECO
FF FF
Ops Assurance Officer

(Figure 5) =N
Command Structure at 4 Pumps




1.3.17

1.3.18

1.3.19

1.3.20

1.3.21

1.3.22

At 14:58 in Sector One the first BA team to enter the building was from Salford, BA
Team 2 FF ‘A’ and ‘B’. They ascended staircase ‘A’ with a 19mm hose reel jet and
attempted to make progress further. At this early stage, approx. 14 minutes after the
fire had started, they were struggling to advance and extinguish the fire due to stock
loading and fallen stock. BA Team 2 remained in the area at the top of staircase ‘A’
and fought the fire from there. This information was relayed to the Day Shift Sector
One Sector Commander to inform his tactical decision making. At 15:26 a larger
45mm jet was charged at doorway ‘A’ to replace the hose reel jet

Comment; The Fire Service technical advisor to the Coroner for this incident,
observed ‘this is relatively unusual, the majority of fires attended by the Fire Service
in occupied buildings are extinguished using a hose reel jet’.

The Incident Commander completed a 360° tour of the incident ground. Due to the
size of the building, the possibility of fire spread and the amount of BA wearers that
would be needed, he determined that further assistance would be required. He also
assessed the possibility of vertical spread and the need for an aerial appliance.
Comment; A 360° tour of an incident ground is carried out by officers to enable
them to gather information that may help determine whether or not to take over
command. It also helps in the development of their tactical plan. At this incident the
Incident Commander decided to take over command of the incident following a brief
handover from the Initial Incident Commander and prior to completing a 360°. This
was due to the City Centre location of the fire and the visual indicators that were
present on arrival.

At 15:14 an assistance message was sent, ‘make pumps six for BA; aerial appliances
one; rendezvous point, Oldham Street, junction of Dale Street Manchester’.

This further assistance message also triggered the mobilisation of further functional
officers to support the command structure.
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1.3.23

1.3.24

Incident Commander

GM
]
| |
Operations
Commander Functional
GM Commanders
|
| |
a Ops Support
Sector 1 Commander | Sector 3 Commander SM
wMm WM
| Ops Support Unit
| Sector Safety Officer |  Sector Safety Officer el
CM WM
| | Logistics
ECO | ECO SM
FF FF
Ops Assurance
. SM
2nd Safety Officer

CM

(Figure 6) | Fire Inv;;ltigation
Command Structure at 6 Pumps

Having now completed his dynamic risk assessment (DRA), the Incident Commander
determined, that in order to achieve his tactical plan, firefighters would be required
to work within the risk area. Therefore he declared that the incident was in ‘offensive
mode’ at 15:20.

At 15:17 and 15:28 respectively, in Sectors One and Three, the DRAs were translated
into ARA’s and recorded on the ICBs. This process recorded the hazards identified in
each Sector and the control measures put into place to appropriately deal with the
hazards (Photograph 1). At around the time that the ICBs were established, Safety
Officers were also appointed in Sectors One and Three for scene safety and building
stability.
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1.3.25

1.3.26

1.3.27

Two Station Managers (SM) attended the incident as Operational Assurance Officers
(OA). Their role was to ensure safe systems of work were employed during the
incident. One element of this was to ensure that the ICB’s were being updated with
the risks and control measures and that, when practicable, this information was
transferred to a more permanent hazard risk inventory. This is recorded on an OPS25
form and then collated by the command unit operators.

At approx.15:20 the aerial appliance that had been requested earlier, arrived, and
was deployed in Sector Three to monitor vertical fire spread.

Less than 30 minutes into firefighting operations, the Incident Commander stated
that he became convinced there would no longer be any saveable life, if anyone

had been trapped in the building. This assessment came following an observation
of the volume and type of smoke issuing from the front of the building. It was this
assessment that determined the amount of risk he was prepared to take with future
firefighting operations. This effectively translated into BA only being used in Sector
Three for gas cooling, limited penetration in Sector One to the top of the steps, and
later in the incident a ground monitor being utilised in Sector Four.

(Photograph 5)
Firefighter on staircase ‘A’ inside doorway ‘A’

25




1.3.28

1.3.29

1.3.30

1.3.31

1.3.32

1.3.33

1.3.34

There was no requirement within GMFRS procedures in 2013 to record decisions
during an incident other than the messages that were being sent to Fire Control,
for example informing them of the tactical mode. Declaring that a sector, or whole
incident is in ‘offensive’ mode is an indication that Firefighters are working within
arisk area i.e. they are at risk of harm from the incident. It does not specifically
indicate that BA teams are being committed into the building.

Smoke was now entering open windows of the adjacent hotel, and the Incident
Commander made a request for the Police to coordinate the evacuation of the hotel.
After his arrival at 15:19 on Broughton’s appliance, the Crew Manager’s (CM) first
task was to cordon off the area around the rear of the building. Once this was
completed the Sector One Sector Commander wanted the CM to act as a 2nd
Safety Officer. He was asked by the Sector One Sector Commander to assist the
Initial Entry Control Officer in Sector One in monitoring BA wearers that entered
through doorway ‘A’. The CM became a ‘2nd Safety Officer’ in Sector One
monitoring the BA teams that were entering through doorway ‘A’. He remained in
place in Sector One, throughout the day shift.

Comment: Appointing a 2nd Safety officer to monitor BA is not a standard or a
routine appointment in GMFRS procedures. Although a number of the supervising
officers at the incident acknowledge that they knew of this control measure being in
place there is no evidence that it was formally recorded during the incident.
Following an update in Sector One from the Sector Commander that crews were
having difficulty getting water on to the fire due to the stock loading and the
configuration of the stock room, the Incident Commander determined that the
rotation of BA wearers and further resources would be required to implement the
tactical plan.

At 15:29, the Incident Commander sent a further assistance message; ‘make pumps
12 for BA'.

In line with GMFRS protocol, the addition of six further appliances demanded the
mobilisation of further officers to support the command structure. The following
diagram (Figure 5) illustrates the command structure following the arrival of these
additional officers;
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1.3.35

1.3.36

1.3.37

1.3.38

1.3.39

1.3.40

The make pumps 12 message triggered the mobilisation of an Area Manager (AM)
to assume the role of Incident Commander. Mobilising an AM reflects the size or
complexity of an incident and this level of officer is one level below the most senior
tier on duty in GMFRS.

On the arrival of the Area Manager, he was briefed by the Incident Commander
about his tactics. The Area Manager confirms that he was happy with the tactics,
however before making the decision to take charge of the incident he was asked by
the Incident Commander to leave him in charge of the incident for his own personal
development. The Area Manager agreed not to take charge but remained at the
incident, in a mentoring role. For the next five hours, apart from the short period
when the Assistant Chief Fire Officer (ACFO) visited the incident, the Area Manager
was the most senior officer present.

Comment; the Incident Command Manual states that the role of Incident
Commander (IC) need not invariably be fulfilled by the most senior officer present,
but the senior officer present does have a moral and organisational responsibility
within the command structure that cannot be divested. This arrangement allows an
officer more senior to the IC to adopt a mentoring or monitoring role.

At approximately 15:40, the ACFO was informed by Fire Control of the incident. He
decided to open the Operations Room at Fire Service Headquarters. Although in no
way part of the command structure for the incident, an additional Area Manager, an
additional Group Manager and a Control Officer (Station Manager) provided remote
support for the incident from the Operations Room.

Shortly before 16:08 the Incident Commander was informed by the Sector
Commander in Sector One that he had decided to withdraw crews from the building
due to deteriorating conditions. At 16:08 this led to an informative message; ‘all

BA crews withdrawn from Sectors One and Three due to deteriorating conditions,
offensive mode in operation’. Although withdrawn from the building, crews remained
in the risk area applying water from the outside of the building. This was the first of a
number of withdrawals from the building as conditions continually changed.

At 16:28, as a further control measure, the Incident Commander implemented BA
main control. This is a standard system to coordinate BA resources. A pool of BA
wearers is centrally coordinated as opposed to being locally managed by each of
the Sector Commanders. Under the guidance of the Operational Support Officer,
the Incident Commander appointed a Crew Manager as the BA Main Control Officer.
The Operational Support Officer instructed the Crew Manager BA Main Control and
the Welfare Officer, who was a Watch Manager to work alongside each other in the
logistical management of the BA deployment and welfare. In practice, the Crew
Manager BA Main Control updated the BA Main Control Board, whilst the Watch
Manager (Welfare Officer) assisted him by organising the BA pool and addressing
crew welfare.
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1.3.41 Comment; GMFRS procedures in 2013 required a minimum rank of WM to
supervise BA Main Control. The Welfare Officer (WM) offered to support the Main
Control Officer (CM) as he had previous experience of main control procedures.

1.3.42 At 16:30 the ACFO attended the incident. He had not been mobilised as part of the
command function and did not enter the inner cordon or the sectors on the incident
ground. He first met with the Area Manager and the Incident Commander and then
followed the Incident Commander to the command unit and had the current tactical
plan explained to him. He states that he was informed by the Incident Commander
that because of difficult access he intended to fight the fire from outside the building
using aerial appliances and covering jets and also with Firefighters stood in the
doorway in Sector Three. The Incident Commander states that this was the tactic at
the time the ACFO visited the incident and not the overall tactic of the day as crews
were committed into the building before and after this time. The ACFO then left the
incident to go to the Operations Room at FSHQ.

1.3.43 At around this time the Operations Commander, now a Group Manager, had noted
a steel door on Short Street that looked like it led into the building and considered
it as a possible point of access. He liaised with the Incident Commander and was
given permission to investigate further, and if viable to open up this area as Sector
Two. The Operations Commander asked the 2nd Operational Assurance Officer to
look into this possibility. Once entry was gained via the steel door it was recognised
that, due to the restricted access and the amount of further work necessary, entry to
the building would not be feasible from this point. The 2nd Operational Assurance
Officer and the 1st Operational Assurance Officer agreed this from an operational
assurance perspective. The 2nd Operational Assurance Officer relayed this
information to the Operations Commander and Sector Two was not established as a
working sector.

1.3.44 At 16:50 an assessment of staircase ‘C’ was completed to determine whether it was
another viable option to attack the fire. This assessment identified a further access
point to the stock room was possible by cutting a hole through a roller shutter
covering a set of doors.

1.3.45 Following this, the Incident Commander set up Sector Four. The tactic in this sector
was to establish a ground monitor through the roller shutter doorway negating the
necessity to commit firefighters into the building. This remained the tactic in Sector
Four throughout the course of the incident, up to and including the relief period.

1.3.46 Shortly before 17:30 an opening was created at the rear of the building in between
doorway ‘A’ and staircase ‘C’. An external hoarding was removed and the block
work from a former window was breached. This meant that a further jet could be
played into the stock area. In order to aid this water application, and due to the
elevated aspect of the opening, a temporary working platform from the Enhanced
Rescue Unit (ERU) was erected and placed under the opening. BA wearers
committed through Sector One Entry Control Point (ECP) worked off this platform
throughout the course of the incident.

o ]
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1.3.47

1.3.48

1.3.49

1.3.50

At approximately 17:45 BA Team 1 FF ‘A’ and ‘B’ were committed in Sector Three
to the first and second floors, they were briefed to open the windows in order to
ventilate the upper floors. After entering the first floor the BA team discovered that
the fire had spread vertically via a utilities service riser. When they exited the building
this information was passed on to the Sector Three Sector Commander.

At 17:53 the Incident Commander sent a further informative message indicating that
crews in Sector One were facing difficulty gaining any further penetration toward the
fire due to conditions and heavy stock loading.

The tactical plan in this sector remained the same, with crews briefed to limit
penetration to the top of staircase ‘A’, fighting the fire from there. Although the
location of the BA crews was recorded on the Sector One Entry Control Board as
“first floor stairwell’, it was in fact the ground floor of the shop.

Due to the conditions of the day (day time temperature high of 25.2 Celsius in
Manchester City Centre) and the working conditions, crews were limited in Sector
One to 20 minute BA wears. This control measure, introduced by the Sector One
Sector Commander, was never recorded anywhere. By 18:33 over 50 BA wears

had taken place. The 2nd Safety Officer in Sector One stated that while this control
measure was implemented it was flexible dependant on conditions at the time, as
sometimes the 20 minutes was extended. As an example, CCTV footage shows BA
Team 3 FF ‘A’ and ‘B’ (the last day shift team to enter through doorway ‘A’) remained
under air for a total of 42 minutes although they were just inside the doorway, at the
bottom of the steps for approximately 25 of these minutes.

(Photograph 6)
Firefighters directing jet from working platform
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1.3.51

1.3.52

1.3.53

1.3.54

1.3.55

From first arrival at the incident Salford’s appliance supplied water in Sector One
through doorway ‘A’. At approximately 18:37 this appliance was running low on fuel
and had to be changed over with the appliance from Gorton station. This change
resulted in a break in water application through doorway ‘A’ and the working
platform for around six minutes.

The Incident Commander felt the smoke indicated that water had been hitting

the fire and that the break whilst changing the appliance was detrimental to any
progress made. The Sector One Sector Commander also thought the fire had
developed again due to the break in water application whilst changing the pumps.
The Incident Commander was aware that crews, in an attempt to improve prevailing
conditions were removing the front windows of the shop front in Sector Three
allowing natural horizontal ventilation. Seen on CCTYV, this took place at 18:58, by
smashing windows of the shop front.

Prior to this ventilation taking place at the front, the BA team that was committed

in Sector One were withdrawn to allow an assessment to be made of the effect
ventilation would have on conditions. BA Team 4 FF ‘A’ and ‘B’ first entered through
doorway ‘A’ at 18:44 and on the instructions of the 2nd Safety Officer Sector One
withdrew at 18:50. Whilst staying under air they exited the building and had a 5
minute brief, present at this brief were the Sector One Sector Commander, the 2nd
Safety Officer, and the 1st Operational Assurance Officer.

At 18:55 they re-entered into doorway ‘A’. BA Team 4 FF ‘A’ and ‘B’ could
periodically be seen working just inside the doorway, at the bottom of the stairs up
until 19:10, when they were relieved. It would appear that they were instructed to just
work inside the doorway whilst the effects of the tactical ventilation were observed.
BA Team 4 FF ‘A’ observed that, whilst the smoke conditions had improved, there
had been a significant increase in temperature. This rise in temperature is not
unexpected following horizontal ventilation, after the windows at the front of the
building being breached.
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Section 4: Handover period

1.4.1 In Sector Three at around 19:00 the Sector Three Sector Commander instructed
BA Team 1 FF ‘A’ and ‘B’ to go back to the first floor above the shop and close the
windows. They were also instructed to assess the fire spread that they had observed
earlier in the utilities riser. This time they reported that the fire had spread further and
had now breached the concrete floor around the area of staircase ‘H’.

1.4.2 With the fire still not under control the Incident Commander recognised the
possibility of fire spreading to the adjacent hotel remained. This was a large City
Centre, 223 bedroom hotel. To prevent this happening at 19:14 he sent a message
requesting the attendance of a further aerial appliance. The plan was for this
appliance to work at the rear of the building in Sector Four and protect the hotel.

143 With the BA crews again withdrawn due to the worsening conditions and the fire
spreading, to protect the hotel, the Operations Commander decided to deploy
the aerial appliance monitor through the first floor windows in Sector Three. This
information was recorded by way of the following informative message at 19:18; ‘All
BA withdrawn from inside the building due to worsening conditions. Fire has broken
through to the first floor. Aerial appliance and jets being directed through the first
floor windows’.

O M
I|

(Photograph 7)
Aerial appliance delivering water into first floor
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1.4.4

1.4.5

1.4.6

1.4.7

1.4.8

1.4.9

At the time the message was sent (19:18) the only BA crew operating within the
building were BA Team 3 FF ‘A’ and ‘B’. They had first entered at doorway ‘A’ at
19:10, however it would appear that the tactic that had been employed with the
previous BA team, BA Team 4 FF ‘A’ and ‘B’, of working at the bottom of the stairs,
just inside doorway ‘A’, was carried on. BA Team 3 FF ‘A’ and ‘B’ were not actually
withdrawn as the informative message at 19:18 stated. They can be seen on CCTV
working just inside the doorway from entering at 19:10, up to 19:23.

From 19:23 to 19:35 the view of BA Team 3 FF ‘A’ and ‘B’ is obscured by the
smoke conditions, however at 19:35 the 2nd Safety Officer Sector One walked to
the doorway and a member of the BA team stepped out of the doorway for a brief
discussion, indicating that they had remained at the bottom of the stairs for 25
minutes.

The Incident Commander assessed that most of the fuel available to the fire in terms
of stock loading would have been depleted due to the period of time the fire had
been burning. Therefore the necessity to commit as many BA crews going into the
evening shift would be significantly reduced. For this reason the relief requirement
would see the attending pumping appliances reduced from 12 down to 8. The
Technical Adviser appointed by the Coroner for this incident, stated that this
decision had merit. At the time of the incident, leading into the night shift, GMFRS
had 55 pumping appliances available. As stated earlier, there was no requirement in
2013 to record decisions therefore this decision and rationale were not recorded at
the time.

At 18:38 the following message was sent; ‘8 pump reliefs required for change of
watch, OSU crew and support pump crew, 1 x GM, 3 x SM also required at change
of watch, RVP is Oldham Street, all appliances to proceed down Oldham Street off
Great Ancoats Street’.

A relief plan was discussed between the Operational Support Officer and the
Logistics Officer. This plan was devised following a brief from the Incident
Commander which laid out his resource requirements going forward into the evening
shift.

The Operational Support Officer states that he communicated the plan via the
fireground radio to all sector commanders and recalls receiving acknowledgement
back. He informed them to only relieve one appliance at a time and that Sector
Three would be completed first. He also recalls informing them that only he or the
Logistics Officer could authorise movements.
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1.4.10

1.4.11

1.4.12

1.4.13

1.4.14

Although the Operational Support Officer and the Logistics Officer had discussed
their relief plan in detail it was never recorded. The Operational Support Officer
stated the plan was to swap appliances over on a like for like basis, identifying three
appliances for Sector Three, three appliances for Sectors One and Four, leaving
appliances spare for contingencies. It was decided that Sector Three, the Oldham
Street side, would be changed over first, with the Operational Support Officer
coordinating the handover followed by Sectors One and Four on the Tib Street side
with the Logistics Officer coordinating movements there.

Comment; The Technical Advisor to the Coroner stated that there appeared to be
a lot of change, both of officers and appliances, happening at the same time. He
stated ‘This change of officers and appliance based crews and the subsequent break
in continuity had the potential to increase risk’.

The plan to change over in Sector Three first did happen with a handover brief
between the Day Shift Sector Three Sector Commander and the Night Shift Sector
Three Sector Commander taking place sometime later (approximately 19:43). With
the Sector Three handover of reliefs coordinated successfully the Operational
Support Officer later assisted the Logistics Officer with the coordination of reliefs in
Sectors One and Four.

Leading up to the arrival of relief appliances, there was a strain on the resources in
the BA pool. The Welfare Officer directed BA wearers, upon arriving, to supplement
the resources in the pool; this action was not communicated to either the
Operational Support Officer or the Logistics Officer. This decision led to individual
officers and appliance crews being split up and sent to different sectors for different
roles. The Welfare Officer states that the Logistics Officer had made him aware that
there was a relief plan but not that it was intended to replace the appliances and
their crews together. He also states that he took this proactive approach as the
Logistics Officer was absent for a period and the Welfare Officer felt that there was
no obvious coordination of the relief plan.

Following a period of water being applied to the first floor by the aerial appliance

in Sector Three, water being continually applied from the temporary working
platform in Sector One, the ground monitor in Sector Four and horizontal ventilation
from the front of the shop, a reassessment was carried out to consider how these
tactical changes had affected the conditions. This assessment took place in Sector
One shortly after 19:30 and involved the Operations Commander, the Incident
Commander, the Day Shift Sector One Sector Commander and the 2nd Safety
Officer, who was monitoring the BA crews.
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1.4.15

1.4.16

1.4.17

1.4.18

1.4.19

1.4.20

Following this assessment they concluded that conditions had improved and that
BA teams could be re-committed into doorway ‘A’ with the brief, again, ‘to fight

the fire from the top of the stairs’. This effectively meant that firefighting operations
at doorway ‘A’, between 18:55 to 19:35 had been carried out at the bottom of the
stairs; would again be extended to working at the top of the stairs.

Although the decision and rationale to withdraw BA crews was recorded as an
informative message, this particular decision to recommit BA wearers back in to the
building was not. The next time reference was made to BA wearers being committed
was at 20:17, approx. 45 minutes later.

As BA Team 3 FF ‘A’ and ‘B’ were still under air at doorway ‘A’ they were re-entered,
going to the top of the stairs, only withdrawing and closing their sets down at 19:52.
This meant that they had been under air for a total of 42 minutes albeit working

at the bottom of the stairs for the majority of the wear. Following the assessment
and decision to re-establish them to the top of the stairs, they only remained there
for approximately 16 minutes. The 2nd Safety Officer stated that the 20 minutes
maximum wear time was being used flexibly.

