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	1
	Summary

	
	

	1.1
	This report updates the Members further following a previous paper to the Fire Authority “Shirley Towers – Investigation Process”  dated 6 June 2012. Following the Coroner’s inquest regarding the deaths of fire-fighters James Shears and Alan Bannon, and a verdict of death by misadventure, this paper outlines the Service’s response and plans regarding the development, and implementation of an over-arching improvement programme to respond to the learning points related to the Shirley Towers incident.  

	
	

	2
	Recommendation
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	2.1
	That the Performance Review and Scrutiny Committee endorse the Service’s response and subsequent development of an improvement programme in relation to the Shirley Towers incident.  

	
	

	3
	Introduction Error! Bookmark not defined.and background

	
	

	3.1
	As previously reported to the Authority, the Service responded quickly following the Shirley Towers incident and established a dedicated Accident Investigation Team (AIT).  As the investigation progressed, the Service also established a separate group, the Organisational Improvement Steering Group (OISG), to consider and respond to internal “emerging issues” as identified by the AIT. The key areas of this work align with the subsequent recommendations of the Health and Safety Executive (HSE) detailed below in paragraph 3.2.  At the start of the Coroner’s inquest, progress on the OISG “emerging issues”, which are detailed in appendix A, are summarised as:-

· 72  emerging issues of which:
· 62  completed

· 10  ongoing  

	
	

	3.2
	The HSE investigation culminated in a report to the Coroner and a letter to the Chief Officer, detailing 49 recommendations under the following headings:-

· Command, Control and Communications

· Training and Assessment

· Breathing Apparatus and Fire-fighting procedures

· Risk Assessment, Premise Information, Pre-planning

· Personal Protective Equipment

· Radio Equipment

At the start of the Coroner’s inquest, progress on the HSE recommendations, which are detailed in appendix B, are summarised as:-
· 49 recommendations of which:
· 28 completed

· 21 ongoing

The HSE have confirmed they will re-visit the Service to discuss and monitor progress in response to their recommendations.   

	
	

	3.3
	During the inquest, and at the suggestion of the Coroner, additional joint recommendations were agreed between the Service and the Fire Brigades Union (FBU).  These will be progressed as part of the Service’s overall improvement programme and are summarised as:-
· Receipt of 999 calls and the sharing of information with crews
· Use of thermal imaging cameras

· Tactical ventilation

· Instigation of a breathing apparatus emergency

· Joint research into temperature monitoring devices

· Review of fire science training for operational staff

	
	

	3.4
	In his summing up the Coroner, Mr Keith Wiseman, indicated that he will consider writing ‘rule 43’ letters highlighting his key concerns from the inquest. The possible areas for this consideration are:-
· The provision of signage to indicate floor levels within the stairwells of high- rise and complex buildings to assist the emergency services.
· Guidance and clarification for fire and rescue services regarding search procedures for breathing apparatus teams.
· A national review to be undertaken regarding the teaching of fire fighting techniques.
· Fire and rescue services to consider the implementation of measures to reduce the risks to fire fighters associated with fallen cables (equipment and training).
· Building regulations to be amended to ensure that all cables are supported by heat-resistant cable supports.
· Local Authorities and other social landlords should be encouraged to consider the retro-fitting of sprinklers in high rise buildings (in excess of 30 metres). 
The detail and recipients of any ‘rule 43’ letters have yet to be confirmed.

	
	

	4
	Hampshire Fire and Rescue Service’s response

	
	

	4.1
	The scope and associated work to ensure changes and improvements are embedded within the Service requires a coordinated programme approach. 
It is important to acknowledge that such improvements are integral to many areas and activities of the Service, and as such, will require an over-arching coordination and quality assurance process.   

	
	

	4.2
	The existing OISG has demonstrated its effectiveness during the Service’s investigation. Membership of this group reflects the directorates and departments across the Service. The role of this group has been endorsed by the HSE. 

	
	

	4.3
	Acknowledging the effectiveness of the OISG and the benefits of continuity, this group will coordinate and monitor all future associated Service improvements linked to the Shirley Towers incident.

	
	

	4.4
	An over-arching improvement programme will be developed by the OISG by the 31 October 2012. Subject to final agreement through the OISG, the improvement programme will be completed by the 31 March 2015. Progress and completion of this programme will be reported to this Committee. 

	
	

	4.5
	On completion of the Coroner’s inquest, the Service gave a commitment to ensure that information and learning from the incident would be shared with other Services. Subsequently the Service have formally presented details of the incident and associated key findings with members of the Chief Fire Officers Association (CFOA) and as part of a high-rise seminar hosted by Greater Manchester Fire and Rescue Service. 

	
	

	5
	Supporting our corporate aims and objectives 

	
	

	5.1
	Establishing and completing this improvement programme will make a significant contribution towards providing a more effective and efficient service to our communities.  

	
	

	6
	People Impact Assessment

	
	

	6.1
	The proposals in this report are considered compatible with the provisions of the equality and human rights legislation.

	
	

	7
	Resource implications

	
	

	7.1
	Human Resources

	
	

	
	There are no additional resource requirements associated with this work. The remaining work of the AIT will be completed by the 31 March 2013. 

	
	

	7.2
	Financial Implications 

	
	

	
	The funding of the AIT will continue to be provided from within existing Service budgets.

	
	

	8
	Consultation

	
	

	
	The Fire Brigades Union (FBU) have been actively involved with the Service’s AIT throughout the investigation and subsequent Coroner’s inquest. The FBU will continue to work closely with the Service as part of the improvement programme team. In addition, the Retained Fire Fighters Union (RFU), and the Fire Officers Association (FOA), will be invited to contribute to the improvement programme. 

	
	

	9
	Conclusion

	
	

	
	The Service maintains its determination and commitment to ensure that lessons are learned and improvements are made within the Service. The Service is equally committed to ensuring that it shares all learning with other fire and rescue services and relevant organisations. The development and coordination of an improvement programme will ensure that improvements are introduced, evaluated, and embedded within the Service. 


	10
	Background papers

	
	

	10.1
	The following documents disclose the facts or matters on which this report, or an important part of it, is based and has been relied upon to a material extent in the preparation of the report:

 None

Note: The list excludes: (1) published works; and (2) documents that disclose exempt or confidential information defined in the Act.
Appendix A – Emerging Issues
Appendix B – HFRS response to the Health and Safety Executive recommendations

Appendix C – Glossary of terms
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