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	1
	Summary

	
	

	1.1
	This paper provides an overview of the Service’s learning following an incident attended on the 10 March 2011 to a “Person in the Water” at Walpole Park Boating lake, Gosport. This individual is now known to be Mr Simon Burgess. HFRS attended this incident with other emergency services and subsequently carried out an incident debrief on the Service’s actions.  

	
	

	1.2
	An inquest in to the death of Mr Burgess was held on the 21 and 22 February 2012 and it was concluded by the Coroner, Mr David Horsley, that Mr Burgess’s death was due to an accident. Matters were raised with all three of Hampshire’s emergency services under Rule 43 of the Coroners powers.  Hampshire Fire and Rescue Service (HFRS) has worked with both Hampshire Constabulary (HC) and South Central Ambulance Service (SCAS) to provide a joint response to the Coroner on the matters raised.

	
	

	1.3
	The Service has worked jointly with HC and SCAS in developing Service policy for responding to incidents in water. We will maintain this joint working and adapt it’s terms of reference so that it can consider all common operational matters and support effective interoperability of the three Services in our response to incidents. We have shared our learning at regional and national working groups to inform wider understanding and an ongoing national discussion on policy development in the area of water rescue and survivability.

	
	

	2
	Recommendation
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	2.1
	That the Committee acknowledge and endorse the Service’s response to the  Coroners recommendations and our ongoing work with Hampshire Constabulary and South Central Ambulance Service.

	
	

	3
	Introduction Error! Bookmark not defined.and background

	
	

	3.1
	There is no clear statutory responsibility for inland underwater rescue, however there is often a public expectation that we will respond and be able to assist. Sections 11 and 12 of the Fire and Rescue Services Act 2004 provides us with the discretion to equip and respond to events beyond our core function and we do this in line with our understanding of the risks in the county.


	3.2
	Since 2008 the Service has provided enhanced training and equipment to enable operational staff to undertake water rescues effectively.  Using intelligence on water risk in Hampshire, and our historic call profiles, we have developed a capability to respond to the type of water rescues we would typically expect to attend in the county. 

	
	

	3.3
	The standards adopted in our water rescue capability are derived from national guidance produced by the Department of Food and Rural Affairs (DEFRA). This guidance was produced in response to some of the wide area flooding events seen in recent years such as Gloucestershire in 2007. These standards have formed more recent draft national guidance from the Chief Fire and Rescue Advisor (CFRA). Though these are still to be finalised the underlying guidance remains consistent with that in the DEFRA guidance. 



	3.4
	On the 10 March 2011 HFRS attended an incident at Walpole Park Boating Lake, Gosport, Incident Number 11- 04336, where a member of the public, Mr Simon Burgess, died in the water. HFRS sent it’s standard attendance for this type of incident which was also attended by HC and SCAS and resulted in the retrieval of Mr Burgess’s body by HFRS crews.  An incident  debrief was carried out in line with our normal procedures.

	
	

	
	

	4
	Matters raised by the Coroner

	
	

	4.1
	On the 21 and 22 February 2012 HFRS attended and gave evidence at the inquest into the death of Mr Burgess.  At the conclusion of this inquest the Coroner, Mr David Horsley, concluded that Mr Burgess died due to an accident. Based on the evidence heard by the coroner, and under Rule 43 of the Coroner’s powers, he wrote to the three emergency services that attended this incident requesting that:

	
	

	
	“urgent consideration be given by all three emergency services to jointly devising a new protocol for the services which would give guidance to responders on assessment of whether an apparently lifeless water casualty might, despite initial appearances, be revivable. I also believe that any joint new protocol should also give clear guidance on which service should assume overall control of the incident and how decisions are to be made whether the incident is to be treated as a rescue or a body recovery.”

	
	

	4.2
	In response to this request  a joint strategic meeting of HFRS, HC and SCAS was held leading to the establishment of a joint working group with clear terms of reference to consider the matters raised by the Coroner.  This joint working group produced a report with recommendations for consideration by HFRS, HC and SCAS. 

	
	

	4.3
	In addition to highlighting the ongoing national discussions taking place on survivability in water and continuing need for greater clarity on this matter, the joint working group agreed the following local actions:

· At water related incidents attended by all three services, HFRS will co-ordinate the rescue phase utilising trained personnel and resources available at the time.  If the incident is deemed to be one of body recovery, the Police will take responsibility for this and any subsequent investigation.
· HFRS, HC and SCAS have established a joint working group to share best practice and operational response procedures/protocols, including the guidance on survivability in water.  
· All operational personnel from the three emergency services will receive basic water awareness training.
· All three organisations will undertake a review of their provision of water safety/rescue equipment.
· All three organisations will review their mobilising protocols and attendance at water related incidents.

	
	

	4.4
	We will be maintaining the joint working group with HC and SCAS beyond the completion of the above actions. In maintaining the joint the working group we will adapt the terms of reference so that the group can consider all common operational matters to support effective interoperability of the three Services in our response to incidents.

	
	

	4.5
	Our response has been shared with the:-

· Chief Fire Officers Association

· Chief Fire & Rescue Adviser

· Association of Chief Police Officers 
· Joint Royal Colleges 
· Ambulance Liaison Committee, and the 
· UK Search and Rescue Group
 for their awareness and consideration.

	
	

	
	

	5
	Conclusion

	
	

	5.1
	Matters raised by the Coroner have been considered by HFRS, HC and SCAS and joint arrangements have been agreed

	
	

	5.2
	In order to ensure that all necessary work is completed for these arrangements and to maintain on-going development of this capability the joint working group will be maintained by the three services.

	
	

	6
	Background papers

	
	

	6.1
	Rule 43 letter from Coroner, Mr David Horsley LLB
Letter of joint response from HFRS, HC and SCAS to Rule 43 letter from Mr David Horsley 
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