During this relief period the appliances had started to arrive and be directed into
position by the Logistic Officer in line with the relief plan. At around 19:47 the ground
monitor in Sector Four was turned off for approximately eight minutes. This was the
time it took for the change over from the day shift to the night shift appliance.

After the withdrawal of BA Team 3 FF ‘A’ and ‘B’ at 19:52 in Sector One, no water
was delivered via doorway ‘A’ for approximately 12 minutes, again, this was due to
the day and night shift appliance change over.

The appliance supplying the water to the jet on the working platform in Sector One
which was delivering water in to the stock area, between doorway ‘A’ and Sector
Four was refuelled in situ, allowing continuous operation throughout the changeover
period.
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1.5.1

1.5.2

1.5.3

1.5.4

1.5.5

1.5.6

Section 5: FF Hunt’s arrival and deployment

On the evening of the incident Firefighter Hunt was part of the crew on Philips
Park’s second appliance. He was one of a team of two BA wearers with his BA
Partner, arriving at the incident at 19:14.

At 19:40 the Watch Manager Welfare Officer, who was working alongside the Crew
Manager BA Main Control, approached the appliance and instructed FF Hunt and
his BA Partner to report to the BA pool. The Welfare Officer confirms that it is likely
that he instructed them to go to the BA pool; however he also states that he did
not inform relief crews of the current situation. FF Hunt’s BA Partner recalls initially
being informed that they would be required in Sector Four to reposition a ground
monitor, although it is not clear who by.

FF Hunt and his BA Partner were in the BA pool for a matter of minutes when the
Crew Manager BA Main Control instructed them to report to Sector One Entry
Control Point (ECP) at approximately 19:45.

In Sector One, BA Team 3 FF ‘A’ and ‘B’ exited the building at 19:52, removed

the hose-line they had been using and reported to the ECP. BA Team 3 FF ‘A’ can
remember speaking with FF Hunt and his BA Partner; however he did not have any
discussion about BA operations in the sector or conditions inside. BA Team 3 FF ‘A’
stated that he did not have a debrief with the Entry Control Officer Sector One. He
did however state, that he was under the impression that there would not be any
further teams deployed in through doorway ‘A’, as BA Team 3 FF ‘B’ had removed
the hose from the building.

Comment; Technical Bulletin 1/97 was the national guidance for BA procedures in
2013. It states that one of the duties of a BA wearer is; ‘on collection of their tally,
ensure that any information of use to teams entering the risk area or the Officer-in-
Charge (OIC) is made known to the Entry Control Officer (ECQO)’. The same guidance
also places a duty on the ECO to ensure that crews are fully de-briefed. This did not
happen on this occasion.

Just before 20:00, the appliance that had been supplying water to the 45mm
hoseline at doorway ‘A’, Gorton’s appliance (day shift) was replaced by Oldham’s
second appliance (night shift). This change over happened after BA Team 3 FF

‘A’ and ‘B’ had exited the building and contributed to the 12 minute gap in the
application of water at doorway ‘A’.
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1.5.7 Shortly before 19:59 FF Hunt and his BA Partner were briefed by the Day Shift
Entry Control Officer Sector One. In his GMP statement he instructed them “to go
in through the double doors (doorway ‘A’) up a short set of stairs to a mezzanine
and squirt water from there, don’t move, nothing more than that”. The Entry Control
Board in Sector One recorded the BA crews as being in the ‘first floor stairwell’. He
did not inform them of any limit, in terms of time as he was unaware of this control
measure. The Day Shift Entry Control Officer Sector One had taken over the role of
ECO from the Initial Entry Control Officer in Sector One, after the 20 minute control
measure had been introduced.

1.5.8 Comment; Technical Bulletin 1/97 states that it is the ECO’s duty to; ‘acting on the
guidance of the OIC (in this case Sector Commander) if necessary, restrict the length
of exposure in difficult or strenuous conditions. The BA wearer and team leader
must be advised to withdraw from the risk area at a predetermined pressure gauge
reading. The ECO should calculate the time of exit and make a note in the remarks
column accordingly’.

1.5.9 This 20 minute limit, when applied, was never translated into cylinder pressure by
the ECO and was never recorded on the BA board. It appears this ‘time limit’ control
measure was administered by the 2nd Safety Officer externally, as BA wearers can
only acknowledge limiting a BA wear by cylinder pressures through their contents
gauges and not the time that has elapsed when in a risk environment.

1.5.10 At 19:59 FF Hunt and his BA Partner started their BA sets and began to carry out
their pre-entry tests. At this time FF Hunt’s cylinder pressure was 291 bar and his
BA Partner’s was 288 bar. FF Hunt had a handheld radio, allowing him to carry out a
radio test with the Day Shift Entry Control Officer Sector One. FF Hunt’s BA Partner
had a thermal image camera (TIC), which had been indicated for use by the 2nd

Safety Officer.
1.5.11 Comment; Technical Bulletin 1/97 states that it is the ECO duty ‘where practicable,
to ensure BA wearers are appropriately pre-briefed prior to entry to the risk area’.
1.5.12 FF Hunt’s BA Partner recalls their brief as “make entrance through the entrance that

was indicated to us in Sector One (doorway A) which was the only entrance there
and find a set of steps on our left hand side leading to a mezzanine level. From there
our role would be to search out hot spots using the TIC, which | was given and to
search out any seats of fire and deal with those as safely as we could do.” He recalls
asking the ECO to repeat the brief because he wanted to be clear on the “gravity” of
the fire. They were the only team being committed into the building that the Day Shift
Entry Control Officer briefed that day. During the Inquest the ECO recalls the brief
he gave FF Hunt and his BA Partner to be “go to the top of the short set of stairs to
the first floor mezzanine, get to the top of the stairs, sit there and squirt water”. He
stated that this information was passed on to him by the 2nd Safety Officer, not by
the Initial Entry Control Officer Sector One. He also recalled not being made aware,
during his handover from the Initial Entry Control Officer, about any specific control
measures.

- I
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1.5.13

1.5.14

1.5.15

1.5.16

1.5.17

1.5.18

1.5.19

However, the Initial Entry Control Officer in Sector One recalls briefing him about the
20 minutes limit, the role of the 2nd Safety Officer, crews positioned at the top of the
stairs and that crews had been withdrawn on a number of occasions throughout the
day.

Following the brief from the Day Shift Entry Control Officer Sector One FF Hunt and
his BA Partner were then briefed by the 2nd Safety Officer. He had been operating

in that sector, as a 2nd Safety Officer at or around doorway ‘A’ for most of the day.
The 2nd Safety Officer was aware that they were from the night crew and wanted

to provide more detail, this brief lasted 1 minute 30 seconds at the ECB. He recalls
telling them to “go to the top of the stairs (staircase °A’) turn left, then look right and
fight the fire from there, to use the TIC and if it gets too hot pull yourselves out”. The
2nd Safety Officer then led them toward doorway ‘A’ in Sector One.

When FF Hunt and his BA Partner arrived at the doorway they had to wait for the
hose to charge and deliver the appropriate pressure and flow. At around 20:03

FF Hunt checked the branch a number of times with the 2nd Safety Officer, and
communicated with the Pump Operator to increase the water pressure at the branch
until he was satisfied with its operation. There was no other BA team operating in the
building at this time as the previous team (BA Team 3 FF ‘A’ and ‘B’) had exited the
building at 19:52.

At 20:04 FF Hunt led his BA Partner through doorway ‘A’ and into the building, with
FF Hunt’s BA Partner pulling the 45mm hose line in with them.

FF Hunt ascended the 6 steps of staircase ‘A’ first and once at the top verbally
communicated to his BA Partner to follow. FF Hunt’s BA Partner recalled that, after
reaching the top of the steps, FF Hunt communicated to him that he had reached
the mezzanine level. They were now stood at the point as described by the Day
Shift Entry Control Officer (first floor mezzanine) and the point described by the 2nd
Safety Officer (top of the stairs). However, with the building being on sloping ground,
this was in fact the ground floor level of the shop if entered from the front via Sector
Three.

FF Hunt’s BA Partner stated that at the top of the stairs there was a lot of debris and
visibility was zero for 95% of the time. He also recalls that their role wasn’t to search
the building. He understood their brief was to get to a point and using the TIC to
find hotspots and fight the fire from that point.

After both of them were at the top of the stairs FF Hunt’s BA Partner recalls FF Hunt
asking him what reading he was getting with the TIC. He recalls that he was reading
nothing above 50°C and that both FF Hunt and he agreed that it felt much hotter.
He did however go on to explain that the reading from the TIC was not an ambient
temperature but was the reading from the surface the TIC was pointed at.
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1.5.20 From the top of staircase ‘A’, they progressed into the building, with FF Hunt
leading. FF Hunt’s BA Partner recalls separating on a couple of occasions while
he returned to the top of the stairs in order to pull in more hose. Whilst they
continued to make progress FF Hunt was operating the branch in short pulses in
to the atmosphere in order to ‘gas cool’, a technique used to reduce atmospheric
temperature inside a compartment.

1.5.21 FF Hunt found a door on their right, later identified as the door into the post room.
FF Hunt decided that they would check behind the door and ‘sweep’ the room
with the TIC. Due to their relative positions, at this point they briefly swapped roles,
with FF Hunt handing the branch to his BA Partner. His partner entered the room
and scanned it with the TIC. Finding no obvious signs of fire in the room they both
retreated out with FF Hunt closing the door behind them.

1.5.22 FF Hunt’s BA Partner recalls that it was about this time that he started to feel the
effects of the heat. It was here that they checked their BA gauges and he can recall
that his cylinder content was 210 bars and FF Hunt’s was 190 bars. Telemetry data
downloaded from both BA sets indicates that, at these cylinder readings they would
have been in the building for approximately 8 minutes.

1.5.23 After exiting the post room and continuing to make progress the team came upon
another set of stairs. These stairs were later identified as the stairs leading to a
mezzanine level and staircase ‘D’ on the plan. When FF Hunt had ascended the
stairs his BA Partner indicated that he was too warm and that it was time to get out.

1.5.24 FF Hunt descended staircase ‘D’, confirming that he too was also hot and decided
that they would make their way out. By grabbing his shoulders FF Hunt directed his
BA Partner in the direction he believed the entrance / exit to be.

1.5.25 FF Hunt’s BA Partner recalls that he was having difficulty recognising this as the
way they had entered as there seemed to be obstacles in the way. In an attempt to
retrace their steps and to get away from the heat he got on to his hands and knees.
He tried to follow the 45mm hose as he knew this would lead to the exit, however, to
his confusion, the hose seemed to disappear under some debris.

1.5.26 At this point he recalls feeling increasingly concerned about their exit strategy. He
attempted to feel for the steps that would lead to the exit but was unable to find
them. He shouted back to FF Hunt that this way was blocked and could not be
the way out. FF Hunt instructed him to come back to his location and they could
reassess their position.

1.5.27 FF Hunt’s BA Partner returned and FF Hunt gave him the branch before leading off
in another direction in order to find the exit. Again they found that this way was also
blocked and their concern grew. With both exit attempts being unsuccessful FF
Hunt decided to radio for another team to come in and lead them out.

1.5.28 FF Hunt tried to transmit a message over the radio but with no response from
anyone. FF Hunt’s BA Partner recalls him attempting to send this message 5 or 6
times but was unable to hear exactly what FF Hunt was saying and was not able to
see whether or not the talk button was active or transmitting.

o ]
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1.5.29

1.5.30

1.5.31

1.5.32

1.5.33

1.5.34

1.5.35

1.5.36

Comment; The Health and Safety Laboratory (HSL) carried out testing of both the
fireground radio (attached to FF Hunt’s BA set) and the radio utilised by the Entry
Control Officer (ECO). During all functional tests both radios performed within design
and operational parameters, indicating that there were no technical issues with the
equipment.

FF Hunt’s BA Partner recalls that at this point in time he carried out the last gauge
check that he could remember. His cylinder content was 190 but was unable to
recall FF Hunt’s reading. Telemetry shows that at this reading FF Hunt and his BA
Partner had been in the building for approximately 12 — 14 minutes and the time was
between 20:16 and 20:18.

At this point FF Hunt’s BA Partner suggested that they try again to retrace the hose-
line. FF Hunt, holding the branch, followed his BA Partner, who was on his hands
and knees again. Tracing the hose back no more than five metres it disappeared
again under something. FF Hunt’s BA Partner stated that the fact they could not
retrace the hose or move what was on it led to confusion.

FF Hunt and his BA Partner became separated for a while at this point, however his
partner recalls that he was shouting FF Hunt’s name and he was responding. When
they came back together his recollection of events from that point in time becomes
very uncertain and he cannot recall the events when the next BA team (BA Team 5
FF ‘A’ and ‘B’) were sent in to relieve them.

Comment; It is widely recognised the effect of heat may be underestimated and the
BA wearer will either not notice, or not acknowledge their decreasing manipulative
and cognitive ability. Anxiety and mental confusion will increase as will the time
taken to make decisions. (GMFRS Physiology guidance)

BA Team 5 FF ‘A’ and ‘B’ were the BA team deployed in Sector One to relieve FF
Hunt and his BA Partner from their position inside the building. Both BA Team 5 FF
‘A’ and ‘B’ recall that their brief was to follow the hose in to the building and relieve
the team at the end of the branch. They were told the team they were relieving would
be at the top of the stairs after bearing left.

At 20:26 BA Team 5 FF ‘A’ and ‘B’ entered the building via doorway ‘A’ and followed
the hose-line and quickly located and ascended staircase ‘A’. At the top they went
left and came across a drop in the floor level. Both team members can recall that
fallen stock and debris covered the floor. BA Team 5 FF ‘B’ could then see the
flashing lights of FF Hunt’s and his BA Partner’s BA sets in front of him. He made
his way to them and recalls that they were facing towards him. He believes he was
no further than 10 metres inside the building at this point and that they had taken no
more than two minutes, from entering the building, to locating them.

BA Team 5 FF ‘B’ reached the team and the lead BA wearer presented him with the
branch in his chest and said, “Here’s the branch we are getting out of here.” He
asked if they were OK, the firefighter said, “Yes, we just need to get out of here.” BA
Team 5 FF ‘B’ turned and informed BA Team 5 FF ‘A’ that they had located the BA
team who were now making their way out.

_— ]
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1.5.37

1.5.38

1.5.39

1.5.40

1.5.41

1.5.42

1.5.43

1.5.44

BA Team 5 FF ‘A’ and ‘B’ recall that to allow FF Hunt and his BA Partner access to
the exit route they had to squeeze past them both. It is unknown whether it was

FF Hunt or his BA Partner but BA Team 5 FF ‘A’ recalls that as the two firefighters
passed him, one of them fell. He helped him to his feet and asked if he was OK,
recalling the firefighter reply to be “come on, let’s get out”.

BA Team 5 FF ‘A’ and ‘B’ assumed that FF Hunt and his BA Partner were now on
their way to the exit at doorway ‘A’, which they describe as being 10 metres away.
It is evident that they headed deeper into the stockroom area in the direction of
staircase ‘C’.

FF Hunt’s BA Partner recalls that at some point they started to separate as they
searched for exits from the building. He further recalls it was hard to keep in contact
as they were falling over debris on the floor. He was unsure which direction FF Hunt
was going in so they communicated by shouting each other’s name. However, he
believed that at this stage he was lost. He was unsure where both the exit and FF
Hunt were.

Whilst FF Hunt’s BA Partner states that his recollection is hazy as to events he can
recall himself and FF Hunt coming together again and recognising that they were

in a tricky situation. As they continued to search for the exit they again became
separated.

He recalls at some point crawling on his hands and knees and putting his gloved
left hand down onto something hot. Feeling pain and causing burns to his hand his
reaction was to take off his glove and scream out in pain.

At this point he recognised that he was in a “very bad situation”. His reaction was
to activate his automatic distress signal unit (ADSU) manually, however he was
unsuccessful. He recalls trying to remove the tally key in order to activate the unit
instead of depressing the manual activation button at the front of the unit. When the
team were committed the ECO had removed the tally key and inserted it into the BA
board, thus arming the unit. Whilst attempting to activate his ADSU FF Hunt’s BA
Partner continued to shout for help.

BA Team 6 FF ‘A’ and ‘B’ had been working on the temporary platform in Sector One
from 20:20 directing a jet through the window in to the stock room area. Throughout
the day teams had been working at the top of the steps in doorway ‘A’ to the left of
the opening and a ground monitor was operating from staircase ‘C’ to the right. The
teams on the temporary platform had been fighting the fire in the centre rear section
of the stock area.

Both Firefighters recall hearing voices inside the building on two occasions. On the
first occasion BA Team 6 FF ‘A’ heard a voice, which they believed to be two BA
teams coming across each other and BA Team 6 FF ‘A’ and ‘B’ didn’t believe the
voices were in distress.
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1.5.45

1.5.46

1.5.47

1.5.48

1.5.49

1.5.50

1.5.51

BA Team 6 FF ‘B’ turned off the jet as he did not want to wet the BA team inside.
He used the TIC but could not locate the BA team. He then turned the jet back on
and after approximately three to four minutes they both heard the second shout

of, “hello, hello” which was quite loud. He turned off the jet and again checked for
BA wearers inside with the TIC. He shouted, “Is anybody there?” Again, he recalls
hearing voices to his right hand side in the direction of Sector Four, but did not

see anybody. He then turned the jet back on and continued to apply water into the
compartment.

At 20:29 BA Team 7 FF ‘A’ and ‘B’ entered through doorway ‘C’ in Sector Four. It is
unknown the exact location of FF Hunt or his BA Partner at this time but telemetry
analysis indicates that at 20:29 FF Hunt had 87 bars remaining in his cylinder and his
BA Partner had 146 bars remaining.

BA Team 7 FF ‘A’ and ‘B’ were tasked to ascend staircase ‘C’ to a half landing and
reposition the ground monitor that was delivering water through a hole that had been
cut in the roller shutter door. On reaching the monitor BA Team 7 FF ‘A’ decided

to turn the monitor off momentarily to make it easier to manoeuvre. He recalls that
when the monitor was switched off there was a quick increase of thick black smoke
from the roller shutter.

After turning off the ground monitor BA Team 7 FF ‘A’ crawled through the roller
shutter in order to reposition it. On entering the compartment he thought he

could hear a BA team mumbling. He was not expecting a BA team in this area of
the building so he checked with BA Team 7 FF ‘B’ to see if he was aware. Neither
crew member recalls being informed that a BA team was working within this area
of the building. BA Team 7 FF ‘A’ shouted, “is there a BA crew in here?” After
approximately ten seconds without response, he shouted the question again. Shortly
after he heard shouts of help and what he thought was a scream.

At the same time in Sector One BA Team 5 FF ‘A’ and ‘B’ recall that visibility was
zero and that conditions didn’t reflect their brief, in that they could not locate any
flames and so did not use any water. Neither member had radio or a TIC so they
decided to withdraw to retrieve a TIC in order to improve their vision.

As they made their way out of the building, BA Team 5 FF ‘A’ and ‘B’ believe they
heard two shouts for help in the distance. They were unsure where this had come
from but thought it may have been from outside because they appeared to be faint.
BA Team 5 FF ‘B’ also thought he could also hear a faint low-pressure warning
whistle (LPWW). It is likely that this was in fact FF Hunt’s LPWW as according to
telemetry download that had activated at 20:30.

At 20:32 BA Team 5 FF ‘A’ and ‘B’ exited the building, having been inside for a

total of 6 minutes and reported their concerns to the Night Shift Sector One Sector
Commander and the Pump Operator that was supplying water to the jet in Sector
One.
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1.5.52

1.5.53

1.5.54

1.5.55

1.5.56

1.5.57

1.5.58

1.5.59

After hearing the shout for help and a scream in Sector Four BA Team 7 FF ‘A’ was
handed the TIC by BA Team 7 FF ‘B’ to enable him to look for the source of the
shout. He saw the outline of a firefighter to the right hand side of the doorway. He
crawled further into the building and to the right, negotiating obstacles on the way.
Fire debris and fallen stock covered the floor in this area.

FF Hunt’s BA Partner recalls somebody shouting but doesn’t recall what the person
said. He made his way towards the voice thinking it was FF Hunt. He recalls being
exhausted and extremely low on energy.

BA Team 7 FF ‘A’ reached out with his right hand and felt the top of FF Hunt’s BA
Partner’s cylinder, sensing there was still movement he grabbed hold of his wrist and
reassured him saying, “I’'ve got you”.

BA Team 7 FF ‘A’ worked hard to pull FF Hunt’s BA Partner past him and recalls he
appeared to be scrambling to assist with his own rescue but was barely capable

of moving. By this time BA Team 7 FF ‘B’ had made his way into the stock area to
assist. He recalls FF Hunt’s BA Partner appeared to be in and out of consciousness.
In an attempt to raise the alarm BA Team 7 FF ‘A’ sent a radio message to the ECO
in Sector Four.

The Night Shift Sector Four Sector Commander and the Night Shift Entry Control
Officer Sector Four were monitoring the BA deployment. They received a radio
communication from a BA wearer who they believed to be BA Team 7 FF ‘A’, which
caused them significant concern.

At this time the Operational Support Officer had also made his way into Sector
Four. He recognised their concerns and investigated the situation by going to

the entry point and entering staircase ‘C’. On entering he heard a low pressure
warning whistle (LPWW) so advanced to the roller shutter door on the half landing.
He witnessed that a rescue was underway and gave the order to initiate a BA
emergency over the fire ground radio.

At 20:34 as the Operational Support Officer declared a BA emergency, the Night
Shift Entry Control Officer pressed the evacuation button in Sector Four and the
Night Shift Entry Control Officer Sector One pressed of the evacuation button on the
ECB in Sector One.

As the rescue was being carried out FF Hunt’s BA Partner recalls obstructions
making egress difficult before being pushed through the exit by BA Team 7 FF ‘B’.
He was handed over to the Operational Support Officer, who continued the rescue.
At the same time BA Team 7 FF ‘A’ recalls hearing a low-pressure warning whistle
operating, whilst BA Team 7 FF ‘B’ believed he heard an ADSU alarm operating.
According to telemetry analysis FF Hunt’s ADSU operated at 20:36.
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1.5.60

1.5.61

1.5.62

1.5.63

In the few moments leading up to the Operational Support Officer locally declaring
BA emergency there are several reports from individuals who recall hearing a shout
for ‘help’, either over the radio or in person. Just prior to being found by BA Team 7
FF ‘A’ in Sector Four, FF Hunt’s BA Partner recalls that he shouted for help. BA Team
7 FF ‘A’ affirms this as he stated that he heard a shout of help just prior to locating
FF Hunt’s BA Partner and the rescue commencing. Both BA Team 5 FF ‘A’ and ‘B’,
in their GMP statements recall hearing a shout for help as they exited the building at
20:32. Neither of these Firefighters had a radio so could not have heard this shout
via this method. It is highly likely that they too were hearing FF Hunt’s BA Partner’s
shout for help.

In Sector Three, the Night Shift Entry Control Officer Sector Three, also recalls
hearing a shout for help over the radio on channel 3, followed by BA Team 7 FF A’s
name. He also states, that soon after this, the BA emergency was called over the
radio (by the Operational Support Officer at 20:34). BA Team 7 FF ‘A, shortly after
finding FF Hunt’s BA Partner, recalls sending a message over the radio on channel
3 to the ECO in Sector Four. He states that he said something along the lines of
‘BA emergency’ or ‘we need more firefighters in Sector Four’. Although these two
recollections are very different, the Night Shift Entry Control Officer Sector Four
confirms that BA Team 7 FF ‘A’ did raise the alarm over the radio but was initially
unable to make out the muffled message. He tried to contact BA Team 7 FF ‘A’
back and recalls that he thought BA Team 7 FF ‘A’ said ‘it’s flaming in here’. The
Night Shift Entry Control Officer Sector Four also confirms that just as he heard this
message the Operational Support Officer declared the BA emergency.

Very soon after these shouts are heard, whether over the radio or in person, the
BA emergency was declared and the rescue was under way. Whilst FF Hunt’s BA
Partner recalls seeing FF Hunt attempting to send a message over the radio, in his
own words, periods of his account are confused and hazy.

It is therefore unlikely that his recollection of FF Hunt using the radio is connected to
the period just prior to him being found by BA Team 7 FF ‘A’.

The BA emergency message was relayed from the command unit to Fire Control at
20:35.
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1.6.1

1.6.2

1.6.3

1.6.4

1.6.5

1.6.6

1.6.7

Section 6: BA Emergency

After being alerted about the BA emergency BA Team 5 FF ‘A’ and ‘B’, who had two
minutes earlier exited from Sector One via doorway ‘A’, made their way to Sector
Four. Due to the call for more BA wearers in Sector Four BA Team 6 FF ‘A’ and ‘B’
were directed off the working platform in Sector One and made their way toward
Sector Four, pulling the 45mm hose with them.

With the BA emergency message having been declared over the fireground radio,
Firefighters from around the incident were also making their way to Sector Four. The
North West Ambulance Service Hazardous Area Response Team (HART), who were
stood by at the incident, were alerted to the BA emergency and were directed to
make their way to Tib Street.

After raising the alarm the Operational Support Officer re-entered staircase ‘C’ and
made his way to the roller shutter door where the ground monitor was situated.

On arriving at the roller shutter he was passed FF Hunt’s BA Partner by BA Team 7
FF ‘A’ and ‘B’. He then carried FF Hunt’s BA Partner down staircase ‘C’, where he
handed him over to BA Team 5 FF ‘A’ and ‘B’.

At 20:35 BA Team 5 FF ‘A’ and ‘B’, carried FF Hunt’s BA Partner from the building
and passed him to crews in Sector Four where he received first aid treatment from
HART and the Firefighters outside.

BA Team 7 FF ‘A’, who had found FF Hunt’s BA Partner and began the rescue,

was fully aware that there was likely to be another BA wearer with him. Although
fatigued, he was not prepared to exit the area until he had located this Firefighter.
He remembers hearing an ADSU sounding and the low-pressure warning whistle,
that he had heard earlier, appeared to have stopped. Analysis shows that FF Hunt’s
ADSU activated at 20:36 and at the same time his cylinder contents were reduced to
zero.

BA Team 7 FF ‘A’ reached out into the same area where he had located FF Hunt’s
BA Partner. He soon located FF Hunt’s BA straps and realising he had found the
second BA wearer. He called out several times, “Come on, I’'ve got you”, but there
was no response from FF Hunt.

BA Team 7 FF ‘B’ made his way through the roller-shutter doorway back into the
stock area and also recalls hearing an ADSU sounding. He located BA Team 7 FF
‘A" and FF Hunt in a similar position to where the first rescue took place. Grabbing
his BA set strap he tried to pull FF Hunt towards him. There were obstructions at the
doorway that impeded the rescue.
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1.6.8

1.6.9

1.6.10

1.6.11

BA Team 5 FF ‘A’ and ‘B’ had already returned into staircase ‘C’ and entered the
stock area to assist with the rescue; they were then followed by BA Team 6 FF

‘A’ and ‘B’. There was then a period of confusion within the building, as other BA
wearers who had come to assist with the rescue were shouting at those inside to
evacuate. The ECO’s in both Sector One and Four had pressed the evacuation
button on the BA board resulting in evacuation alarms operating on all BA set
ADSU’s. However, the firefighters actively engaged in the rescue of FF Hunt ignored
the alarms sounding on their BA sets and refused to leave, continuing their efforts.
BA Team 5 FF ‘A’ and ‘B’ assisted in pulling FF Hunt free from the obstructions that
were hindering the rescue efforts. BA Team 6 FF ‘A’ and ‘B’ then lifted FF Hunt over
the roller-shutter door and out of the stock area.

At 20:41 the Operational Support Officer and the Night Shift Sector One Safety
Officer carried FF Hunt out of the building. North West Ambulance Service
paramedics and Firefighters trained as trauma technicians provided immediate life
support and first aid medical treatment to FF Hunt.

At 21:02 North West Ambulance Service transferred FF Hunt to the Manchester
Royal Infirmary and FF Hunt’s BA Partner was transferred at 21:21.
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1.71

1.7.2

1.7.3

1.7.4

1.7.5

1.7.6

Section 7: Key events concurrent with the deployment of FF Hunt and his BA Partner

From arriving at the Entry Control Board (ECB) at 19:45, and in the 42 minutes from
FF Hunt and his BA Partner receiving their brief at 19:59 to FF Hunt being carried
out of the building at 20:41, other actions and events were taking place around the
incident ground. This section outlines these events and is concurrent with this time
frame.

Prior to FF Hunt and his BA Partner entering the building at 20:04 CCTV evidence
shows that the Day Shift Sector One Safety Officer (SO), left the sector at 19:51

and did not return. The role of the SO is to look after general scene safety. The

2nd Safety Officer in Sector One did remain in the sector however; he was not the
designated Sector Safety Officer for Sector One. There is no evidence that the Day
Shift Sector One Safety Officer met with or handed over any information to the on-
coming officer that would later fulfil the role of SO. This meant that there was at least
a 20 minute period when no designated Safety Officer was present in the sector. The
Logistics Officer, assisted by the Operational Support Officer was coordinating the
plan to have a structure in place that replicated the day shift in Sector One. The SO
role was not replaced straight away and the 2nd Safety Officer role was not replaced
at all.

Whilst the Day Shift Sector One Sector Commander states that he wanted the 2nd
Safety Officer Sector One to perform a specific task and the 2nd Safety Officer
understood that he had been asked to look after BA crews coming in and out of
doorway ‘A’, the 2nd Safety Officer was not formally appointed as a Safety Officer,
identifiable by wearing a Safety Officers tabard.

Comment; National Incident Command guidance states that; “the command team
compirises officers holding a variety of roles and it is essential for each to be easily
identified” Due to the 2nd Safety Officer Sector One fulfilling a specific task, not
wearing a Safety Officer tabard, and not being recorded as a control measure on the
ICB or the command unit meant that he was not formally recognised as part of the
incident command structure.

With regard to the command team handover, the team walked around the incident
ground as a group with both day and night shift officers together. The specifics of
each functional role were not decided until after the walk-round was complete. The
handover involved a walk through each sector, where observations of the operational
tactics and discussions took place.

The day shift command team included the Incident Commander, the Operations
Commander, the Logistics Officer and the Operational Support Officer. The Area
Manager was also present. The night shift officers included the Night Shift Incident
Commander, and two night shift Station Managers who were yet to be allocated their
roles.
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1.7.7

1.7.8

1.7.9

1.7.10

1.7.11

The Incident Commander and the Night Shift Incident Commander began their
handover brief, they can be seen arriving in Sector Three at 19:57, Sector Four at
20:04 and finally arriving in Sector One at 20:06. They observed the operations
taking place and spoke to the Sector Commanders as they went. They also
discussed the incident command boards that had been set up to record the hazards
and control measures, the Night Shift Incident Commander can be observed taking
notes throughout.

Following the Sector Commander handover for Sector One between the Day Shift
Sector One Sector Commander and the Night Shift Sector One Sector Commander,
which had commenced at 19:44, the Night Shift Sector One Sector Commander,
could be seen in the Sector Commander’s tabard from 19:48. However after
speaking to the Day Shift Sector One Safety Officer and the Operational Support
Officer he left the sector at 19:52 returning 5 minutes later at 19:57 with the tabard
removed. The Night Shift Sector One Sector Commander states that he felt that he
had not been officially designated the role, so removed the tabard.

At 20:01 after some confusion as to which on-coming officers would be fulfilling
which roles, the Logistics Officer designated the Night Shift Sector One Sector
Commander to become Sector Commander resulting in him putting the Sector
Commander tabard back on again at 20:03. At the same time the Logistics Officer
instructed the Night Shift Entry Control Officer Sector One to relieve the Day Shift
Entry Control Officer (ECO). Having handed over, the Day Shift Sector One Sector
Commander removed his tabard at 19:50 but remained in and around the sector
ensuring equipment was back on his appliance up to 20:05.

Shortly before FF Hunt and his BA Partner entered the building the appliance
delivering water to the hose at doorway ‘A’ was changed over as part of the relief
plan. At this point there were no personnel committed through doorway ‘A’, the
previous team having exited at 19:52. This led to FF Hunt having to wait at the entry
point for a few minutes until he was satisfied with the pressure of the jet prior to
entering the building. In total, FF Hunt and his BA Partner entered after a 12 minute
break in water being applied in this part of the building.

At 20:04 the handover was completed between the Day Shift and the Night Shift
Entry Control Officers in Sector One. FF Hunt and his BA Partner were first briefed
by the Day Shift Entry Control Officer Sector One and then by the 2nd Safety Officer
before they were led to doorway ‘A’. However, it was the Night Shift Entry Control
Officer in Sector One who was the ECO for the remainder of their deployment.
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1.7.12

1.7.13
1.7.14

1.7.15

1.7.16

At 20:06, two minutes after FF Hunt and his BA Partner entered the building, the 2nd
Safety Officer left doorway ‘A’. He had previously (19:49) briefed a Crew Manager as
to his role during the incident. However, as this briefing was taking place the Crew
Manager was directed to carrying out the Sector Commander role in Sector Four
by the Operational Support Officer (the OSO). The OSO stated to the 2nd Safety
Officer and the Crew Manager that this role of Safety Officer could be carried out by
a Firefighter, as the Crew Manager would be better utilised as a Sector Commander
in Sector Four. Subsequently, the 2nd Safety Officer role was never replaced. The
Operational Support Officer states that he did get on the radio to the command unit
and ask for a Safety Officer in Sector One. He recalls that this was to fill the gap left
by the Day Shift Sector One Safety Officer and not specifically to replace the 2nd
Safety Officer for Sector One.

FF Hunt and his BA Partner have been in the building for two minutes.

This 2nd Safety Officer role was originally put in place as a control measure by

the Day Shift Sector One Sector Commander who stated that it formed part of his
handover to the Night Shift Sector Commander. Control measures such as this and
any time limits for BA wears should be recorded on the ICB, although in this case
the board was not looked at during the handover.

After walking away from doorway ‘A’ the 2nd Safety Officer for Sector One is seen
on CCTV pointing at doorway ‘A’ and briefing the Night Shift Sector One Sector
Commander. During this discussion they are joined by the Incident Commander, the
Night Shift Incident Commander and the Operations Commander, who were touring
the incident ground as part of the Command Team handover. The 2nd Safety Officer
can finally been seen in discussion with the Night Shift Sector One Safety Officer
before he left the incident. The Night Shift Sector One Sector Commander states
that he was unaware of the role that the 2nd Safety Officer had been fulfilling but
does recall being told about limiting wears to 20 minutes. The Night Shift Sector One
Safety Officer who arrived at 20:11, only remembers being sent to fulfil the sector
Safety Officer role, not the specific 2nd Safety Officer role in Sector One.

In Sector one at approximately 20:06 the Night Shift Incident Commander was
close to doorway ‘A’ with the Day Shift Incident Commander and the Operations
Commander. He recalls being told by the Day Shift Incident Commander that there
was a BA team working just inside doorway ‘A’, he states, they were at the top of

4 or 5 steps, with a jet and TIC. He stated that he understood that, due to their
position, this was just a ‘comfort wear’. This is a phrase used when no arduous
work is being carried out and BA is worn for respiratory protection. This phrase is
not recounted by any BA wearer or other officers who attended the incident and it is
evident that arduous work was being carried out in Sector One.
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1.7.17

1.7.18

1.7.19

1.7.20

1.7.21
1.7.22

1.7.23

At 20:07, after being in the building for approximately three minutes, the telemetry
signal to the BA Board from FF Hunt’s BA Partner’s BA set was lost. This was
indicated on the BA board by a green flashing light that would have continued to
flash until he came out of the building and the BA set was logged off the board. The
telemetry data shows that telemetry on this set was never re-established. The Night
Shift Entry Control Officer (ECO) Sector One stated during the Inquest that he did
not know that telemetry had been lost and does not recall seeing the green flashing
warning light. Therefore he never reacted to the warning light nor did he pass this
information on to the Night Shift Sector One Sector Commander.

At 20:11 the Pump Operator for Oldham’s appliance approached the Night Shift ECO
Sector One and asked if he had had any verbal communication with the team inside.
At this time point the Night Shift Entry ECO confirmed that he had not spoken to the
team despite trying to contact them via the radio on channel 3. The ECO states that
whilst he had not spoken with the team over the radio, he believed them to be just at
the top of the stairs. The Pump Operator was not overly concerned at this point as
his pump gauges showed that they were still delivering water inside via the hoseline.
The ECO acknowledges that he never had any radio communications with FF Hunt,
despite trying to contact the team on a number of occasions. Other than the Pump
Operator, who had asked the question, he did not inform anyone of this lack in
communication.

Comment; Technical Bulletin 1/97 states that it is the duty of the ECO to “notify the
OIC of any prolonged breakdown in radio communications with BA teams”

EF Hunt and his BA Partner have been in the building for 5 minutes.

Also at 20:11 the Night Shift Sector One Safety Officer, arrived in Sector One. At

this point he arrives with a Sector Commander tabard which he was handed by

the Command Unit team. However, following a brief discussion with the Night Shift
Sector One Sector Commander, who was also wearing a Sector Command tabard,
he took his tabard off and left the sector.

The Night Shift Sector One Safety Officer (SO) does not recall wearing the SC tabard
and can only ever remember being allocated the role of Safety Officer. The Day Shift
Sector One Safety Officer initially took the SO tabard off at 18:48 and following a
brief discussion with the Day Shift Sector One Sector Commander put the tabard
back on. Then at 19:29 the Day Shift Sector One Safety Officer left Sector One and
returned at 19:35, without the tabard, which he had returned to the Command Unit.
Finally he left the sector at 19:51, 20 minutes earlier than the Night Shift Sector

One Safety Officer’s arrival, resulting in no handover of duties. The Day Shift Sector
One Safety Officer is seen speaking with the Operational Support Officer and the
Night Shift Sector One Sector Commander prior to leaving the sector. He states that
he had informed the Day Shift Sector One Sector Commander he was leaving the
sector and was under the impression that a Firefighter would fulfil the role of Safety
Officer. When the Night Shift Sector One Safety Officer arrived he carried out the role
of Safety Officer based on his own experience of this role and GMFRS Safety Officer
Procedures.
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1.7.24

1.7.25

1.7.26

1.7.27

1.7.28

1.7.29

1.7.30

The Night Shift Sector One Safety Officer recalled that, at one point, there were

no emergency BA crews stood by the entry control board (ECB) in Sector One as
required by GMFRS BA procedures and national guidance. BA Team 6 FF ‘A’ and ‘B’
had been standing by in Sector One from 19:49, before FF Hunt and his BA Partner
entered the building at 20:04 however they were now being prepped for deployment
onto the temporary platform in Sector One.

The Night Shift Sector One Safety Officer states that the ECO assured him that

the BA crew in the building (FF Hunt and his BA Partner) were only at the top of

the steps in doorway ‘A’ and were not in a risky position. The Sector One Safety
Officer, aware that an emergency crew should be in place, went to find his own
crew members for this role, BA Team 5 FF ‘A’ and ‘B’. They were subsequently used
by the ECO Sector One as a relief team for FF Hunt and his BA Partner. To ensure
crew rotation, the ECO’s deployment of BA Team 5 FF ‘A’ and ‘B’ as a relief team is
justifiable, however, he did not replace the BA Team prior to their deployment. This
resulted in Sector One having no emergency team after their deployment and while
FF Hunt and his BA Partner were still inside the building. CCTV footage shows at
least one BA team stood by the Sector One entry control board from approx.16:00
until the deployment of this team at 20:26.

Throughout this period the command team handover continued. The Area Manager
arrived in Sector One with a Station Manager at 20:11. The Day Shift Incident
Commander had a brief discussion with them before he left Sector One and headed
to the Command Unit. He was followed to the command unit by the Operational
Support Officer at 20:13. The Night Shift Incident Commander, the Day Shift
Operations Commander and the Area Manager at 20:14.The Station Manager, who
later became the Operations Commander, headed to the unit at 20:15.

With all officers now back at the command unit the handover continued and
concluded moments before the BA emergency was called. All the roles had been
handed over to the on-coming officers, with the exception of the Operational
Support Officer (OSO). The OSO went back to Sector One at 20:32, shortly before
the BA emergency occurred, to deliver equipment from the command unit.

At 20:13 and 20:14 the Night Shift Sector One Sector Commander had a brief
discussion with the Night Shift Entry Control Officer Sector One in Sector One.
Following this discussion, the ECO prepared BA Team 6 FF ‘A’ and ‘B’ to relieve the
BA team on the working platform in Sector One. Both of the teams working in Sector
One, the team entering via doorway ‘A’ and the team on the temporary platform were
committed via the Sector One ECB.

Prior to these discussions with the ECO, the Sector One Sector Commander had

a brief conversation with the Pump Operator who had already asked the ECO if
communication with the BA team had been made.

FF Hunt and his BA Partner have been in the building for 10 minutes.
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1.7.31

1.7.32

1.7.33

1.7.34

20:17 Informative message from the IC - relief crews being co-ordinated across all
sectors; officers in process of conducting hand over; firefighting operations in Sector
One now offensive, six BA wearers, three jets committed.

In Sector Three (at the front of the building on Oldham Street), shortly before 20:17,
the Night Shift Sector Three Sector Commander that the aerial appliance, which
was training its monitor through the first floor windows, was not having much effect.
He stated that he could see visible flames in the smoke at ground floor level and
could hear explosions. To address this he decided to move the aerial monitor from
directing water into the first floor to directing water into the ground floor. Prior to this
action there was no communication with any of the Command Team or any other
area of the fire ground.

(Photograph 8)
Aerial appliance delivering water into ground floor

The Sector Commander, during the investigation, stated that had he been made
aware that BA crews had been committed into the doorway of the building he would
not have carried this action out. Shortly after the aerial monitor was moved into the
ground floor he tried to contact the command unit to inform them of what he could
see and hear in the ground floor. This message was picked up by the Operational
Support Officer, who walked to the sector from the command unit, to investigate.
The Operational Support Officer arrived in the sector at approximately 20:21 and
spoke with the Sector Commander; walking around Sector Three they observed
firefighting operations and were in discussion until the Operational Support Officer
left the sector at 20:30. The Operational Support Officer told him that explosions
were suspected to be pressurised hairspray canisters and signs of flames had
periodically been seen throughout the day and that the tactic used was to gas cool
with no Firefighters committed in to the building in Sector Three.
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1.7.35

1.7.36

1.7.37
1.7.38

(Photograph 9)
Aerial monitor and a jet into the ground floor

Comment; The Technical Advisor to the Coroner stated ‘the change of tactics at the
front had made no apparent significant difference to the conditions at the rear

(43 meter building). The Coroner emphasised that, ideally Sector Commanders
should communicate with one another about their activities in case they may affect
the firefighting operations in another sector.

At the same time the monitor was moved, 20:17, BA Team 5 FF ‘A’ and ‘B’ arrived
at the Sector One ECB. The telemetry signal from FF Hunt’s BA Partner’s BA set
had now been lost for 10 minutes and the ECO had had no communication with the
crew.

EF Hunt and his BA Partner have been in the building for 13 minutes.

One minute later at 20:18 BA Team 6 FF ‘A’ and ‘B’, who had been stood by the
ECB, made their way to the temporary working platform. The working platform was
in the open air and the teams on it had continued to deliver water into the stock
area continuously throughout the handover period.
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1.7.39

1.7.40

1.7.41

1.7.42

1.7.43
1.7.44

1.7.45

At 20:22 the Night Shift Sector One Safety Officer arrived back in Sector One. He
recalls leaving the sector in order to address safety issues, update the safety
cordons and obtain safety equipment, etc. BA Team 5 FF ‘A’ and ‘B’ were then
prepped for deployment to relieve FF Hunt and his BA Partner via doorway ‘A’.
Following analysis of BA telemetry data, at exactly 20:24:43 FF Hunt’s BA Partner’s
BA tally was taken out of the board and reinserted at 20:24:44, 1 second later.
The ECO does not remember carrying this action out. It is clear from the analysis
however, that this action had no effect in re-establishing telemetry.

Comment; Under BA Technical Bulletin 1/97, the ECO must inform the IC of any
prolonged breakdown in radio communications with BA teams. The procedures

to be followed in the event of a loss of contact or breakdown in telemetry
communications should take into account the existence of other means of
communication with BA teams, i.e., by radio, line communications or even by direct
speech

Comment; GMFRS Guidance document BAOOS3 States: If telemetry is lost with
individuals during operations, this is not considered a risk critical event. The ECO
should monitor the situation as it is extremely likely connection will be regained
quickly. However, if any of the following are experienced, the ECO and Incident
Commander should consider reverting to manual procedures, or committing
emergency teams:

o Loss of telemetry with a team is prolonged.
o Telemetry is lost with a number of teams or individuals.
J Telemetry and other forms of contact are lost (such as personal radios).

FF Hunt and his BA Partner have been in the building for 20 minutes.

At 20:26 BA Team 5 FF ‘A’ and ‘B’ enter doorway ‘A’, briefed to relieve FF Hunt

and his BA Partner. This left the sector with no emergency team. BA procedures
specify that this is something that should have been addressed by the ECO prior to
committing BA Team 5 FF ‘A’ and ‘B’. Other than the Night Shift ECO and the Night
Shift Sector One Sector Commander, no other command team officers were present
in Sector One at this time.

Comment; Under BA Technical Bulletin 1/97 (CNP 10) emergency teams must be
established and stood by at the entry control points at all incidents where Stage

Il entry control procedures are in operation. The Entry Control Officer (ECO) is
responsible for informing the Officer-in-Charge (OIC) of the need for an emergency
team, (unless the BA Main Control or the Main Control Officer has assumed this
function). Note; Stage | and Stage Il BA procedures are progressive systems

for managing BA resources. This incident had progressed past Stage Il of BA
procedures and was being coordinated through Main Control. In Sector Four the
Night Shift Sector Four Sector Commander states that he did make a request to BA
Main Control for an emergency team in his Sector, however no team was supplied.
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1.7.46

1.7.47

1.7.48
1.7.49
1.7.50

1.7.51

1.7.52

At 20:27, after recognising that FF Hunt had stopped delivering water, the

Pump Operator again approached the ECO to raise concerns about the lack of
communication. The ECO had just committed BA Team 5 FF ‘A’ and ‘B’ to relieve FF
Hunt and his BA Partner and informed the Pump Operator that they were probably
not delivering water due to them changing over. No further action was taken at this
point as the ECO believed the team to be relieved were just at the top of the stairs.
He had committed the relief team specifically due to FF Hunt and his BA Partner
coming close to their time of whistle, which had been manually calculated earlier as
20:32, by the Day Shift ECO.

Comment; The time of whistle is a calculation which denotes the time when the low
cylinder pressure warning whistle operates. This is when the cylinder pressure has
fallen to a point where only the Safety Margin remains.

FF Hunt and his BA Partner have been in the building for 23 minutes.

At 20:30 in Sector Three, a hand held jet that was directing water into the ground
floor was replaced by a ground monitor.

At 20:33 the Night Shift Sector One Safety Officer is seen arriving back again in
Sector One, this time with the Safety Officer (SO) tabard on.

At approximately the same time the command team handover concluded. The
Operations Commander states that the handover discussions were around general
tactics and operations rather than specifics such as the control measures employed
in each sector; these were not discussed in great detail. The command team had
assembled by the command unit at approximately 20:15 where the functional roles
were allocated following a group briefing. This was when the last of the night shift
officers arrived at the incident.

On completion of the handover the Night Shift Incident Commander stepped into
the command unit to ask them to send the message that he was now in charge. This
message was never sent as on his arrival on the command unit the BA emergency
had been called on the fire ground. This meant that the Night Shift Incident
Commander’s first message to Control was ‘BA Emergency’ at 20:35.
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Part 2: Post Incident

Section 1: Immediate Actions

2.1.1

2.1.2

213

214

2.1.5

2.1.6

21.7

Following the events that unfolded on the night of July 13, Greater Manchester
Police (GMP) and The Health and Safety Executive (HSE) conducted investigations
to establish the facts surrounding the incident. GMFRS brought together a dedicated
team to support GMP and the HSE in expediting their investigations.

It was determined that this team would remain in place until the completion of

the coronial process (concluded May, 2016), the findings of which have been
summarised within this report.

GMFRS contacted the Health and Safety Executive on the night of the incident to
inform them of the events that had taken place and the Chief Fire Officer (CFO)
informed the Fire Brigades Union (FBU).

Following the events at the incident, all crews and officers at the scene were relieved
at the earliest opportunity, in recognition of their welfare needs. They were brought
to the GMFRS Training and Development Centre to allow for some immediate
defusing activity. The crews were then asked to take some time and provide their
initial accounts, whilst their memories were fresh to help with any subsequent
investigations.

An Area Manager was appointed as a GMFRS Family Support Officer and
maintained relations with the family and GMP’s Family Liaison Officers through to the
Coroners hearing in May 2016 and beyond.

GMP appointed a Major Investigation Team to work with investigators from the HSE
and they were further supported by:

e Merseyside Fire and Rescue Service providing an investigation into the origin,
cause, and the subsequent development of the fire.

e West Yorkshire Fire and Rescue Service who provided technical guidance of Fire
and Rescue Service practice and procedure to GMP and the HSE.

e A former Deputy Chief Fire Officer was appointed by the Coroner to provide
independent expert advice to the Inquest.

GMP conducted witness interviews with 136 GMFRS employees involved in the
incident and produced 57 witness statements.
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2.2.1

2.2.2

2.2.3

2.2.4

2.2.5

Section 2: HSL Investigations

The Health and Safety Laboratory (HSL) summarised their report into five distinct
areas of testing; Breathing Apparatus (BA) and Personal Protective Equipment (PPE),
BA Alarm Systems, Scott Eagle Attack Thermal Imaging Camera, Entel Fireground
Radio and Thermal Environmental Effects on Firefighters.

BA and PPE: All BA and PPE examined were designed for structural firefighting and
during testing there was no indication of significant failure or malfunction occurring
during the incident. There was evidence of several shortcomings in maintenance
procedures associated with the use of BA, however HSL are of the opinion that
these shortcomings had no bearing or impact on the events at the incident. Specific
to BA, HSL made eight recommendations, all of which were centred on review of
maintenance procedure. The current maintenance procedures within GMFRS are
suitable and sufficient to address the recommendations.

BA Alarm Systems: Following testing of both the pneumatic and electronic low
pressure alarms HSL concluded that, as these alarms activate simultaneously, there
is no question that audibility of these alarms would have been an issue during the
incident. As a result, no recommendations were levied within this section of the HSL
report. They did note however that when tested in isolation the pneumatic whistle on
FF Hunt’s BA Partner’s BA set and the electronic low pressure alarm on FF Hunt’s
BA set were borderline pass and marginal fail respectively.

Thermal Imaging Camera: Following testing of all Scott Eagle Attack thermal
imaging cameras used by GMFRS, HSL concluded that all cameras worked as
intended. They went on to point out that these cameras are intended to be used to
highlight areas of high temperature but are not designed to read the environmental
surroundings (ambient temperature). Again there were no recommendations from
this section of the HSL report.

Entel Fireground Radio: This part of the HSL report detailed the testing of both

the fireground radio (attached to BA set) and the radio utilised by the Entry

Control Officer (ECO). During all functional tests both radios performed within
design and operational parameters. HSL did however identify potential issues

with battery life and charging procedures leading to two recommendations. These
two recommendations were around reviewing procedures associated with battery
charging and discharge cycles. As GMFRS no longer use Entel fireground radios,
these recommendations are no longer applicable. However the manufacturer has
been made aware of these findings.
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2.2.6

2.3.1

2.3.2

2.3.3

234

Thermal Environmental Effects on Firefighters: For this part of the HSL report

the Executive were asked by West Yorkshire Fire and Rescue Service (WYFRS)

to complete a literature review into the subject of firefighter physiology within
compartment fires. HSL suggest that current knowledge into this field indicates that
human tolerance time when working in full PPE and working in routine firefighting
environments would not exceed 20 minutes. They did however go on to state that
as variables combining to produce a physiological effect cannot be determined
specific to the Oldham Street incident, it is impossible to conclude, in terms of a
specific time, when the onset of detrimental physiological effects occurred. Although
they did go on to hypothesise that it would be reasonable to assume that both
firefighters would have been severely affected by conditions, possibly to the extent
that their physical and mental capacity to escape was compromised. It is clear from
the HSL report that there are many contributory factors which affect a firefighter’s
physiological response within a compartment fire situation. It is these factors and
variables that, through the commissioning of research, GMFRS wish to develop
dynamic and more pragmatic control measures to help determine more accurately,
deployment time scales against firefighters physiological tolerances. (see Section 4
for more details)

Section 3: Fire Investigation

To demonstrate impartiality Merseyside Fire and Rescue Service (MFRS) Incident
Investigation Team (lIT) was requested by GMFRS to independently carry out the
investigation in to the origin, cause and development of the Paul’s Hair & Beauty
World Fire.

A multi-agency investigation team spent a number of weeks excavating and
examining the scene. At the conclusion of the investigation the IIT were satisfied that
the fire had originated in the cardboard recycling area adjacent to the rear exit doors
facing Tib Street (doorway ‘A’).

The team considered both accidental and deliberate as possible causes of the fire
and concluded, after considering all the physical evidence, the timeline and the
information ascertained from witnesses, CCTV and other persons at the scene that
most likely cause was the application of a naked flame.

This evidence was collated by GMP and passed to the Crown Prosecution Service
(CPS) for consideration; however in April 2015 it was decided by the CPS that no
further action would be taken against any individual(s).
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2.3.5

Following the conclusion of the Inquest in 2016, evidence that was presented in
Court was passed on to the CPS in order to again establish whether there would
be any further legal action taken against the individual(s) accused of starting the
fire.

After an examination of this evidence the CPS concluded;

e There was no new and compelling evidence arising from the Inquest which
was not available to the Prosecution when earlier decisions were taken in this
case;

e There is no viable legal mechanism for the further prosecution;

e There is no reason, emerging from the evidence at the Inquest, to revisit
the decisions taken by the Prosecution as to charge and/or disposal of the
criminal investigation.

Section 4: Coronial Inquest

24.1

2.4.2

A Coroner was appointed to oversee the Inquest into the death of FF Hunt which
commenced on April 4, 2016 and concluded on May 18, 2016. The evidence was
presented and witnesses were called under three main areas:

e Start of the fire / fire investigation
¢ Fire risk management
e Firefighting operations

The start of the fire has been discussed in Section 2.3 and below is a summary of
the jury responses to the fire risk management and firefighting operations related
questions posed by the Coroner at the end of the process.

Questions relating to fire risk management, the jury found that;
e The presence of the cardboard storage area and the racking up the stairs
contributed to the fire developing.
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243 Questions relating to firefighting operations, the jury found that;

¢ In relation to the control measures that were in place during the afternoon

» BA crews were limited during the day shift and that time was a
maximum 20 minutes.

» Most BA crews were probably told to remain at the top of the stairs
and fight the fire from there only.

» Other control measures included a second Safety Officer to keep an
eye on the BA crews.

» The safety control measures identified above were not communicated
to the Entry Control Officer who sent Stephen and his partner into the
building nor were they communicated to the Entry Control Officer at
the change of shift.

» The above control measures were however communicated to the new
Sector Commander for Sector One at the changeover of shifts.

e The jury found that safety measures were in place when Stephen and his
colleague entered the building, but not implemented. These measures should
have been carried through over handovers.

e The jury also found that the new Sector Commander misinterpreted the brief
and the new Entry Control Officer was not fully informed, and therefore could not
implement safety measures.

e At the time Stephen and his colleague entered the building a number of officers
at the incident were aware that the previous BA teams had been limited to a 20
minute wear.

e \Various officers also knew that teams were being directed to go to the top of the
stairs and fight the fire at that point but go no further and that a safety officer had
been dedicated to watch over them and keep in communication.

e The jury concluded that Stephen and his colleague were given two briefs, initially
from the Entry Control Officer “to go to the top of the stairs, take over, sit there
and squirt water - top of the mezzanine, you know what the crack is”.
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The 2nd Safety Officer gave “go to the top of the stairs, turn left, look
right, and use the thermal imaging camera and spray water from there”.
This second brief removed the word ‘mezzanine’ and contained no direct
instructions.

The jury also concluded that Stephen and his colleague had followed their
brief as they understood it. They stated that confusion, due to the use of the
term ‘mezzanine’ and ‘seek out hotspots’ may have led to misunderstanding
of the brief.

Finally, the jury were asked what factors probably contributed significantly to

»

»

»

»

»

»

»

»

»

Lack of communications and information at handovers

Lack of communications and information at briefings and debriefings
Misinterpretation of instructions

Incorrect decision-making

Competency within the roles given

Paul’s Hair World storeroom layout, internal conditions, stock debris
and smoke detection

Breakdown of telemetry and radio communications

Inadequate fire risk assessment

Inadequate fire safety measures in Paul’s Hair World e.q. fire drills
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Part 3: Conclusions

3.1.1

3.1.2

3.1.3

As a result of the GMP and Coronial investigations a number of conclusions were
reached by the jury. Part 4: Recommendations, details the lessons learnt by GMFRS
and the recommendations of the Coroner, the following section is a response to

the narrative conclusions of the Jury and also includes the findings of the GMFRS

internal investigation.

Jury Point 1; The control measures from the afternoon, 20 minutes of wearing

BA, being told to remain at the top of the stairs and to fight the fire from there

only and the use of a 2nd Safety Officer were communicated to the Night Shift

Sector One Sector Commander at the changeover of shift. However they were

not communicated to the Day Shift Entry Control Officer Sector One or the Night

Shift Entry Control Officer Sector One as ECO’s. The jury stated that the Sector

Commander misinterpreted the brief.

Established facts;

e The Day Shift Sector One Sector Commander wanted the 2nd Safety Officer
Sector One to act as a 2nd Safety Officer with the specific task of closely
monitoring BA crews in Sector One and maintaining communication. The 2nd
Safety Officer Sector One had been in place for the duration of the day shift. This
role was not replaced at the change of shift.

e The Night Shift Sector Four Sector Commander was briefed by the 2nd Safety
Officer Sector One on the role of 2nd Safety Officer, however the Night Shift
Sector Four Sector Commander was directed to another role (Sector Four
Commander) by the Operational Support Officer (OSO) and a replacement was
not established.

e The control measure employed during the day relating to the limited duration
of BA wears at doorway ‘A’, although used flexibly by the 2nd Safety Officer
Sector One (depending on conditions) was not recorded contributing to a lack of
continuity into the night shift.

e The limit on the time the BA wearers were committed was also not translated into
cylinder contents as per Technical Bulletin 1/97.

e Handover procedures varied from sector to sector. Sector Three replaced all
staff directly, like for like. The Day Shift Sector One Safety Officer, left before
his replacement, the Night Shift Sector One Safety Officer arrived. The 2nd
Safety Officer Sector One’s role was not recorded. The Night Shift Sector
One Commander removed his tabard for a period of time leaving the sector
unsupervised for approx. 9 minutes.
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3.1.4

3.1.5

3.1.6

3.1.7

3.1.8

3.1.9

3.1.10

GMFRS Conclusion; There was no assurance process to ensure the above failures
were avoided. The command team, led by the Incident Commander who, as stated
earlier, was being mentored by the Area Manager, did not instigate a process that
ensured that functional roles and the control measures that had been in place at
sector level were maintained, carried forward or removed with justification.

When handing over the command of sectors the Incident Command Manual
specifies that a clear and precise exchange of information must be undertaken. This
also places a responsibility on the individuals carrying out those roles.

Jury Point 2; When FF Hunt and his BA Partner entered the building a number of
officers were aware of the 20 minute limit, only fighting the fire from the top of the
stairs and the dedicated 2nd Safety Officer.

Established facts;

e During the analytical risk assessment process various hazards and control
measures were recorded, however the ones relating to these control measures
were not logged.

¢ The Night Shift Sector One Sector Commander was aware of the 20 minute
limit but did not inform the Night Shift Entry Control Officer Sector One. The
Entry Control Officer had not been made aware of this, so used the existing
time of whistle calculation, the Day Shift Entry Control Officer Sector One had
established of 20:32, this equated to a 33 minute BA wear.

e The Pump Operator raised concerns; with both the Night Shift Entry Control
Officer Sector One and the Night Shift Sector One Sector Commander about the
lack of communications and that the team were not delivering water. Despite the
Night Shift Sector One Sector Commander being aware of the 20 minute limit
and the Night Shift Entry Control Officer Sector One being aware of the lack of
communication, these concerns were not acted upon.

GMFRS Conclusion; There was no assurance process to ensure the above failures
were avoided and that the control measure of 20 minutes was maintained.

There were individuals at sector command level, the Night Shift Sector One Sector
Commander and the Night Shift Entry Control Officer Sector One, who did not
maintain a safe system of work prior to, and whilst this situation was developing.
Jury Point 3; FF Hunt and his BA Partner were given two briefs, the Day Shift ECO
told them to go to the top of the mezzanine, however the 2nd Safety Officer removed
the word ‘mezzanine’, and mentioned seeking out hotspots. This confusion may
have led to a misunderstanding of the brief.
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3.1.11

3.1.12

3.1.13

3.1.14

3.1.15

Established facts;

e FF Hunt’s BA Partner states that FF Hunt and he believed that they had reached
the mezzanine when they had got to the top of staircase ‘A’.

e FF Hunt’s BA Partner understood they were to go to a point in the building and
search for hotspots with the TIC. He went on to state that he understood from
the brief that they were not to search the building.

e The previous BA team, BA Team 3 FF ‘A’ and ‘B’, should have briefed and been
de-briefed by the ECO when they exited the building. The Day Shift Entry Control
Officer Sector One should also have ensured that this de-brief was carried out,
ensuring relevant information, location, conditions etc. could have been passed
on to FF Hunt and his BA Partner (the next team to wear in doorway ‘A’)

GMFRS Conclusion; Although the briefs differed, the presence of the 2nd Safety
Officer throughout the day helped to counter any potential misinterpretations that
may have arisen. Therefore the previously discussed omissions that led to that role
not being replaced, i.e. with no assurance process by the command team, this must
be considered a contributory factor.

Failure to exchange critical information by the BA team and the ECO as per agreed
procedures could also have contributed to the inconsistence in the briefs.

Although the jury identified that there were inconsistencies in the two briefs,
particularly with the use of the word ‘mezzanine’, FF Hunt and his BA Partner
believed they were on a mezzanine level when they had entered the building and
ascended the first set of stairs. The inconsistencies also include the use of the
phrase ‘search out hotspots’ which may have led to them to advance further into the
building.

Jury Point 4: Other personnel factors that probably contributed to the death were;

» Lack of communications and information at handovers

» Lack of communications and information at briefings and debriefings
» Misinterpretation of instructions

» Incorrect decision-making

» Competency within the roles given

» Loss of communications

» Handing over
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3.1.16

Established facts;

There was a relief plan to assist the handover however this wasn’t adhered to

in its entirety, leading to confusion as to who was doing what role at sector

level in Sector One. The Welfare Officer had drawn BA wearers away from

their appliances to supplement the BA pool as per Main Control procedures.
Operationally, this was not compatible with the ‘like for like’ plan devised by the
Operational Support Officer and the Logistics Officer, which would have kept all
crews together.

The Day Shift Sector One Safety Officer left his sector without handing over to
the Night Shift Sector One Safety Officer who had been designated to fulfil the
role for the night shift. The Night Shift Sector One Safety Officer was allocated
this role when he reported to the Command Unit crew, however he cannot recall
exactly by whom.

The level of hazard and control measure recording (2nd Safety Officer, 20 minute
duration etc.) was not consistent leading to gaps in continuity from the day shift
to the night shift.

There were indicators and concerns raised at the incident that were not acted
upon e.g. the Pump Operator highlighting the lack of water being delivered, the
lack of communication from the BA team and the loss of telemetry. There was no
appropriate response from the functional officers, the Night Shift Entry Control
Officer and the Night Shift Sector One Sector Commander, who were supervising
the BA deployment in Sector One.

FF Hunt’s BA Partner’s BA set lost telemetry early into his wear, at 20:07. A green
flashing light would have indicated this loss on the BA board. The ECO states

he was not aware that telemetry had been lost, however at 20:24 FF Hunt’s BA
Partner’s tally was removed from the board and re-inserted. This coincided with
the ECO committing the next BA team through the same BA board. The ECO
does not recall removing and re-inserting the tallies.

The Night Shift Sector Three Sector Commander did not inform anyone within
the command structure when he moved the aerial monitor from the first floor to
the ground floor. However, the Technical Advisor to the Coroner stated during the
Inquest that he “would not expect a significant impact at the rear of the building”
with this action.

The Night Shift Sector Three Sector Commander stated that if he had known
firefighters were committed at the rear he would not have used the aerial
appliance to deliver water. During the Inquest the Coroner concluded that
different tasks carried out within the same building (e.g. application of water and
BA wears) should be communicated.
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3.1.17

3.1.18

e CCTV footage shows at least one BA team stood by the Sector One entry control
board from approx.16:00 onwards. The Night Shift Entry Control Officer Sector
One did not replace the emergency team after using them to relieve FF Hunt and
his BA Partner at 20:26. There were no emergency teams in Sector One from
this point onwards. When the BA emergency occurred at 20:34 there were 6
BA wearers already under air in close proximity to the Sector Four entry point,
stairway ‘C’. These were the same 6 BA wearers that carried out the rescue of
FF Hunt and his BA Partner. Extra BA teams arrived in the sector after the BA
emergency was declared at 20:34.

e CCTV footage shows that there was also no BA emergency team available
in Sector Four following the change over to the night crew. This is confirmed
by the Night Shift Sector Four Sector Commander, however, he stated that
he had asked BA Main Control to send 4 BA to Sector Four, two BA to act as
an emergency team; however, he only got two BA wearers, BA Team 7 FF ‘A’
and ‘B’. As the task was only to enter and reposition the ground monitor, he
determined that he would allow them to proceed in prior to receiving another
team.

e An Area Manager (AM) was mobilised to assume the role of Incident Commander,
he agreed not to take charge but remained at the incident, in a mentoring role, for
the next five hours. The Area Manager was the most senior officer present.

GMFRS Conclusion; The decision of the Area Manager (AM) not to take charge

but remain at the incident for the next five hours caused some ambiguity for the
investigation when trying to absolutely determine the responsibility for critical
operational decisions that needed to be identified. GMFRS policy at the time of the
incident did allow senior officers the flexibility not to take charge of an incident, but
to remain in a mentoring capacity. GMFRS has since revised its guidance, ensuring
that the senior FRS officer present will be in command of the incident (further details
in Part 4).

The relief plan across the incident wasn’t recorded, managed adequately or adhered
to. This led to periods where supervision was not sufficient, for example, no safety
officer for a period of time in Sector One, the Night Shift Sector One Safety Officer
was not briefed by the Day Shift Sector One Safety Officer, and the 2nd Safety
Officer Sector One was not replaced.
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3.1.19

3.1.20

3.1.21

3.1.22

3.1.23

The level of hazard and control measure recording was not consistent, leading to
gaps in continuity from the day shift to the night shift. Since this incident GMFRS
has introduced a more formal handover form that serves as both a prompt and a
formal record. However this investigation has highlighted the need for GMFRS to
introduce a more robust process at all levels from the sector officers to the overall
incident commanders. (further details in Part 4).

There were indicators at the incident that should have raised concerns regarding the
safety of FF Hunt and his BA Partner. The lack of communication, lack of water used
by FF Hunt and his BA Partner and the loss of telemetry should have prompted an
earlier response from the functional officers (the Night Shift Entry Control Officer and
the Night Shift Sector One Sector Commander).

The Night Shift Entry Control Officer did not follow basic BA procedures by not
replacing the emergency team as per BA procedures leaving a period of 8 minutes
without this safety measure before the BA emergency began and extra BA teams
began to arrive in the sector

CCTV footage shows that 6 BA wearers were already under air and in the risk area,
which, once the alarm was raised, resulted in an immediate response to carrying out
the rescue of FF Hunt and his BA Partner.

GMFRS acknowledges the acts of heroism performed by those personnel carrying
out the rescue of FF Hunt and his BA Partner. GMFRS and other public bodies view
the actions of individual firefighters as heroic when they have put themselves at risk
to protect the public or colleagues.
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Part 4: Lessons

Section 4.1: Learning the lessons

4.1.1

4.1.2

4.1.3

4.1.4

Much time and effort has been invested into understanding this incident and to
identify any learning opportunities that can be achieved organisationally, by Greater
Manchester Fire & Rescue Service (GMFRS). The findings will be shared across
FRS’s with the objective of minimising the chance of a similar tragedy occurring

in the future. It is recognised that changes to policy and procedure must be
communicated properly in order to entrench the learning until it becomes second
nature.

GMFRS formed a dedicated team following this incident and they have carried

out an ongoing analysis of events at Oldham St. Where development needs have
been recognised, steps have been taken to work towards the resolution of the
issues. Some of these proactive measures tie in with the Coroner’s Regulation 28
recommendations. These recommendations refer to the situation at the time of 13th
July 2013 and thus, some of the issues described in the letter have already been part
resolved. All work appertaining to the outcome of the Oldham Street investigation
that has already been initiated or completed is provided in a table format and can be
found in Appendix ‘C’.

The Fire Brigades Union (FBU) compiled a report for the Coroner, into the death

of Stephen Hunt based on the analysis of recommendations from previous

coroners inquests into Firefighter fatalities. This report was presented to the
Coroner prior to his verdict. To ensure that lessons from previous Inquests have
been learned by Fire and Rescue Authorities and Government, the FBU have

made a series of recommendations within the report. GMFRS acknowledge the
FBU recommendations and a response from them to the Coroner are provided at
Appendix ‘D’.

A report was sent from the Coroner to the Home Secretary and the Chief Fire and
Rescue (CFRA) Advisor under Regulation 28 and 29 of the Coroners (Investigations)
Regulations, 2013. This report formally identified 10 ‘Matters of Concern’ raised as
suggestions. GMFRS has established an internal ‘Task and Finish’ group to ensure
that all of these concerns are addressed. Those actions are summarised in the table
at Appendix ‘E’.
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Section 4.2: GMFRS Response

4.2.1

4.2.2

4.2.3

Based on the findings of the jury, the Coroner, assisted by GMFRS and the Fire
Brigades Union (FBU), made the following recommendations to prevent future
Firefighter deaths. Those recommendations plus the GMFRS response are as
follows;

Physiology; It is recommended that all FRSs should consider the implementation of
measures to reduce the risks associated with the physiological effects of working in a
hot environment. In particular consideration should be given to:

e Duration of wears under breathing apparatus;

® Having regard to all relevant factors including, for example the weather, previous
exertions of BA teams and individual circumstances.

e Training and guidance for all operational personnel to recognize the effects of
heat, both on themselves and on their colleagues, and the appropriate steps to
take upon such recognition, including withdrawal and self-withdrawal.

e Training and guidance for all operational personnel to have the ability and
confidence to ensure the withdrawal of others who may be adversely affected by
heat whether by calling a BA emergency or otherwise appropriately.

e Training and guidance for all operational personnel to have the ability and
confidence to withdraw themselves by whatever means appropriate including
activating the ADSU.

GMFRS response: At the time of this incident in July 2013, Home Office Technical
Bulletin 1/97 set out the breathing apparatus (BA) procedures to be adopted by all
Fire and Rescue Services (FRS)’s at operational incidents. Within this document
there is very little reference to physiology and the effects of heat on firefighters.
GMFRS had addressed this issue to some extent through internal practical training
themes and guidance, but perhaps did not have an emphasis on this aspect of
physiology whilst wearing BA at operational incidents. The importance of recognition
of the effects of heat on the individual (whether on the BA wearer or a colleague)
cannot be undervalued and must underpin all BA training moving forward.
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4.2.4

4.2.5

4.2.6

4.2.7

The Technical Bulletin 1/97 has now been superseded by Department for
Communities and Local Government (DCLG) Guidance Document: Operational
Guidance Breathing Apparatus (OGBA), published in 2014. OGBA, Section B-8
‘Welfare of BA Wearers’, references physiology considerations and, since its
introduction, all GMFRS training materials have been updated to reflect this content.
The review and introduction of the new breathing apparatus procedures in line

with the national guidance was approved at the GMFRS Joint Health and Safety
Committee in February 2015. In addition all GMFRS training and guidance notes
applicable to Breathing Apparatus are currently being ordered into an overarching
Breathing Apparatus policy and procedure document for publication in December
2016.

Work is programmed going forward to review training content, frequency and
delivery in the area of physiology and BA. This will evaluate if GMFRS are giving

the appropriate balance and emphasis to this area of development, and to address
any shortcomings. Regular assessable ‘practical’ training will be carried out from a
new bespoke training site in Bury from April 2017 to ensure understanding of this
subject. The emergency actions to be taken where difficulties are encountered by
the individual or colleagues whilst wearing BA, including withdrawal, activation of
ADSU and calling of ‘BA Emergency’ will be incorporated in the training content.
Assessable ‘theoretical’ training to include key questions ensuring understanding of
the effects of heat on the individual as well as other risk critical information is due to
be introduced through a new online training tool by the end of 2016.

Following this incident it was recognised that there was insufficient operational
guidance available, and the ‘Welfare of Personnel at Incidents’ service order was
produced. Guidance around the duration of wears in relation to variable factors such
as ambient temperature and condition of the wearer is found in this document. It
provides information on the availability of refreshments and rest facilities as well as
advising on core temperature, recovery and re- deployment. It details advisory rest
and rehydration actions for BA wearers and other considerations appropriate to
physiology and welfare of the individual.

In 2014, in conjunction with Salford University and Draegar, GMFRS initiated

a research and development project into technology that can be utilised in the
operational arena to monitor, in real time, a Firefighters physiology. This control
measure will ultimately assist safety by giving an indication of the condition of the
Firefighter when considering allocation of tasks and duration of wears. Trials will
begin in late 2016 at Salford University to test this monitoring equipment. This will
validate the protocols that will be used in this project.
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4.2.8

4.2.9

4.2.10

4.2.11

4.2.12

4.2.13

Communications; It is recommended that all FRSs should consider the
implementation of measures to reduce the risks associated with the loss of
communications at operational incidents. For example, to include safety control
measures to ensure BA teams can be withdrawn from the risk area if needed.

GMFRS response: Following the incident, questions were raised around both
telemetry and radio communication between the BA wearers and the Entry Control
Officer (ECO). There were also questions raised around the availability and location
of emergency teams. This has led GMFRS to review its emergency procedures.

At the time of the incident, GMFRS operated in line with Technical Bulletin 1/97 at
Section CMP6C.

Since then GMFRS has adopted DCLG Guidance Document: Operational Guidance
Breathing Apparatus (OGBA), 2014. Communication is one of the key principles in
this document, Section 5.9 states:

“Good communications between the entry control point and BA teams, other entry
control points and, where established, with Command Support are also essential

to the effectiveness and safety of BA teams. Accordingly, suitable, sufficient and
resilient means of communications should be established at all times.”

The introduction of OGBA has greatly improved the level of BA supervision to that
of Technical Bulletin 1/97. At Stage Il BA there is now the requirement for an Entry
Control Point Supervisor, to oversee and support the Entry Control Operator (ECO).
Consideration is also given to the appointment of a Communications Officer at Stage
Il, their function will be to send and receive messages between BA teams and the
BA entry control point.

OGBA Section B-9 ‘Emergency Arrangements’ considers emergency actions
comprehensively, examining in detail the provision, equipping and deployment of
teams. Subsequently GMFRS has updated all its training materials to reflect this
content. As previously mentioned at 4.2.2, All GMFRS training and guidance notes
applicable to Breathing Apparatus are currently being ordered into an overarching
Breathing Apparatus policy and procedure document for publication in December
2016.

Assessable ‘practical’ training to ensure competency across the operational
workforce is also being revised for implementation in the training year commencing
April 2017. Assessable ‘theoretical’ training will be commencing earlier through

a new IT based learning software system to ensure that the knowledge of the
operational workforce relating to BA emergency procedures and communications is
attaining the expected levels.
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4.2.14

4.2.15

4.2.16

4.2.17

4.2.18

4.2.19

GMFRS has also introduced an enhanced safety capability through the use of
specialist teams sent to all incidents where 6 appliances and above attend. This
‘Enhanced Safety Team’, carry specialist equipment such as line communications,
battery powered cutting and spreading tools, casualty rescue slings and confined
space equipment. In the event of a BA Emergency they will report to the relevant
Entry Control Point (ECP) with the appropriate equipment ready for deployment by
the Entry Control Point Supervisor in order to assist with the withdrawal of BA crews.
This team will also carry out proactive tasks to improve health and safety on the
incident ground. Work is currently being undertaken to review training content,
frequency and delivery in the area of BA emergency procedures. The GMFRS
Operational Support Team is also exploring alternatives to the existing Emergency
Air Supply Equipment (EASE) used by BA emergency teams at operational incidents.

Handing over; It is recommended that all FRSs should undertake a review to
ensure the adequacy of standard operating procedures, guidance and training of
the handing over and taking over of roles at incidents to ensure all the key areas of
information, including safety control measures, are captured and shared.

GMFRS response: GMFRS acknowledge that following this incident, analysis
showed that, the way in which the handover of crucial information and safe systems
of work particularly during a period of reliefs, could be improved. In March 2015,
GMFRS produced a ‘Service Order’ (internal guidance) ‘Reliefs at Operational
Incidents’ that highlights considerations for the IC. This includes managing a phased
relief plan to avoid the loss of operational momentum and tactical objectives, such
as the interruption of water supplies.

Guidance was issued in November 2014 entitled ‘Handing Over and Taking Over at
Incidents’. In order to ensure consistent and accurate handovers, particularly during
the relief stage of the incident, the existing Incident Commander now completes a
detailed handover form (OPS 50). This is used during the briefing process with the
oncoming commander. This form must be signed by both commanders, retained

by command support and the confirmation of this handover is included in the
informative message notifying the change of command.

Since its introduction, the OPS 50 form has become a more familiar and increasingly
well utilised part of the handover process. Continued training and operational

use will further establish this process as a customary practice. Further inter-
departmental work is also underway looking to improve how GMFRS capture role
specific handover information outside of the Incident Commander role, e.g. Sector
Commander, as well as improving how staged relief handovers are managed.
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4.2.20

4.4.21

4.2.22

4.2.23

This ‘Handing Over and Taking Over at Incidents’ guidance document also
establishes policy around the taking over of incidents. Now, whenever a more senior
officer is mobilised to an incident as the oncoming Incident Commander (IC) they
will take command of the incident following a full incident assessment. The only

two exceptions to this approach are firstly, when the oncoming IC recognises that
the incident will quickly be scaled down, thereby allowing the current IC to continue
as IC. In this situation following a full incident assessment the senior officer must
leave the incident. The second exception is when the incident scale has been further
increased and another more senior officer has already been mobilised to the incident
to take command. Again, in this situation a full incident assessment must still be
carried out by the most senior officer.

Risk information; It is recommended that all FRSs should ensure that significant
hazards and any safety control measures are:

e The responsibility of the Incident Commander and should be recorded within
each sector, to ensure visibility to all on the fire ground, and

e Passed/copied for use by the Incident Commander/command team to assist on
the analytical risk assessment.

GMFRS response: GMFRS acknowledge that at this incident risk critical information
relating to safe systems of work and control measures were not communicated to
the appropriate personnel, or captured on the analytical risk assessments (ARA’s).
The Risk Assessment/ Hazard Inventory process has been in place in GMFRS

since February 2006. Its main purpose is to ensure that all hazards are recorded,
made known and acted upon by crews through recording on an OPs 25 form. This
form also makes provision for the recording of regular reassessments, any control
measures in place and the time at which the hazard becomes controlled. It does not
however, constitute a full analytical risk assessment as defined by national guidance.
An internal review of current procedures is underway by the GMFRS Operational
Support Team and the Operational Assurance Team, with consideration being given
to how the existing procedures can be more closely aligned to the national analytical
assessment process. GMFRS is currently reviewing its training and development
through its Incident Command Academy to include assessment in the recording of
risk critical information on ARA’s during corporate Incident Command training and
through promotional processes for all operational staff.
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4.2.24

4.2.25

4.2.26

4.2.27

4.2.28

4.2.29

4.2.30

Thermal imaging; It is recommended that all FRSs should undertake a review to
ensure the adequacy of standard operating procedures, guidance and training in the
appropriate use of thermal imaging cameras to include the limited extent to which
they can be relied upon to measure ambient temperature.

GMFRS response: Following this incident there was concern as to the levels of
understanding held by the operational workforce relating to the technical capabilities
of the thermal image cameras in use in GMFRS at the time.

GMFRS carried out a training needs analysis in the form of a workforce survey to
establish this knowledge and understanding. The survey was conducted by Training
and Development Centre staff and completed by 11% of the workforce during a

7 week period in March and April 2014. The results, coupled with initial accounts
from the Oldham St incident, provided clear evidence that a large percentage of
operational personnel surveyed did not understand the information provided by a
thermal imaging camera within a fire compartment. The results showed that many
personnel misinterpreted the temperature readings. This prompted a comprehensive
review, upgrade and re-issue of all thermal image camera literature and training
packages, with an emphasis on their use in relation to compartment fires.

In 2014, new thermal imaging cameras were introduced, intended for use by Incident
Commanders to complement those in use by BA wearers. These cameras provide

a full thermo-graphic picture of any property involved in fire, and assist the Incident
Commander in formulating a tactical plan.

GMFRS recently introduced a new IT based training system which involves user
completion of an assessable test of knowledge. Risk critical questions around the
use and capabilities of GMFRS’ thermal imaging cameras will feature in these tests
to ensure that the appropriate level of understanding is achieved and maintained

by the operational crews. At present, operational personnel in GMFRS carry out
training on the thermal imaging cameras at least once every 6 months to maintain
competencies in line with Firefighter National Occupational Standards (NOS).

Aerial monitors; It is recommended that all FRSs should undertake a review to
ensure the adequacy of standard operating procedures, guidance and training in the
deployment of aerial monitors to ensure the safety of any personnel within the risk
area is not compromised.

GMFRS response: GMFRS accept that there is a lack of guidance in the operational
arena as to the use of aerial monitors at incidents where breathing apparatus crews
are committed to the risk area. This highlights a previously unidentified gap in
procedural guidance.
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4.2.31 There is limited written guidance in the National Operational Guidance on this
subject knowledge was formerly passed on through peer networks and commonly
referred to as ‘practical firemanship’. Now that this omission has been highlighted,
work is currently underway to create an aide memoire specific to this field (for issue
late 2016), which will act as an interim guide. The knowledge to inform this piece
of work is being drawn from a variety of sources including other FRSs, appropriate
GMFRS departments and operational staff from aerial appliance stations who have
practical working experience of this equipment.

4.2.32 This subject matter will be covered in full in the ‘Fires in Buildings’ standard
operational procedure (SOP) currently under development by the GMFRS
Operational Information Team. The draft SOP will be taken to the internal Operational
Information Governance Group for ratification prior to publication. This group
contains members of the Health and Safety Committee, including the FBU’s own
Health and Safety representative. Following the publication of this SOP, an action
card will be created that will replace the interim aide memoire.

4.2.33 7(2)(d) criteria; It is recommended that all FRSs should undertake a review to
consider the circumstances in which inspections should be carried out under section
7(2)(d) of the Fire and Rescue Services Act 2004.

4.2.34 GMFRS response: the GMFRS operational risk gathering inspection strategy
is based on a risk profiling scoring system. In practice this means that where a
premises has a higher risk scoring it will be visited for the purpose of gathering
risk information, whereas low risk scoring premises will not. The lowest score (less
than 5) will generate a validation check by the GMFRS Contact Centre every 36
months whereas the very highest score (above 20) should generate a visit by an
operational crew, and where resources permit, a Fire Safety Enforcement Officer
every 12 months. For information, Paul’s Hair World (PHW) is one of over 18,000
commercial businesses on record for the borough of Manchester and this borough
is one of 10 boroughs covered by Greater Manchester Fire & Rescue Service. Under
this inspection process, as a shop, PHW today scores 8 (low risk), resulting in a
validation check by the Contact Centre every 24 months. PHW and its ‘parent’
building does not contain any ‘active’ fire safety measures that would raise the risk
any higher than low.

4.2.35 As an example of this risk based approach, significant risks relating to residential
high rise premises were highlighted in reports following the Shirley Towers and
Harrow Court incidents. Since these reports GMFRS has concentrated on inspecting
residential high rise properties and all those properties within the county now have

|
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4.2.36

4.2.37

4.2.38

4.2.39

a specific risk record. The same exercise is now being undertaken to gather risk
information on commercial high rise properties.

In 2014 all GMFRS operational crews began fire safety training to complement the
ongoing 72(d) risk assessment and site specific risk information capturing process.
The training themes are:

» General principles of fire protection
» The emergency response and fire safety interface
» The built environment

The initial sessions were delivered by GMFRS uniformed Fire Safety Enforcement
Officers however this has now evolved into online ‘webinar’ sessions due to continue
into 2017.

Following the fire at PHW a 12 month project was established to inspect all the
properties in the surrounding area of Manchester. The intended outcome was

to reduce the number of fires in non-domestic premises, improve community
engagement within the residential sector and to enhance safety measures within the
building stock through regulatory compliance and design innovation.

The Coroner also recommended that all the above mentioned steps be undertaken
jointly by Fire and Rescue Services and the FBU or other Health and Safety
Representatives on the Health and Safety Committees.

GMFRS response: In GMFRS, a task and finish group is working to make
improvements in relation to all the above recommendations. Members of this group
include a representative of the FBU and also representatives from the GMFRS Health
and Safety team. The FBU Health and Safety Representative also attends the GMFRS
Health and Safety Committee. An example of joint working between GMFRS and
Representative Bodies is provided at 4.3.6 below.
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4.3.1

4.3.2

4.3.3

4.3.4

4.3.5

Section 4.3: Other related GMFRS improvements post July 2013

As well as the looking to tackle the areas of concern highlighted by the Coroner,
GMFRS have been proactive in developing other advances to improve firefighter
safety throughout the organisation since July 2013.

GMFRS updated its ‘Incident Command Policy and Procedure’ document in
November 2014 to apply the principles and guidance contained within the current
Incident Command National Operational Guidance (NOG). All GMFRS training and
guidance notes applicable to Incident Command are currently being reviewed and
ordered into an overarching ‘Incident Command Policy and Procedure’ document by
the Operational Information Team, scheduled for publication in February 2017.
Incident command; Training and assessments have improved through the
development of the XVR software system to ensure all our officers have command
competence. XVR is interactive software capable of simulating a wide range of
scenarios. It provides high quality training and will develop skills of personnel in

a command role such as conducting dynamic risk assessments and risk critical
decision making. These skills ensure that Incident Commanders maintain a high
level of competency which will help them make better decisions at incidents, where
lives and property are at risk. Incorporating ‘joint working’ and ‘joint understanding’
with other emergency services within these simulations has also been instrumental
in assisting the understanding of the need for a multi-agency approach. Since July
2013, GMFRS has been externally recognised by the British Quality Foundation for
its innovation around the use and development of this XVR system.

Functional role guidance: The guidance in use in July 2013, ‘Functional Officers
Roles and Responsibilities’, does not allocate a specific role the responsibility for the
organisation of reliefs at a protracted incident. This has since been addressed in an
updated set of 13 “functional role’ service orders, which have been issued to clearly
set out the roles and responsibilities of functional officers. In this document, one of
the designated tasks of the Command Support Officer is to ‘manage the Command
Support Team’s coordination of reliefs’.

Lessons learnt tracking system; GMFRS introduced the Review of Significant
Events Register (RoSE) in 2014. This allows the recording of events whether they
occur internally or externally to GMFRS and allows issues to be tracked from their
identification to resolution. Previous Firefighter fatalities incidents have always been
priority for the organisation, both to learn from and to avoid similar events.
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4.3.6

4.3.7

4.3.8

4.3.9

As an example GMFRS worked very closely with the Fire Brigades Union (FBU) to
address the areas highlighted by the FBU reports into the fires at Atherstone-on-
Stour in 2007 and Marlie Farm in 2006, which tragically claimed the lives of serving
firefighters. The outcome of these reviews was reported through to the Joint
Health and Safety Committee (JHSC) with full support given to the outcomes by
the representative bodies (Fire Officers’ Association, FBU etc.). It is the duty of the
JHSC to scan the wider environment to identify potential risks to staff and to work
collectively to ensure that those risks never materialise. The FBU Brigade Secretary
publically supported this joint work through to its conclusion in 2015 ensuring

that everything possible was done to learn and provide maximum protection for
firefighters.

Incident ground radio communications; All appliances have been fitted with new
Motorola digital radios and chargers. The project to replace previous radios began
in 2012 with rollout in February 2014. Incident Command vehicles and Command
Support vehicles were also supplied with new radio repeaters to increase the ability
to deliver more robust communications at incidents.

Command appliances; a new command appliance has been purchased to provide
enhanced support at operational incidents. This Command Unit (CU) based at
Rochdale is mobilised to incidents of 6 pumps and above, and uses new technology
to assist in incident command. The two Command Support Units (mobilised to

4-5 pump incidents) based at Hyde and Atherton have been upgraded with similar
technology to carry out the same function as the CU. Incident information and
command decisions are now recorded on the ‘Vector’ system, a new technology on
these appliances that effectively allows all incident records to be held on a remote
servetr.

Electronic decision logging system; GMFRS implemented an electronic decision
logging system in April 2014. This is available when the Command Support Room
is open or if a command vehicle is in attendance. A new decision logging policy
and revised contemporaneous note pads were introduced in 2014. GMFRS officers
record key operational decisions and the rationale for those decisions using a variety
of ways, appropriate to the level of incident or event being dealt with. This may

be through radio messages, written records in contemporaneous notebooks and
decision log books, or through the command support function. Where decisions are
recorded, so will the rationale for the decision. It is recognised that records will be
made where operational discretion or professional judgement is used. The review
of the Analytical Risk Assessment (ARA) process will support this decision logging
process.
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4.3.10

4.3.11

4.3.12

4.3.13

4.3.14

Firefighting equipment; GMFRS acknowledges that improvements in equipment will
always be required to ensure the safety of Firefighters and prevent similar fatalities
in the future. In 2015 GMFRS introduced the ultra-high pressure cutting lance
(UHPL), which has the ability to pierce surfaces to introduce fine water mist into a
compartment fire. This limits water damage, improves internal conditions and more
importantly in relation to this investigation, reduces the need for Firefighters to enter
the building.

In December 2014 the existing black 19mm diameter hosereel tubing on all frontline
appliances was replaced by new yellow 22mm diameter high pressure tubing. The
purpose for this change was to improve fire fighter safety by increasing the flow of
water available at the branch to assist gas cooling during compartment firefighting
and reduce the physical effort required when moving either 45mm or 70mm
hoselines from one area to another.

PPE; new layered firefighting kit was also introduced in 2014 which was very
different to the previous kit. It now comprised of trousers, a mid-layer jacket and a
breathable outer jacket that is more ergonomically fitted.

Additional; an Air Unit (commonly referred to as a drone) was introduced in 2015.
This can gather imaging data and relay this down to the incident ground to improve
situational awareness and inform decision making by the Incident Commander. A
new Command Support Room and Business Continuity Management Room has
been established at GMFRS Head Quarters. A new inner cordon gateway control
incident system was introduced in July 2015. The purpose of this system is to
enhance personal safety by ensuring operational personnel and other individuals are
appropriately managed when entering the inner cordon during operational incidents.
The full Coroner’s Regulation 28 letter can be seen at Appendix B.
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Appendix A: Glossary of terms

Aerial appliance
A vehicle with the capability of delivering firefighting media from height which is also referred to
as a Hydraulic Platform Vehicle (HPV) by GMFRS.

Analytical risk assessment (ARA)

Having completed the DRA and established a tactical mode, the IC will have formulated a tactical
plan and will be managing the activities for that incident. The initial risk assessment forms the
basis of a more detailed assessment, called the analytical risk assessment.

Automatic Distress Signal Unit (ADSU)

A device that emits at least an audible signal for summoning aid in the event the user becomes
incapacitated or needs assistance, or for signalling evacuation, for use by Fire and Rescue
Service personnel when wearing BA. It must be capable of being activated both automatically
on immobility of the wearer of the distress signal unit and manually operated separately by the
wearer.

BA Emergency
A message sent to Fire Control to initiate mobilisation of further support in the event of an
emergency on the fireground relating to breathing apparatus

BA Pool
A designated area of the fireground where firefighters wearing breathing apparatus are gathered
prior to allocation of tasks

Breathing apparatus (BA)
Self-contained respiratory protective equipment

Command unit (CU)

The CU is a dedicated vehicle with high tech communications and information systems. It allows
an IC to manage an incident from a controlled environment with access to a host of information
that will assist to develop the tactical plan.

Control measure
This is action taken to reduce the likelihood of a hazard. Severity of the risk cannot be reduced
so the control measure must focus on making sure it is less likely to happen.
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Defensive mode

Defensive mode can be applied to a sector or to the entire incident. This mode of operations
will be used when the IC feels that the identified risks outweigh the potential benefits. Despite
the available control measures, the remaining risks are still too great. Once a defensive mode is
announced, all personnel must be made aware and the IC must ensure that everyone remains in
the designated safe areas.

Dynamic risk assessment (DRA)
The term DRA is used to describe the continuing assessment of risk that is carried out in a rapidly
changing environment.

Emergency Air Supply Equipment (EASE)
In the event of a BA wearer encountering difficulties with their BA set, GMFRS provide an EASE
pack to allow emergency teams to assist their escape.

Emergency team
A number of BA wearers designated to standby at the entry control point(s) for emergency
purposes.

Enhanced Rescue Unit

An appliance equipped with additional rescue equipment to that carried on the firefighting
appliances. At this incident its enhanced cutting equipment was used to assist in making entry
into the building through roller shutters and blocked up windows.

Entry control board (ECB)
A board used to monitor the safety of BA wearers and their cylinder contents.

Entry Control Officer (ECO)

An individual under the command and direction of either the Incident Commander or Sector
Commander, nominated to monitor the wearing of BA through an entry control point, complete
BA entry control point records, follow and implement appropriate procedures as directed, and
notify the officer responsible for the entry control point of any relevant information, issues or
significant events.
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Entry control point (ECP)
The point used for monitoring and controlling BA use, and entry to and exit from the risk area
where BA is used.

Fireground
A term used to describe the area within which fire service resources are operating.

Ground Monitor
A firefighting jet designed so it can be left unattended whilst in operation.

Hazard
The potential of a substance, activity or process to cause harm or damage

Hazard area
An area of operations where hazards are present and crews will be at risk, unless suitable
measures are in place to eliminate or control the risks.

Hosereel
A small diameter hose tubing wound on a drum on both sides of the pumping appliance and
capable of supplying a small jet (a hosereel jet).

Hydraulic Platform Vehicle (HPV)
See aerial appliance

Incident Command Board (ICB)
A board used to capture and record key information relevant to the incident such as hazards,
risks, control measures and tactics.

Incident Commander (IC)/ Officer in charge (OIC)

The IC is the most senior officer in charge of an incident. In older documents, (such as TB
1/97) the IC is referred to as the Officer in Charge (OIC). The IC is responsible for the overall
management of the incident and will focus on:

J Health and Safety.

J Command and Control.
J Deployment of Resources.
. Tactical Planning.
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Jet
A firefighting jet supplied either by 45mm or 70mm hose-lines.

Logistics Officer (LO)
In GMFRS, the logistics officer assists the IC in the management of all fireground activities.

Low pressure warning whistle (LPWW)
A pneumatic whistle that is designed to operate when the remaining cylinder contents fall below a
designated cylinder pressure and provide only the safety margin of compressed air.

Main control
An additional level of control required to oversee the requirements of Stage Il procedures
demanded by the circumstances of a large protracted BA incident.

Main Control Officer (MCO)
The officer charged with overseeing the BA main control.

Offensive mode
Offensive mode can be applied to a sector or to the entire incident. Offensive mode is adopted
when the incident is being dealt with from inside the perceived hazard area.

Operational Assurance Officer (OAO)
In GMFRS, the OAO supports the IC to discharge corporate responsibilities and ensure the
highest standards of public service are maintained in terms of operational response.

Operations Commander (OC)

An officer tasked with co-ordinating and directing the operational sectors of an incident. The
operations commander is responsible directly to the IC. When an operations commander is
assigned, the operational sector commanders will report directly to the operations commander
rather than the IC.
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Operational Support Officer (OSO)
In GMFRS, the role of the OSO is to provide support to the IC as required. This support function
is provided using the Operational support unit (OSU) vehicle.

Operational support unit (OSU)

A dedicated vehicle with high tech communications and information systems allowing an Incident
Commander to manage an incident from a controlled environment with access to a host of
information that will assist to develop the tactical plan.

Ops 25
An operational incident form used to record hazards and control measures on the fireground.

Ops 50
An operational incident handover form introduced by GMFRS which is to be used during the
briefing process.

Personal protective equipment (PPE)
Equipment that will protect the user against health or safety risks at work.

Risk
The likelihood of a substance, activity or process to cause harm.

Safety cordon

Safety cordons are used as an effective method of controlling and limiting access to and egress
from an emergency scene and maintaining safety on the incident ground. The objective of a
safety cordon is to facilitate the work of the emergency services and other responding agencies
in the saving of life, the protection of the public and property, and the care of survivors.

Safety Officer (SO)

Certain hazards identified on the incident ground may necessitate the IC or SC to allocate a
safety officer as the control measure. It will be the responsibility of the safety officer to monitor
the hazard and reduce risk to personnel on the incident ground. Generally, safety officers are
appointed for specific hazards that can be controlled by one person. The safety officer will report
directly to the SC.

85




— o

Sector

A sector is an agreed area of responsibility that is delegated to a sector commander (SC).
Identifying sectors, and appointing SC’s, allows the IC to manage to whole incident effectively.
Sectors should be created to manage spans of control and ensure that all areas of operations
receive the appropriate supervision and control. Operational sectors are those that are directly
involved in dealing with the incident, where support sectors are often providing support in the
form of a functional area such as water, decontamination, marshalling or foam.

Sector Commander (SC)

A SC will be appointed for every sector on the incident ground and will report to the IC. The SC
has responsibility for the health and safety, and command and control, within their sector. The
SC is responsible directly to the IC or the operations commander. The SC is responsible for
implementing the tasks that will ensure that the IC’s objectives are achieved.

Standard operating procedure (SOP)
Established procedure to be followed in carrying out a given operation or in a given situation

Tactical mode

The tactical mode is the term used to describe the outcome of a decision taken by the IC, which
in turn provides the operating framework and tactical approach to the incident. In GMFRS, there
are two tactical modes: defensive and offensive. The ICS Manual has three modes: defensive,
offensive and transitional. Transitional mode is when both offensive and defensive modes are in
use at the same time.

Tactical plan

Tactical planning is about determining the best solution for dealing with an incident. A good
tactical plan will allow the IC to develop a clear understanding about what needs to be done to
end the incident and restore normality. This is achieved by setting and completing strategic and
tactical objectives.

Ultra high pressure lance (UHPL)
An appliance mounted high pressure hose reel water jet system.

Welfare Officer (WO)
An individual nominated to assist the incident commander with the welfare of incident ground
personnel.
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Appendix B: Regulation 28 Letter

REGULATION 28 REPORT TO PREVENT FUTURE DEATHS

THIS REPORT BEING SENT TO:

= The Rt Hon. Theresa May MP, the Home Secretary
= Mr. Peter Holland CBE, Chief Fire and Rescua Adviser

Copied for interast to;
= The Chief Fire Officer of Greater Manchester Fire and Rescue Service
= The Chief Fire Officer of Merseyside Fire and Rescue Service
=  Tha Chief Fire Officer of West Yorkshare Fire and Rescua Service
= The family of the Deceased
= The Prasident of the IFE
The other Interested Persons in the Inguest

CORONER

I am Migael Meadows, H.M. Semor Coroner for the area of Manchester City.

13

CORONER'S LEGAL POWERS

I make this report under paragraph 7, Schedule 5, of the Coroners and Justice Act 2009
and regulations 28 and 289 of the Coronars (Investigations) Regulations 2013.

INQUEST

In summary terms the jury found that the deceased had been unlawfully kiled (by
unlawful act mansiaughter by arson) by a joint enterprise invalving two juveniles and
answered a number of other specific factual issues.

Marrative concusion comprising the answers to the following questions:

Cuastion 1: Are you satisfied so that you are sure that the deceased was unlawiully
killed by the acts of a single person?

Answar Mo

Cueston 2: Are you satisfied 2o that you are sure thal the deceased was unlawfully
killed by the acts of a joint enterprisa?

Angwer Yas

Question 3: Do you find that the fire was probably delibarately staried by the acts of cne
pErsonT

&nswer: No

Quesiion 4: Do you find that the fire was probably deliberately staried by the acts of a
jeirt enterprisa?

Answver Yas
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Question 5:'Was the caged cardboard siorage area and the racking up the stairs from
the emergency exit doors probably installed in or aboul the summer of 2008%

Angwer. Yes

Question & Was the caged cardboard slorage area and the racking up the stairs fram
the emergency et doors probably installed and in place on 2 August 2012 when a fire
rizk assassment was eammied aut and was it In place an 13 July 20137

Answear Yes

Cuestieon T Oid the presence of the caged cardboard storage area and the racking up
the stairs from the emergency exit doors contribute to the fire developing?

Answer Yes

Cruestion B: This question asks you about the probable condrol measures that vwere in
place durng tha aftermoon shift oan 13 July 2013;-

{a); Was the penod of wear for BA crews entering through the dooreay in sector 1
probably limeled to @ period of ime dunng the day shift?

Answer: Yes
(b} If the answer to the pravious gquestion is "yes® what was the tirme limit?
Answer. Maimum 20 minutes

(c) Wara most BA crews endering throwgh the dooreay in sector 1 probably told to
ramain at the lop of the stairs just inside the doorwvay and fight the fire from there only?

Answer. Yes

{d) Wene there any other probable safety contral measures instigated in sector 1
doorway for BA crews entering the bullding during the aftermnoon of 13 July 20137%"

Angwer Yes, there was a second safely officer 1o keep an eye on BA crews entenng the
doorway and to keep visual and'or verbal contact to check that thoy are ckay.

Cuestion 9. Were the safety contral measures that you have idantified in response to
quaston 8 prabably communicaled to-

{a} The entry contral officer who sent the deceased and _ into the building?

Amewer No

(b) The new sector commander for sector 1 at the changeovar of shifts at about 2000
haws on 13 July 20137

Amsvwar Yes

iel The new entry control officer for sector 1 at the changeover aof shifts at about 2000
hours on 13 July 20937

Answar Mo
Queston 10 Were the same safely measures that you have identificd in response 1o

question 8 probably in place when the Deceased and his colleague entered the building
and if not should they have been?
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Answer: Moeasures were in place although not implemented. These measures should
have bean carmed through over handovers

Cuestion 11: Oid the new secicr commander andfor entry contrel officer for sector 1
probably fadl to undarstand or comprehend and then implemant the safely measures
they were advised about?

Angwer The new seclor commander misinterpeated the brel and the entry coniral officer
was not fully informed and, therefore, couldn't implerment the safety measures,

Cuestion 12; On or about {he ime the deccased and his colleague antered the bulding
was either of the new Emntry Control Officer, the Sector Commander, the Secior Safety
Officer, probably aware of the following:-

(@) that the previous BA teams had bean limited 1o a 20 minote wear? If 5o, please
specify who (by reference o their role and not their name - for example, Sector
Commander;, Entry Conftral Officer; Sector Salety Officer Ete ) kmew what?

Answer. Ops commander, Sector 1 commander, Second safety officer, Ops support,
Ops assurance and Sector safety officer

b} that they had been direcied 1o go 1o the lop of the stairs and Night the fire at that podnt
but go no further? If so, please specify who (by reference to their role and not their name
-for example, Seclor Commander; Entry Control Cfficer; Seclor Safety Officer; elc)
knaw what?

Answer; Sector 1 commander, BA eniry control officer, second safety officer, incident
commandear, operations commander, operational support. operations assurance. seclor
safaly officer, loglistics officer, and sector 4 caommander

(c) that a safety officer had been dedicaled lo watch over them and keep in
communication? |If so, please specify who (by reference to their role and not their name
for example, Sector Commander;, Entry Control Officer; Sector Safety Officar; etc)
knew whal?

Answer: Second safety officer, sector 1 commander, operations commander, cperational
support, sector safety officer, and sector 4 commander.

Duestion 13 (a) What bref was probably given 1o the deceased and his colleague before

antening the bullding at 20:04 hours; and (b) had this brief changed from earfier briefs and,

if 5@, in what respect’s?

Answar: The deceased and his colleague were tewo briefs. The entry control officer
gave." Go fo the fop of the stairs, take over, sit there and squirt water, top of the
mezzaning, you know what the crack (s®, The second safety officer gave this quote "Go
ta the top of the stairs, turm befl, furn rght, usa the thermal imaging camera, and spray
water from there." The brief changed from earlier briafs duse to the wording-- sorry, the
bref changed from eardier briefs due to the wording with the inclusion of the ward
"muezzanine” and no direet instructions,

Queastion 14: Oid the deceased and his colleaagusa probably follow their brief?

Answer, Yes, they followed their brief as they understocd it, The confusion was due lo
the use of the term "mezzaning” and “seck out hot spots” may have led them to
misunderstanding the brief.

Cuestion 15 What factors probably contributed significantly io the death? They need not
ba the sole or even the pnncipal cause of death, bul they must be mora than mearely

89




minimal.
Answar:

1. Lack of communication | information at handover

2. Lack of communication, information at brefing and debriefing

k. Mislnl::rp-mtatlnn of instructions

4. Incorrect decision making

5. Compatancy within roles given

6. Pauls Hair World stoferoom layoul, internal condiions [stock, debris, smoke
detectors)

7. Breakdown of lelemeltry radio communications

8. inadequate fire risk assessments

8. Inadequate fire safety measures within Paul's Har World (Fire dnlls)
10, Act of vandalism [ eriminal damage.

CIRCUMSTANCES OF THE DEATH

Tha events concamn a business known as Paul's Hair and Beauty Warld ("PHW")
aperating fram the ground fisar of 21 1o 23 Oldham Street in the city contre of
Manchester, The business is run by [ 22 he tock up occupation of this
premesas in approdimataly 2003 as a sub-tenani. Ha then becamea the main tenant 1n
2006, Over the years his business has been quite successiul and he has other oullets,
The nature of the business is the sale in parficular of human and synthetic hair
axtansions a5 well as associaled har and beauty products. He also had an on-line
business.

Prnor o PHW's cccupation, the premises was usad as a nightclub requinng & public
enfaralnment [lcansa, it hes a main front enfrance as well as a rear emergancy ek
comprsing of two doors which cpen outwards, bui also ancther emergency exit which
led onlo a protecied staircase also towards the rear of the preméises. || seems that the
profecied staircase emengency exil was not used and indeed was padiocked when PHW
took ower the premises. The evidence indicated that it had never been usad. Tha
business Kept a substantial amount of stock usually in large boxes. Tha front of the
premises was designed as a shop in which customens could simaly walk through alsles of
products and it alse had display cabinels. There was a main counter sysiem. The rear of
the premisas which used for storage and office space and this was at a premium. It
seoms thal over the vears in order to boost the level of stock that could be kept a system
aof wooden racking from floor 1o mear ceiling had been fitlted oul. It seems that by 13 July
2013 the disused emergency exit doors had been covered with racking for some years.

in or abourt Eﬂﬂm who had previously been a Greater Manchester Fire and
Rescue Sarnce {(GMFRST) firefighter for 23 years, started an unincorporated business
known as Firefighter UK. Onginally, he simply serviced fire extinguishers at PHW but, as
his business developed, he subsequently held himself oul as being a competant fire sk
assessor. In 2008, he completed a formal fire risk assessment document for PHW. He
refurned in 2010 and 2011 to service the business's fme extinguishars. Howevear, in July
2012 PHW had a health and safety assessment carried out byl of » business
known as Spectra Business Solutions and it was noted that the businesses fire risk
assessmant was ouf of data_wur- conflacted and arranged to attend again,
and conducled what Be told the court was a Tresh or instial fire sk assessmant,

In about the summer of 2009, al | < I oney was asked by PHW to
construcl a moazzaring fioor level within the storage area al the rear of the demised
premises and in addition to create some additional racking fo store products which run
up frem the emargencsy exit doors at the rear of the premises on the nght-hand side as
you look at them from the outside. He also created a caged cardboard storage area
which was situated behind the left hand door as you look at them from the cutside.
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Consagueantly, '-vhﬂn-v:.arr'.ad out his first fire nsk assessmant in 2009, the
avidence suggested that the mezzaning together with the additronal racking by tha
omargoency oxit doors and the cardboard storage area had beon croaled and was in
axistence and in usa. That would be the same position in 2010 and 2011 and Indead
again in 2012,

Tha emargency senices weare called at 142:52 hours and inikally three fire appliances {or
purmps) atended with other supporting colleagues travalling by other vehicles. Haowever
very quickly it became clear that additonal resources would be required o fight the fire
and eventually some twelve pumps attended, in addition o nibially one and then a
second aeral plafform. The fire was deep-seated and extremely difficult to tackle

On 13 July 2013 ad travetled by train into Manchester from
Bollon in order 1o visil the city centra, had har 15th birthday only a few days
boafore and sha had becn given some monay by her father. The weathor on that day was
particularly warm with tempearatures reaching 27°C. Bath girts wera intending to visit a
businass known as Affleck's Palaca which is adjacent to PHW's premises

One antrance into Affleck’s Palace is sifuated near to the rear of PHW's premises on what

15 Known as Tih Strest fS-!!]ﬂl.'l{'...":ll‘l-“ parts but nol a8 of the evenis of relevance that

happened theroafter were captured on CCTV cameras. The evidence indicates thatl

ﬁ and wenl to sit outside the rear emergency exit doors of PHW at

abaut 143837 hours. Bath gifs wanled o smoke and of seoms hal 1I".r:':,l sal down and

lit and senoked a cigarette ea had a hand bag which contained baoth the

cigareties and N wWag ssesslon, There was a significan! dispute as
; M Wﬂbﬂdt what transpired. It was contendead by

W that for some time she had difficulty in practical terms in acfually using a

lighter and she got her friends to do so and in particular

told the court that she was still unable to bght a cigarette using a lighier on
13 July 2013, She said that lit her cigarette for her on this occasion amd
passed her the it cigaretta. Howewver, maintained that whilst _ had
paen unable to ight her own cigarettes wsing a lighter for some time, sha was able to do
aa by 13 July 2013 and did in fact Bght her own cigarette on this occasion, It weuld ba
fair o say that there were inconsistencies and contradictions in both their accounts but
this was a matter of facl for the jury o determing.

The girls sal down and smoked the cigareties slowly and chatted for a few minutes. The
CCTY shows thair leaving the wvicinity of the rear emergency exit doors 14:45.38 hours.
Howevar, it is suggested that on close obserdalion of the CCTY images the first signs of
smoke from the fire are seen at about 14:46:33 hours. This was before the girs leave
the doorsay, Al aboul 14:4T:00 smoke was clearly visible. In other words about one and
& half minutes after the girks moved asay from the doors the shop manager,
ran arcund the back and is scen on camera at 14:47;11 hours and she thought that it had
taken about 2 minutes being alered to the fire (o arriving at the back doors. The fire itsalf
was discovered by an employes of the business known o F-,Ill::'mng @ ngin
of aror for back calculation it was estimated that he had actually discovered the fire af
about 14:45:35 hours. This meaans that the fire was first nobiced when and
wiould shll kave Bbeen at the doadrs. WhHER il was firs! discoverad the Tire
was descnbed as being i the cage cardboard storage area with flames aboul 4 o 5 foet
high, As a mattar of common sense it would have taken some time lo gel 1o that stage
after ignitton, afbait quite rapidly as the aexpent evidence indicated

The court heard from a tolal of four expert witnesses im relation 1o the cause of the fire
Morseyside Fire and Rescue Senace have been appointed to investigate the fing and the
fing investgator imeodved '.'-'as_ He was an extremely experenced fire
afficer with aver 10 years’ expariance as a fire Investigator and had Investigated in
axcaess of 1000 fires. Ha wvisited the scene of the fire following the fatality and took a
numbar of photographs. Subsequently a number of tests ware conducted In a simulatien
of the Iocation. In his opinion, the fire had been caused by naked flame passed
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undernaath the left-hand door as you look at them from the outside coming into contact
with cardboard in the store,

In simpda terms on the accounts given by bath juveniles, neither of them could have
beon responsible for starting the fire, There was no ovidence of any other third party
involved, Ewven if there had been a discarded cigarette invelved criginating from eithar
them they both fold the court that they smoke thair cigarettes wirdually down to the filter
and had stubbed their cigaroltes out very shortly bofore leaving. Imespective of the
consideration of there being insufficient fual in the sense of tobaccoe to burn in the
cigarette, the expenment that _::-:rbdur.l:a-d would suggest that ewven in unique
circumstances it would have taken another three and a half minutes for the fire 1o have
started and it was guile clear ihal the fire had stared when the girls were al the back
deoar,

F opinions were supported b;'m:m is a forensic scientist and
as bean investgating fires since about ] an invelved in advising the

police and the CPS in connection with the orginal prossculion at_ He agreod
that the seat of the fire was the caged cardboard store. He too had attended the scene
of tha fire and assisted in the mital excavation. In his cpmion the most hikely explanation
was fire started as a resull of a naked Name rather than a smoulderning cause, such as a
It cigarette, He agreed wllmmat a lit leafiet cowld ignite cardboard within
saconds or almost instantly. 153 acknowladged that in very particular
circumsiances it may be possible 1o start a fire using a lit cigarette, having read the
transcrpts of the evidence given by both juveniles it was apparant that naither of them
was saying that any cigarette butt that they had been smoking had rolled under the left-
hand door or could have rolled under the left-hand door,

In any ovent both girls were saying that their cigarettes were complotely extinguished and
had been smoked virlwally down 1o the filter, opinion thal the cause of the fire
was due to a naked flame was suppaoried because of the timing of the events and

that the girls were at the doors whoen the first signs of smoke can be seen. All of this
points towards a naked Name ignition rather than a smouldenng sourco

, anothar forensic sciantst who had beon investigating fires longer
than , was essentially of the same view, parlicularly with regard to the timings of
the development of thae fire, He had bean instructed by the solicitors then acting f:nnh

respect of the criminal charges but had not bean provided with copies of the
girts' palice intervdew records to understand precisely what they were alleging had
happened. He had bean asked to consider whather or not the fire could have been
palentially ¢ by a discarded | cigaretle igniling combustible materdals, He was
advised tha% cigarette was dropped on the flocr and it either was rolled or
was kicked under the rear door, However, he agreed when giving evidence that if the
oxplanation aboul a bl cigarotio rolling undor the door 5 rufed oul than that would leava
only ona other potential source of igniion. Namely, the use of a naked flame in the form
of a it leaflel pushed undar the door

He did not attend the scene and carried out a paper review but then also cared ocut his
own exparimants. He purchased a number of cigarettes including those which wara
apparanily being smoked by the gifs al the ime, He Il seven whole cigarettes and
placed them on top of cardboard but on no occasion did they ignite a fire. For the eighth
cigarette he created what woas descnbed a5 a cardboard sandwich with some paper
wadged bebswoon them, He then inseried a b cigarette hornzontally into the package and
blew on it several times, After aboul three and a hall minutes there was an igniicn and a
flamang fire startod. Unfortunately he did not record how many times he Blew on the
cigarette or for what length of time nor with what strength, Having completed this
experiment, ha thought as he demonstrated it was possible in some clrcumstances for a
firg to bo started and therefore did not de any further expenmenis including conirol
exparimenis or putting a il cigaretie in comtact with cardboard andlor paper is a different
angle. MNor did he use cigareties that have been smoked wvirtually down to the filter as was

descnbed in this case. This Is important becausea the expenment that he swideo
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recorded when a fire was ignited indicated that at least half of the cigaratte had 1o be
bumt before a fire could start. A virually completely smoked cigarette would have very
little fusel in the sense of tobacco to burn and would self-extinguish within a much shorer
space of firme, Apparently, the CPS decided o discontinue the prosacution and offer no
evidence based on the contents of his report,

The court instructed another independent expert called [ G 2o w25 o very
sendor ex-Assistant and Acting Chief Fire Officer, He stared investigating fires in 1584 and
became a specialist firg investigation officer in 1993, He was the lead instructor for fire
investigation for Derbyshire Fire and Rescue Senvice, as well as teaching police officers
and scenes of cime officers about the process of fire invesligation, He passed a number
of examinations relevant in the fire service and was a member of the Inshbute of Fire
Engineers. He investigated a large numbar of bath fatal and non-fatal fires, He falt that the
only credible way that the fire started was by the application of naked flame. He too took
into account the timing of the events and pointed out that even if a discarded it cigaretio
fram the girs had managed to find its way under the door it would have laken much
lenger for any fire to have sfarted than the evidence cleary shows in this case,

The expert evidence cleardy indicates that the only credible explanation for the start of
the firg is the introduction of a naked Mame under the door into the cardboard storage
arna.

The fire itself took hotd quite rapidly despite attempis by the cwner and indeed others to
try and exbtinguish the initial flames in the candboard storage area, They had spread to the
ceiling and acress to the racking on the other side and ignited materials there which in
turn had spread. There was a significant amount of combustible matedial. The premises
were evacuated of all persons and on arrival one pump went 10 the back of PHW and the
ather to the frant, The rear emergency doors where the fire staried was designated as
sacler 1 in fire sarvice terminglogy and the front of the bulding as seclor

2. Inthally créws weanng breathing apparatus [BA) were sént in to secter 1 i order fo try
and fight the fire bul also carry oul a reconnaissance mission. They reported back that the
conditions ware very eramped and thare was an anormaus amount of smake Baing
generated by tha fire.

The span of command at a fire like this kas an overall incident commander, Depending
upon the nature and siee of the fire thay may have an operations commander as well as
a legistics commander. Tha varous designated sectors will gach have sectar
commanders, The incident commander will set the overall strategy for fighting the fire
which is then acbonad by the operations commander. The individual sector commanders
have responsibility for fighting the fire in thelr area and for the health and safety of the
firefighters invelved as well as membars of the public, Where BA crews are used there will
also be what is known as an Eniry Control Officer who also operates the Entry Control
Board, This can be written on with a black chinagraph pencll but also has telemeatry
connections with the BA crews' eguipment. In this case, considerable amounis of
pressurised smoke poured out of the building from both the front and the rear. Jels of
water were applied to the front of the premises from cady on but there was ne ingress
inta the bullding by BA wearers,

As the aftermoon progressed the sector commander in sector 1 appointed an averall
sector safety officer but also appointed a sacond safelty officer with a particular role. He
had formulated a plan that BA wearers could onter via the emergency exit doors in
sector 1, go up a shost fight of about six steps and fight the fire from the top of that area
but go no further. Thay were to be within visible sight or o be contacted audibly at all
timas, They could then direct jels of water to particular hotspots. Crews were given
radios and thermal imaging cameras to assist. In addition because of exiremely hot
conditions both oulside bul particularly inside he set a maximum wear of 20 minutes.
Ower the aflernoon there were some 40 entrances and exits by BA crew teams. In
addition thera was a specific entry contral officar who had the responsibilty of operating
whial 1% known 4% the anlfy contral Board. Thes rode was camicd out in the aftemoon by a
firefighter. He kept an eye on the 20 minute time lmit and notified the second safety
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officer whon crews needed 1o be withdrawn, Overall, during the aflerncon crews had self
withdrawn on several cccasicns due fo the deterorating conditions. |n addilion they had
been withdrarem by the second safely officer who could observe the condibions himsalf
bul from the outside. The entry control board itself has what is known as telemelry with
the BA wearers equipment. On occasions this can be lost or can be intermittent but this
would not avtomabcally tngger any emergency responsa.

Cher several houwrs, the conditions perodically changed in that there would be pericds
whan less smoke came out of the budding but other pencds when significant amounts of
pressurised smoke emanated from the buliding. In secior 1 they had managed to lake
down boarding across a disused window at the back of the building and make an entry
into that compariment so that firefighlers could be positioned on a platform immediately
autaide the building apraying a pet of water inside. Thay also managed to gain access o
a profected staircase on the other side of the building In what became sactor 4 and cul &
hole in roller shutter doors covaring the other sel of disused emergency exil doors that
had apparently been covered up with racking in the PHW premises, From there they
deployed a fixed ground monilor. This is a slatic jet of water that is not controlled by
firefighters themselves.

It was recognised this was a fire that was going to bum for some considerable time. The
day shift would change a1 about 12:00 hours and new craws would be altending |n order
io take over from their colleagues who had been fighting the fire all aflermoon. At the

front of the premises had bean positioned what is known as an aarial platform. This is

able o delner Significant quantities of waler onto a e wsually from a height,. Depending
upon the availability of water this equipment can fire a jet which is many times more in the
ferms of quantity than an ordinary 45mm hosa. The building itself had on one side a

coffee shop and on the oiher & holel. There was concern o slop the fire spreading, Al

one point it was noticed that fire had apparently spread o the first floor and at abouwt

1918 hours there was a direction that all BA crews be withdrawn frem the premises

whilst the aerial platform dirgcted walor into the first foor

This appearad lo be successful and at about 19:30 hours the incident commander and
his other senior officers me! and decided that BA crews could be redepioyed inlo the
premises In seclor 1 because there was no noticeable effect at the rear from the
deployment of the aenal platfiorm at the front of the bualding. Consequeantly, at 19:35
hours to firefighters wearing BA equipment were deployed into the building and they ieft at
1852 hours. The BA crew fteam leader did not recall being told about the 20 minute
maimim wear but In any event heard a shout for them 1o leave and they did 50 and took
with them their hose, Usually they would have a debraefl with either the entry contrel officer
of the sector commander bul this did not take place. It would seem that sometime affer
about 19:30 hours the sector commander of sector 1 handed over to his

replacement and maintained that he gave a thorough brief explaining in particular the role
of the second safety officer outside the sector 1 entrance keeping an eye on the
firefighters al the top of the stairs. The second safety officer himself told the court that he
briefed three colleagues on his role because onginally he lhoughl one of them was

gng to take over his particular tasks, Likewise the antry conral officer says that ho
handed owver what he had bean doing thatl afternocon,

The incoming sector commander, entry contred officer and sector safety officer gave
evidanca and did not seem to have either heard or understocd about the particular
safety measures for BA crews anfenng via secior 1, It B a matter of fact for the jury to
decide but on the evidence that they have heard they fo the conclusion that
whalever bnef was given to the deceased and Firafigm not the same as tha
earller brigfs. There was no second safety officer appainted, The jury were played CCTV
recordings of the exit of the firefighters at 19:52 hours and then the deceased and
Fn'a-ﬁghla-r- preparng te go in at 20004 hours.

The sector 3 commander decided io redirect the aerial platform jei inte the frent ground
floor main entrance of the premises but indicated that he would not have done so had he
reglised that thera were BA crews entering via sector 1, It seems that he decided 1o do
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this without any specific instruction from the operatons commander who told the court
that he gave no such authornty or instruction. Both the operations commander and the
incident commander todd the court thal in fact they would have had no cohcern aboul this
because they knew something of the structure of the intermal part of the premises in that
there was a dividing wall betwean tha front of the shop in the rear storage area. ldeally
seclor commanders should communicate with one anather aboul thair activities in case
they may affect the firefighting operafions In another sector,

The deceased and his colleague FImI‘Igh!nr-had arrived as a member of the new
evening shift and formed the BA teame They wene directed to go to seclor 1 and went
under air at 19,59 hours and then went into the building at 20:04 hours, If they had been
subjeci to 8 20 minute maximum wear then they should have been exiting the building at
20:19 hours. In the event relief crew Wwas sent in at 20:28 howrs a lieved that it
ook thém a couple of minutes 1o find the deceased and Firefighler They had
gone o the top of the stairs, tumed laft and had bean found in the area cutside whiat
was described as the past nocom and at the base of a flight of stairs up to a mezzanina
level, Visibility inside was vinually zera. The relleving crew had followed In the hose, The
deceased was the leader of the BA crew and apparently walked towards the leader of
the relmeving creny and thrust the hose in his chest and sasd words the aeffect thal they
wiare gatting out of there.

it was thought that this was about 10 metres inside the building. It was only a few feat
away from the top of the stairs and the &xit. Frefighte had no recollechon of this at
all and in particular seeing and being relieved by the new BA crew, However, he did
remembar the post room and the fact that the dec d gone virtually o the top of
the stairs leading to the mezzamine when Firefighte axplained that he was feeling
extreamely hot and he thought that they should leave the premises. His recollecton was
that the deceased came down the stairs and they tried to follow thair hose owt but could
ol do S0, They wane crawling on their hinds and Enees and he recognised thal he was
suffering the cognitive effects of extrams heat. At one point he recognised the need to
prass the emergency button on his ASDU equipment but simply could not manage to do
g0 avan though he knew fully how to operate it It seems that he suffered a very painful
baurmn G his left hand and remowed his glove.

The BA crew whach had gone in to refieve the deceased and Furuﬁghiar- vary
guickly camo to the conclusion that the circumstances inside were not as described o
tham when thay were briefed and they decided to withdraw from the building and weare

soon doing 5o at 20:32 When they exited they were mistaken for been the
deceased and Firefighter On leaving the building they thought they heard cries
for help.

The BA equipment also known as ASDU has a telemetry system to make contact with the
entry controd board. This will show the rate of consumption of their air. It also has a
movemant sendor syslem 8o thal if the operator dots nol physically mave for a panod of
36 seconds it will sat an alarmn off. The agquipment can also set off what s known as a

low pressure alarm when only a limited amount of air is still in the BA cylinder. In this
case, the deceased's low pressure alarm was sounded al 20030 hours and then motion
alarm iself 20:35 hours, This coincided with the tima that the deceased actually ran out
of air completaly.

Firal'rqhtﬂr- lovw pressure alarm sounded at 20032 hours. A BA emergency was
called ot 20:34 hours, A BA crew that had been sent 1o reposition the ground manitor af
sector 4 heard what they thought was the sound of colleagues within the compariment,
By crawling on his hands and knees he came across Flira-ﬂghl:a-- bagan to rescus
him with the assistance of his colleagues, This colncided with the initiation of the BA
emergency and It is thought F1ref|g11lE|r- was rescued at 20:35 hours. Other
colleagues came to assist but it was not until 20:41 hours that the deceased was found
a short distance away and removed from the fire compartment outside. He was still
weaaring his facemask but not his helmet. Ha had also lost a glove and a boot. Attampts
were made 1o resusciiate him al the scene bul with no success. He was laken to the
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CORONER'S CONCERMNS

Manchester Royal Infirmary where further efforts at resuscilabon also proved
unsuccessiul and he was pronounced dead at 2121 hours,

Aftar his death was reported to me, | authardsad a forensic post-mortem examination
camed out by a very expenenced forensic pathologist. | also authorised a second posi-
maoriem cxamination carmed out by another ferensic pathologist. It was apparent the
deceasad had suffered no significant traumatic infuries and examination of his heart and
eiher organs demaonstrated no abnormality. The first Forensic Pathologist I s2v<
avidence and in summary terms cxpressed the opinien that the cause of death should be
described as 1(a) Heat exhaustion and hypoxia,

During the courss of the inguest the evidence rovealed mallers giving nse o concenn. |
my opinion there is a risk that fulure deaths will cecur unless action is taken. In the
circumnstances it is my statutory duty to report fo you

The MATIERS OF CONCERM are as follows:

{1] Itis suggested thal all Fire and Rescue Senvices (FRS's) should conskder the
impleamentation of measures to reduce the risks associated with the physiolagical
affects of working in a hot envircnment.  In particular consideration should be given
(=8
Dwraticn of wears under breathing apparatus;

Hawing regard to all relevant factors incleding, for example the weather, previous
axertions of SA teams and individual circumstances;

Training and guidance for all operational persannelts recognize the effects of heat
both on themselves and on thair colleagues and tho appropnate steps to lake
upon such recognition, including withdrawal and self withdrawal,

Training and guidance for all operational personnel lo have the abllity and
confidence to ensure the withdrawal of others who may be adversely affected by
heat whether by calling a SA emergency or cthorvise appropriatedy.

Training and guidance for all cperaticnal personnel to have the ability and
confidence to withdraw themselves by whalever means appropriate including
activating the ADSLU.

{21 Itis suggested that all FRSs should consider the implemantation of measures to
reduce the risks associaled with the loss of communicalions at operational Incidents
For example, to inclede safety control measures to ensure SA leams can be
withdrawn from the nsk area if needad.

{3) Mis suggested that all FRSs should undertake a review to ensure the adequacy of
standard operaling procedures, guidance and fraining of the handing over and
taking over of roles at incidants fo ensure all the Key areas of nformation, including
safety condrel measures, ara caplured and shared

(4} Itis suggested that afl FRSs should ensure that significant hazards and any safety
conbred measures ane he mspmsimlll;,' of the intdent commander and should be
recorded within each soctor, 1o ensure visibility to all on the fireground, and
passad/copied for usa by the incident commander/command team to assist on tha
analytical risk assessment

(=) Itis suggested that all FRSs should underake a review lo ensure the adeguacy of
standard operating proceduras, guidance and baining m the appropriale use of
thermal imaging carmeras to include the fimited axtent to which they can be relied
upon to measure ambient temperature.

(B} Itis suggested that all FRSs should undertake a review to ensure the adequacy of

96




stondard oparating proceduras. guidance and training in the deployment of acrial
manitars to ensure the safety of any personnelwithin the risk area is net
compramised,

{7) It is suggested that all FRSs should undertake a review to consider the
circumstances i which inspections should be camied oul under secton 7(2)d) of
the Fire and Rescue Sorvices Act 2004,

(B} It is suggested the above mentioned steps be undertaken jaintly by Fire and Rescus
Services and the FBU or other Health and Safety Representatives on the Health and
Salety Commitiees.

(2} It is suggested that the Secretary of State for the Home Depariment considers
measures bo ensure that:

fire risk assessors are adeguately trained and qualified so as te be competent in tha
rode, and

the responsible person has the means to verfy the competence of any person
helding themselves out o be a fire risk assessor,

(10} M is understood that there are some 45 Fire and Rescue Senvices and the findings
of the inguast nead to be disseminated down o them all. The pressure 5 upon
tham o find their own salubons o problems against the backdrop of financial
pressures. The Home Office now leads on fire issues and there has been ever
increasing decentralisation. Whilst this is not without merit there appear to be
difficulties in ensuring that senices are meeting expectations and a means of
dissaminating naticnal leaming.

It ke suggested thatl consideralion is given to being able to mabilise a Rational and
consistent approach to sharing the leaming and testing ao that it can be shown to
b received, understood, actioned and embedded.

ACTION SHOULD BE TAKEN

In my opinion action should be taken to prevent futere deathe and | believe you and your
crganisaticn have the power to take such action

YOUR RESPOMNSE

You are under a duty to respond lo this report within 56 days of the date of this report,
namely by Friday 12 August 2018. |, the corener, may extend the period.

Your response must contain details of action taken or proposed fo be taken, satting ouwt
the timatable for achon, Oiharwise you must explain why no action is proposed,

COPIES and PUBLICATION

I have sent a copy of my report to the Chiefl Coroner and to Interesied Persons. | have
alzo sent it to organisations who may find it useful or of intarast.

1 am also under a duty o sand the Chief Coronar a copy of your responsa.

Tha Cheaf Coroner may publish either o both in a complate or redacted or summary form.
He may send a copy of this report 1o any person who he believes may find it useful or of
interest. You may make representations to me, the coroner, at the time of your response,
about the release or the publication of your response by the Chiel Coroner.
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b _________________________________________________________________________________________|
= Nigel Meadows

HM Senior Coroner
Manchegter City Area
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Appendix C: Positive Action Pre-coroners Inquest

Area of develcpment identified

Hew this wirs addressed

Incident Command

& ® &8 & # %

Inreduction of a bespoke Command Support Room ot Headgearers.

Introduction of a Business Continuity Managemant Rocm

A e Eally ByRIAM b IMPIOve NCHBenT ground kantficabon

Lipdaied incident Comamand procedures and new guidande published.

Improvements made to assessmand of all levels of incdent commander

A nerw comemeand vehechs purchased 1o provide enhanced suppor i cpetabional ncidents.

Herw guidance documend pubdshed bo impiove this process

Hurw chacldist style fomm intreduced to ensure all risk critical information was handed over on
fthe incadent ground ol rebef slage from one DIC o anther

Hew funchional rale gusdance documents issued clearly setbng oul the responsibilties of
functicnal cificers

Breathing oppanatus

Incident ground radio

Revision of all BA procedures 10 comply with CaGEA 2014
Enhanced safoty through the mobiksabion of specialist rescun teams to all incidents of @
prurniEe i Sl

Al frond line and reserve appiances fifed with new Molocota digital radics and changing unds.
Radio repeatens replaced on command support vehicles

Future fire fighting

Herw thesmal image cameras introduced in 2014 that allosed incident commanders. to thesmal
£080 @ building 1o nfonm tectical dectson making,

Merw layered fire-fighting PPE introduced in 2014

Ay Adr unit {or drona) was introduced in 201 8 to gathar imaging data fo enhance situational
awadenass ab operalional incidants,

Ultra high pressre culling kance {LIHPL) fitted on all irst appliances to creale a sales
envacnmen for fire fighlers entering a bulding

Adepten of an slecirons: decisen Boarg system iy mplemantad n Al 2014, This i avadable
through B Command Support Foom, he Control Unk o the COmmBnd Suppart Vehicks

Thermad mmaging camea (TIC]

Firefighter physiology

A Camprehansive mvies was camied oul on all TIC Merabure ard waining packages in
Septembesr 2014 with an emphasis on thair uss in ralation to compantment lemperafures,

in conjunclion with Salford Unbarsity and Draegar, GMFRS has indiabed research inlo a
conirel measure that will assist in monitonng a fre-fighlers physiclogy in ihe operational
Arena

Wetlare of Perscnnal at Operational incidents Senvice Ovder Apeil H114
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Appendix D; FBU Recommendations and Response:
Summary

umm

GMFRE Response

Carmy ol & comprehenshe  nsk  based  inspechon
programme within Greatar Manchester focusing on, bul
not exclusseely 1o, the Northem Quarter,

A 12 manth Salety Support Project was underiaken targebng premicses
in the Mortham Guearer in August 2013 This progect was cormgleted in
Juby 2014, Analysis of statstics suggests that this project Brought down
the oocumence of fires n the NGO wilh an estimaled economic saving of
B85% from the previous year,

Establish a fosmal strociune That would allow operational
crews o regularly lase with GMFPRS fire salely

mansgers

Single Point of Contact (SPOC) Fire Salety Officars alocated to each
station: These officers asses! operatonal erews with 724 inspactions, as
well as providing informaion and undertakng raining.

Idertity gape in FF krowledge and skils o inclede
undersianding of how fine safety measures may affect
eperabtonal procedures

Operational Training & Development descibes an annual programme
of dalivered traineng. Operational frainng requirements ane identified
sach year through a Traning Need Analysis (TMA) Maintenance of
Skills (MOS) provides a consisient approach to locally defivered (on
stabon) framning. Taciical commanders will also have an annual MOS
schedule as wall ag undenaking a simulated assessment evary 24
maonths at the Incident Command Academy

Rerviarey all raedic communication sguipmant for neliability

The incident ground radio replacemant projoct was set up in Septamber
2012 AN frond line and reserve appeances werd bo be fitted with new
digital radios and chargers. Radio repeaters on the command support
wehicles were also o be replaced. This project was complated in
Fabruary 14 with the introduction of Molorola radios.

Review training in relation o BA. parbcdarty with regamd
by Thermal Imaging Cameras (TICs)

GMFRS camed oul @ survey of the workforce to establich the level of
knowledge arcund TIC's, Following this a review and upgrade of al
information and traming in relaton be TIC's was camied oul with an
emphass on the relationship o compariment iemperatures.

Bring al BA procadures in line with OGEA X4

Compliance was achieved i 2015 GMFRS also mbroduced a furthes
eafely measuns through the use of specialis! resces teams being sant
o all modents of & pumps and abowe

Review IRMP 1o ensune fhat OGEA guidelines can be
mizt, specilically in nelation to amergency leams

The IRMP & developed with carefd consaderation to budget and is
reviewsd every 12 months. The FBUs responses through the
consultation period will be considered pries 1o the publication of fhe 4

year plan

Review of handover procedures with a view 1o introducing
staggeted handovars

Mew guidance released n 2014 “Taking Cwver and Handing Creer at
Operational Incidents’. A new systam was introduced for reconding kay
areas of mformation ko be passed from one Incident Commander o
another

Ensurs Ghal procedurs cormesponds with  [ncsdent
Command F5 Manual volurme 2 with regard o lhe

comphriion of analylical risk assessmants

GMFRS doss comply. ARA's are recorded [relially on incdanl
command boards and then later by the Command Support leam.
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Ensire thal cynamic risk assessment training i reguiarty
defversd to all operational and supervisory personnel

Ses responte o 3 and 9

1

Review mobdisation polcy lo considér approphabe wnils
to suppart incident command at kong, rEsceros inbensive
mcidents

Feview procedure for the use of aeral applances wih
particuilas regadd b aefial monitors

GMFRS cumently ulilise 3 wehicles for incidert command. The
Carmmand wnit (CU) and the Command Support Unis (CSU) Al 3
have the similar bechnological capabilities and are all fully funclional a=
command vehickes. The CSU 5 cumently mobilised on 4 pump
incidents and the €U on & pump incidents. YWhenever a CSU o CU s
mabikzed, so 8 & flexd cuty Command Suppart Officar (C50) Use of
either appliance & al the dsoreticn of the Incident Commander
folicwing discussion with the CS0.

The relevanl Standard Operating Procedwes (SOF's) are curently
being reviewed and re-wiithen.
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Appendix E; GMFRS Actions - Summary

Lesson 1: Consider the mplementaticn of measunes o reduce the risks associied with the physiclogical effects of working in & hol environmaent.
In partcular congaderaton Shoukl be ghven o

s Duration of wears.
« Having regard fo ail relevant faciors including, weather, previous exertions, indhidual crcumstances sic

»  Training and guidance for all operafional personned io recognize the effects of heat and the appropriate sieps jo be taken, ensurning bhe
withdrawal of olbers by caling a BA emergency and themselves by whatessr means appropiale inchuding activating the ADSLL

Recommendations; Task and Finish Group to;

Action 1: Review of BA training notes/policies for BA oparational guidance, physiclegy and emergancy procedures,

AF BA gusdance 13 haing reveved and Brotght fageiher pnder an averarching Sreathing Apparsfus SOP incorporading OGEA, 2014
Action 2: Incorporate physiclogy theme into corporate training,

Frorm Aped 2017 the Corporate ey sirsdegy wll ncorpovale e understandng of physolagy o fs pregramme. This wal be areessable
frmnwg fo ansure compalsics of af parsonnel i the feorsbca! and practical arsas of this subpect The corparate fange! £ fo stsess svery
coaraiong frafghler svary 2F monifie and for loce ramng and inowedpe checks io be camied oul af loaal bi-mantivy.

Action 3: Incorporate into Learn-pro question bank far regular e -asscssment.

An aszessable guazhon bank wil conlen guestions dirsclly ralaed be the ses of physiclogy 1o anture regulsr Baming by operaions slall as
part of the new Learming Confent Management Syalem [LCMS)

Sction 4; Review frequencies and priorities for training and recording for physiology.

A reviw i3 comenhly ongoing acvoss @l subsect aneas fo onswre thal we have apgropneie frequencies for rsk ontical areas of iraining Inciding
fire fighter piy siokgy

Bction 5 Ensure that we have chearand unambiguous information relating to Fire fighting in compartmant fires in the comect S0P or
guidance.

An ovararching Breathing Apparsius Gudance documand is currendly under develapmant by the Operational information Team. This will confsin
indorm ation v relabion o Mis achon.

Lesson 2, implementaion of messunes 1o reduce (e risks associaled with the lo2s of commurcaions at operational inced ents.

Recommendations; Task and Finish Group to;
Action 1; Review of BA training notesipolicies for reference to communications and emerpency procedures,

Al BA gwdance i3 being revened and broughl fogether under @0 overarching Breathing Apparalus Gusdence gdocumen! ncorporaing G A
2014,

Acticn Z: Incorporate ‘loss of communlcations” and emengency procedures thomes Info corporate training.

From Apnf 20T, Corporste frainng wil incoporsde the undersianding and demonsireton of emergency procedumss il B2 arsessabie
programme o e new training sie.
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fction ¥ incorporate loss of communications and emergency precedures inlo Learn-pro question bank for regular re-assessment,

An assessabls queshon bank wil conbain quesitions drecy relaled b the amas of communcabons and physiology fo ensure regralar knowlsdo e
refrash by operabonal siaff as parf of the new Leaming Confant Managemant Sysfam [LOMSE),

Aotion 4: Review frequencies and pricrithe s fer training and reccrding for loss of comrmunications.

A revew s curenty ongong acnass af subjec] areas o enswe thaf we have appropnade freguencies for risk onlcal areas ncluding
communications and smengency procstunss

Bction 5; Ensure that we have chear and unambiguous information relating to communications (loss of] in the correct S0P or guidance .,

The new overarching Greathing Apparaius Guidance Document wil confadn thig informaton upon rekeads The curent BA reniag noles are
DGEA, 2074 complant.

Leszon . The adequacy of standard operating procedunes, gudance and raning of the handing cver and faking cver of roies at ncidents.

Recommendations; Task and Finish Group to;

Action 1: Review procedure for the handing cver and taking over of roles at incidents,

Rewvew o be cavned ouf by the Operafions suppor leam in conunchion with e Opevabonal Assurance Team
fction 2: Incorporate 'handingiaking over’ inta Incident Command assessments.

incident Command Academy 10 858858 this procesre a8 par of promcdon geteweys and n-role’ 85 SeRsments

Betion 3. Reviewlrequencies and priorities for iraining and recording of key information including safety conirol measures on the
imcident ground,

Amﬂmmmwaﬂmsﬂmrm o ssuTe Dhal e have anpnopnade ﬁ‘ﬂmﬂfﬂ'rﬂﬁ: crifical areas mm#wgam
receveing of Key o shon af necents:

Betion 4: Incorparate handingtaking over inte Leamn-pro quesiion bank for regular re-assessment.

A assessable quesion bank vl conlan guestions direclly relalfed fo this proceduwre o enswe regular kncsledge refresh by opevabonal staffas
part of e new Learming Cantent Managemeant Syabem (LCMS).

Bction 5 Ensurs that we have clear and unambigucus Information relating to communications (handingtaking over)in the commect
S0P or guldance

The new cverarching Incident Command pafcy document will confan updafed mformmafion upon pubicabon

Lesson 4 Signiicant hazards and any safcly contrel measwres being the responsibiity of the Incident Commander and should be recorded
within mach secior and passed'copied 1 assist on the analybeal rek assesameant

Recommendations; Task and Finish Group to;
fAction 1: Review the procedure in relation to hazards and safely control measures on the incident.

Rewvaw o be carnad oul by the Oporations’ supoor! leam & conjunchion with e Operabonal ASSIFENce TEAM.
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fcticn 2: incorporate ‘recording of risks' into incident command assessments,
tnciderd Command Academy fo assess this procedure as parf of promobon galeways and ' in-olke’ sassessments

Action 3: Review frequencies and priorties for training and recording of key information inclieding safety control measures on the
incident ground.

A review I curmenitly onpaing acros s el subsec] areas fo ensuwre thid we have aporopnsde frequencies for nisk onbce’ arsas including the recording
of rizks and hazands an fe nciden! ground

Bction 4; incorporate handing/taking over inte Leam-pro guestion bank for regular re-assessment,

An assessabls gues ban bank W contam quesbions direchy relafed o this procedune fo snsure regular knowladge refresh by operadona’ sfeff as
parf of e new Leaming Contend Managemen! Syshem [LOARS)

Action 5: Ensure that we have clear and unambiguous information relating to recording of hazards and safety control measures in the
correst S0P or uullhnra

The new overarching Inciden! Commang Guidanoe doowmeand vl canfain wpoaled mformalion vpon publicabion

Lesson §; Review standard operaling procedures, gudance and training in the usa of thermal imaging cameras: (TIC),

Recommendations; Task and Finish Group to;

Action 1: Review of BA training notesipolicies for reference to TIC's,

AN af e currand Iraindng and nofes & Io be refneshed and mcindad n ihe overans Br ) Al Gudance Docurnant
Action 2 Ensune that technical guidance relating vo differemt TIC s in operation IS elear

The lechnical guidance is fo be reviewsd and reissued by the Operational Suppor! Team

Ecticn I; incorporate TIC's Info Learn-pro question bank for regular re-assessment,

An assessabie guesbon bank wi contam quesbons direchy relafed io this provedure o ensung regular knowledge refresh by coeratona’ sieff as
parT of the new Loaming Contend Mansgement Syafem [LEAMS)

Bctipn 4: Ensung that we have clear and unambiguous infermation relating te TIC'S captured in the comoct S0P or guidance

Ar gveranchng Breathing Apparafus Gudance decummant ks currently Linder development by e Operatenal Infermaban Team. Thes wal condas
ifarmadion v relabon o s ocbon,

Lesson &: Review standard oparaling procedurss, gisdance and traning in the degloyment of asral mondors

Recommendations; Task and Finish Group to;

Sction 1; Ensure that we have clear and unambiguecws infonmation relating to the use of aerial monitors captured in the commect S0P
or guidance

An inlevim aide mamoie is curmandly baing produced o highlglil considerations around the use of aaral monilors for fghting fres in buidngs
This informadon will be nclided in e frfcomng SOF Fires n Buidngs’

Action 2: Iincorporate serial moniors inlo Leam-pro question bank for regular re -assessmant

An assessable quesion bank will contmn quesions direchy relafed io this procedune fo snsune regrdar knowlsdae refresh by operations sfeffas
parf of the naw Leaming Cantend Management Spshem [LCWRS)

Lesson T Revew 1o cons der the crcumstances mwhich ins pecions should be cammed ol under sechon Fi2xd) of the Fire and Resces Servces
Ao 200

Recommendations; Fire Protection to;

Acton 1: Reverw the guidance and pobcy m relabon o how 7(2)id) nformaon is recorded and the frequency of mspection

Baview fo be camed o smund this (ERe a7 in wona By e Protection lsam
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